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Religion and 

the Survival of 

1010 Hospitalized 
Veterans 

HAROLD G. KOENIG, DAVID B. LARSON, 
JUDITH C. HAYS, MICHAEL E. McCULLOUGH, 
LINDA K GEORGE, PATRICIA S. BRANCH, 
KEITH G. MEADER, and MARAGATHA KUCHIBHATLA 

ABSTRACT: Objective: To examine the effects of religious affiliation and religious coping on sur 

vival of acutely-hospitalized medically-ill male veterans following discharge. Sample and 

Methods: Between 1987 and 1989, comprehensive psychosocial and physical-health evaluations 
were performed on a consecutive sample of 1010 patients ages 20-39 and 65-102 years admitted 

to the general medicine and neurology services of the Veterans Administration (VA) Medical 

Center in Durham, North Carolina. Religious affiliation and religious coping (the degree to which 
a patient relied on his religious faith for comfort and strength) were among the variables as 

sessed. Subjects or surviving family members were contacted by telephone in 1996-97 to deter 
mine vital status; dates of death were confirmed by the Veterans Administration's Beneficiary 
Identification and Records Locator Subsystem (BIRLS), death certificate, or the National Death 

Index. Cox proportional-hazards regression was used to model the effects of religious variables 
on time to death, controlling for demographic, social, psychiatric, and physical-health covariates. 

Results: Follow-up was obtained on all 1010 patients. During the observation period, 673 pa 
tients died. While a higher proportion of conservative Protestants than members of other reli 

gious groups died during this time (70.5% vs. 64.3%, p 
= 

.04), the association disappeared once 

covariates were controlled. Religious coping was unrelated to survival in both bivariate and mul 
tivariate analyses (hazard ratio 1.00, 95% CI 0.99-1.01). Conclusions: Neither religious affilia 
tion nor dependence on religion as a coping behavior predicted survival in this sample of medi 

cally-ill male veterans. Several reasons for the absence of an effect are explored, notably the fact 
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that the mortality force exerted by age, medical diagnosis, and severity of physical-health prob 
lems overwhelmed the weaker effects of psychosocial variables. 

Over a century ago, Dr. John S. Billings, then Surgeon General of the United 

States Army, discovered a lower death rate among Jews compared with non 

Jews in an 1889 study.1 Not long afterwards, Emile Durkheim in 1915 laid 

the foundation for such a connection by pointing out the potential health con 

sequences of weakening or absent religious ties.2 In 1928, J.V. De Porte, fol 

lowing up on the earlier work of Billings, confirmed a lower death rate among 
Jews compared with non-Jews in New York State. Ten years later, Bolduan 

and Weiner published a landmark paper on the causes of death among Jews 

in New York City, reporting lower death rates from tuberculosis, pneumonia, 
and uterine cancer, but higher death rates from cancers of the breast and 

digestive organs.3 Although research progress has been slow since the early 
twentieth century, a steady stream of studies have appeared in the medical 

and epidemiological literature over the past 30 years. In particular, there has 

been much theoretical work done that has considered why, how, and to what 

extent religious beliefs and practices affect mental and physical health, and 
thus potentially influence mortality.4"11 

A seminal review of religion-mortality studies 10 years ago found a great 
number of studies documenting longer survival for clergy or persons affiliated 

with certain religious denominations, such as the Mormons, Seventh-Day Ad 

ventists, Amish, and other religious groups with strict proscriptions against 
smoking, alcohol, and dietary factors that contribute to early mortality.6 
Fewer studies, however, have examined the effects of "religiousness" or "de 

gree of religious commitment" on mortality in general populations. These re 

ports can be divided into those examining the effects of "organizational" reli 

gious participation (religious membership or attendance) and those studying 
"non-organizational" religious behavior or personal religious commitment 

(private religious activity such as prayer or Bible study, personal religious 
ness, or strength and comfort from religion). Many studies document a posi 
tive association between survival and organizational religious activity, 

whether this is measured by church membership,1213 frequency of church at 
tendance or related activities,14"20 or involvement in a religious kibbutz.21 A 
number of early studies, however, did not control for other risk factors, partic 
ularly the most powerful predictor of mortality, physical-health status (which 

obviously influences people's ability to get to church). Some of the studies 
that did control for physical health and other covariates failed to demonstrate 
an association between church-related activity and mortality.22,23 Less com 

mon are studies that examine the association between survival and non-orga 
nizational religious activity,18,22"25 particularly studies involving clinical popu 
lations. Many of these investigations involve older adults, since this 

population has high enough death rates to allow for assessment of predictors 
of mortality without long follow-up times. Zuckerman and colleagues18 fol 
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lowed 400 elderly poor residents of New Haven, CT, for two years, finding 
that among the 170 participants in poor physical health, those who found 

strength and comfort from religion had a significantly lower mortality rate. 

Likewise, Oxman and associates23 examined six-month survival in 232 sub 

jects age 55 or over following elective open-heart surgery, finding that 

strength and comfort from religion was significantly and inversely related to 

mortality. On the other hand, Idler and Kasl22 examining four-year mortality 
rates for another sample of 2,812 older adults in New Haven, CT, found no 

association between private religious activities (self-assessed religiousness, 
strength and comfort from religion) and survival. Thus, the relationship be 
tween personal religious commitment and mortality remains uncertain. 

In the late 1980's, we followed a group of medically-ill elderly men after 

hospital discharge, identifying religious copers and non-religious copers in 
the group.24 Religious coping was measured using a three-item index, and 
strict criteria were used to identify a group of 97 "very religious" copers and a 

group of 164 "non-religious" copers (out of 1010 patients). Mortality rates and 
survival times were compared between the two groups over an average 14 

month observation period. Very religious and non-religious copers had almost 
identical mortality rates (24.7% vs. 23.0%, respectively), and survival times 
did not differ between the two groups. The study was criticized for several 

reasons, including too short a follow-up time, too low a mortality rate, less than 

rigorous methods for determining vital status, and failure to examine the 
death rates of patients who fell in between these extremes of religious coping. 

The present study is a "second look" at the effects of religious coping on the 
survival of these male veterans following hospital discharge. This time, how 

ever, the weaknesses in the original study have been corrected?including a 

longer follow-up time (nine years), higher overall mortality rate (67%), more 
exact determination of vital status (central VA records or death certificates), 
and the assessment of mortality rates and survival not only for the 97 very 
religious copers and 164 non-religious copers, but also of the 739 patients 

with intermediate degrees of religious coping. We hypothesized that (1) pa 
tients who relied heavily on their religious faith (very religious copers) would 
survive longer than either non-religious copers or those who depended on 

religion only to a moderate degree; (2) patients affiliated with conservative or 
fundamentalist religious traditions would experience longer survival (because 
of more conservative life styles, less smoking, alcohol use, etc.), and (3) these 
associations would persist after controlling for demographic, social, psychi 
atric, and physical-health factors. 

Methods 

Between September 1, 1987 and January 1, 1989, men under age 40 and over 

age 65 consecutively admitted to the general medicine or neurology inpatient 
services at the VA Medical Center in Durham, North Carolina, were assessed 
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as part of a study examining depression in the medically ill. The primary 
purpose of the study was to examine age differences in rates and predictors of 

depression in this population.26,27 Potential subjects were excluded if they 
were women, admitted to intensive care settings, were transferred from other 

services to the medical ward, scored less than 15 on the Mini-Mental State 

Exam (MMSE),28 or had severe medical illness or communication problems 

preventing evaluation. Complete evaluations were obtained on 1010 subjects 
(92% of eligible participants). 

Subjects were generally seen within 48 hours of admission by a masters 

prepared social worker and/or by a physician who collected demographic in 

formation and data on social support, cognitive status, self-rated depression, 

past psychiatric history, alcohol use, ability to perform activities of daily liv 

ing, and primary medical diagnosis. Information was also collected on reli 

gious affiliation and religious coping. 

Measures 

Social support. Social support was measured using a three-item index that 

assessed frequency of social interaction, size of support network, and satisfac 

tion with support.29,30 Response options ranged from 1-5 for each item, with a 

total scale range of 3 to 15 (Cronbach alpha 0.57). The total score was divided 

into quartiles, and those in the highest quartile were compared to those in 

the bottom three quartiles. Living situation (living with others vs. alone) and 
marital status (married vs. not) were also assessed. 

Depression. Depressive symptoms were measured with the 30-item Geria 
tric Depression Scale (GDS).31 This instrument has been validated for use in 

screening for depression in this population. A cutoff score of 11 or higher on 

this scale is 92% sensitive and 89% specific for major depression.32 Scores 
were dichotomized into 0-10 vs. 11 or higher for analyses. 

Psychiatric history. Single-item measures of past psychiatric history, family 
psychiatric history, and use of alcohol were used to obtain this information. 

Physical functioning. Both physical and instrumental activities of daily liv 

ing (ADLs) were measured. Ability to perform six physical ADLs33 (0-2 scale) 
and five instrumental ADLs34 (0-1 scale) were assessed. Physical and instru 

mental ADLs that could be performed independently without help were 

summed to create an ADL index ranging from 0-17; scores were dichot 
omized into no ADL impairment (e.g., 17) vs. one or more ADL impairments 
(0-16) for analyses. 

Religious affiliation. Over 40 religious denominations were represented in 
the study group. These were categorized into nine general religious groups 

according to a schema devised by Roof and McKinney.35 
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Religious coping. Religious coping was assessed using a 3-item index (Reli 

gious Coping Index or RCI).36 Each item measured the extent to which the 

patient relied upon religion to help them manage or cope with the stress in 

his life. First, the subject was asked an open-ended question about how he 

coped (e.g., "What enables you to cope with the stresses in your life, such as 

physical illness and other stresses?") (Item 1). This item was used in order to 

identify the coping behavior that patients themselves felt was most helpful, 
without leading them to give a religious response. Religious responses 

(prayer, faith in God, Jesus, etc.) were assigned a score of 10 and non-reli 

gious responses (family, staying busy, etc.) a score of 0. 

Second, subjects were asked to rate on a visual analog scale the extent to 

which they used or found religious beliefs or activities helpful in coping (Item 
2). The scale was numbered from 0 to 10, where 0 indicated "not much or not 
at all" and 10 indicated "the most important factor that keeps me going." 

While subjects were allowed to define for themselves what the term "religion" 
meant to them, the interviewer made clear that this could involve either per 
sonal belief alone or include religious activity like prayer or church atten 

dance. Third, the interviewer rated the subject on a scale of 0-10 on the basis 
of his overall assessment of how much the patient used religion to cope (Item 
3). This judgement was based on subjects' spontaneous elaboration on their 

responses to items #1 and #2 above and on a separate discussion directed at 

exactly how subjects used religion as a coping behavior. 

Summing up responses to the three items resulted in a scale ranging from 
0-30. Internal reliability for the RCI is high (Cronbach's alpha 

= 0.82). In 
ter-rater reliability of the RCI was tested 12-36 hours apart in a subgroup of 
188 subjects; Pearson correlation between RCI scores obtained by the two 
different examiners was 0.81. For analysis purposes, RCI scores were exam 
ined as both a continuous measure of religious coping and as a categorical 

measure. In the latter case, subjects in the sample were divided into three 

categories: very religious, non-religious, and moderately religious copers. 
Very religious copers were defined as those who (1) spontaneously noted a 

religious response to Item 1, (2) rated themselves a 9.5 to 10 on the visual 

analog scale in Item 2, and (3) were rated a 9 or 10 by the interviewer on 
Item 3. Non-religous copers were defined as those who (1) did not give a 

religious response to Item 1, (2) rated themselves a 2.5 or lower on the visual 

analog scale, and (3) were rated a 2 or lower by the interviewer on Item 3. 

Moderately religious copers were defined as all subjects not meeting criteria 
for either a very religious coper or a non-religious coper. 

Determination of vital status 

Vital status was determined in the following manner. Between July 1996 
and April 1997, 1010 subjects or their families were contacted by telephone. 

After informed consent was obtained and witnessed by a second interviewer, 
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the vital status of the subject was determined. For subjects still alive and 

interviewed by telephone, the date of interviewer contact was recorded (cen 

soring date). If the family was interviewed, and the subject was determined 

to be alive, then the date of last contact between the subject and family mem 

ber was recorded (censoring date). Family members of subjects who had died 
were asked to give the approximate date of the subject's death. 

The United States Department of Veterans Affairs maintains the Benefici 

ary Identification and Records Locator Subsystem (BIRLS) as a record of all 

claims and benefits paid to veterans and their beneficiaries.37 This database 

has been used as a tool for vital status follow-up activities and is one of the 

three national sources of vital status ascertainment for veterans (with the 

National Death Index of the National Center for Health Statistics and the 

Master Beneficiary Record of the Social Security Administration). 
Date of death for subjects in the present study was then verified in one of 

three ways: (1) confirmation by BIRLS (91.5% or 616 deaths), (2) confirma 

tion by obtaining death certificate (8.2% or 55 deaths), or (3) confirmation by 
the Death Index (2 deaths). Eighty-five percent of deaths (571/673) were con 

firmed by two or more sources (BIRLS, death certificate, Death Index, phone 
contact with kin, or Durham VA computer). If there was conflict about the 

date of death between any of these sources, the death certificate was obtained 

and used as the gold standard. 

Statistical analyses 

The chi-square statistic (x2) was used for bivariate analyses. Survival time 
was calculated from the first day of the hospital admission when the initial 
evaluation took place to either (1) the date of death (event) or (2) date when 

patient was last known to be alive (censored). Cox proportional-hazards 
models were used to examine predictors of time to death; RCI score was in 
cluded first as a continuous variable and then as a categorical variable. Reli 

gious affiliation, demographic variables, social variables, psychiatric vari 

ables, and physical-health variables were then successively added to each 
model. For covariates with 3% or less missing data, mean scores were im 

puted for missing values. Results from the Cox models were presented as 

estimated hazard ratios (HR) with 95% confidence intervals (CI). Because 

subjects were either under age 40 or. over age 65, analyses were stratified by 
age. Finally, Kaplan-Meier survival curves were used to compare very reli 

gious, moderately religious, and non-religious copers on time to death. An 

alyses were performed using the SAS statistical package.38 

Results 

The baseline characteristics of the sample in 1987-89 are displayed in Table 
1. Eighty-four percent of subjects were age 65 or older (n = 850) and 16% 
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TABLE 1 

Baseline Characteristics of the Sample in 1987-89 (n = 1010) 

Demographic 

Age (% 65 or over) 
Sex (% Male) 
Race (% Black) 
Education (% high school graduate or more) 
Income (% $15,000/yr or more) 

Social Characteristics 
Marital status (% married) 

Living situation (% alone) 
Social support, mean 

Psychiatric Characteristics 
Past psychiatric history (% yes) 
Family psychiatric history (% yes) 
Alcohol use (% yes) 
Depression (% GDS>10) 

Physical Health Characteristics 

Physical functioning (mean # unimpaired ADLs) 

Medical diagnoses (% with) 
Cancer 

Gastrointestinal disease 

Neurological disease 

Respiratory disease 
Renal or genitourinary disease 
Cardiovascular disease 

Religious Characteristics 
Denomination (% affiliated with) 

Liberal Protestant 
Moderate Protestant 
Conservative Protestant 
Black Protestant 

Fundamentalist/Evangelical 
Protestant (unspecified) 
Catholic 
Nontraditional Christian 
No Affiliation 

Religious coping (mean RCI score) 

Religious coping categories (% in each) 

Very religious copers 
Moderate religious copers 
Non-religious copers 

% (n) or mean 

(SD) (range) 

84.2 (850) 
100.0 
32.0 (323) 
35.7 (360) 
17.8 (173) 

64.5 (651) 
17.9 (180) 
10.6 (1.8) (4-15) 

28.3 (283) 
11.2 (111) 
22.7 (227) 
23.8 (238) 

14.4 (3.8) (0-17) 

19.9 (201) 
14.6 (147) 
16.9 (171) 
9.9 (100) 
5.3 ( 54) 

24.2 (244) 

7.1 ( 72) 
11.9 (120) 
37.9 (383) 
25.0 (252) 

5.5 ( 
2.9 ( 
2.8 ( 
3.3 ( 
3.7 ( 

56) 
29) 
28) 
33) 
37) 

14.0 (8.8) (0-30) 

9.7 ( 97) 
73.9 (739) 
16.4 (164) 
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were ages 20-39 years (n = 160). About one-third of the sample were Black 

(32%). A little more than one-third (35.7%) were high school graduates, and 

only 18% had an annual family income over $15,000. Two-thirds were mar 

ried, and over 80% were living with a spouse or other person. Almost one-half 

of the sample (49.9%) required assistance with at least one activity of daily 

living. The majority of subjects were admitted with one of four major ill 

nesses: cardiovascular disease (24.2%), cancer (19.9%), neurological disease 

(16.9%), or gastrointestinal disease (16.9%). 

Religious characteristics of the sample indicated that the majority of pa 
tients were either conservative Protestants (37.9%) or Black Protestants 

(25.0%); this is consistent with religious affiliations in central North Caro 

lina, where Baptists make up approximately 60% of the population. As noted 

elsewhere, religious coping was prevalent.36 Approximately one-fifth (21%) of 

the sample indicated that religion was the most important coping factor that 

kept them going. RCI scores were available for 1,000 participants; scores 

ranged from 0 to 30, with a mean of 14 (SD 8.8). Ten percent of the sample 
fulfilled criteria for very religious copers (n = 

97), 16% for non-religious co 

pers (n = 
164), and 74% for moderately religious copers (n = 739). 

Religion and mortality rate. Two-thirds of the sample died (66.6%) during 
the average nine-year follow-up period (3,285 ? 137.7 days) (Table 2). Con 

TABLE2 

Mortality by Religious Affiliation and Level of Religious Coping 

%(n) 

Overall deaths (% of sample) 66.6 (673) 

Religious affiliation (% who have died) 
Liberal Protestant 66.7 ( 48) 

Moderate Protestant 71.7 ( 86) 
Conservative Protestant 70.5 (270)* 
Black Protestant 61.9 (156) 

Fundamentalist/Evangelical 58.9 ( 33) 
Protestant (unspecified) 72.4 ( 21) 
Catholic 64.3 ( 18) 
Nontraditional Christian 60.6 ( 20) 
No Affiliation 56.8 ( 21) 

Degree of religious coping 

Very religious copers 68.0 ( 66) 
Moderate religious copers 66.0 (488) 

Non-religious copers 68.3 (112) 

*Chi-square 4.1, 1 df, p 
= .04 (Conservative Protestants vs. Others) 

This content downloaded from 129.171.249.144 on Mon, 28 Dec 2015 16:36:18 UTC
All use subject to JSTOR Terms and Conditions

http://www.jstor.org/page/info/about/policies/terms.jsp


Harold G. Koenig, et al. 23 

trary to our second hypothesis, bivariate analyses revealed that conservative 

Protestants experienced the highest mortality when compared to patients 
with all other religious affiliations pooled (70.5% vs 64.3%, p < .05). No other 

differences based on religious affiliation were evident. Contrary to our first 

hypothesis, degree of religious coping was unrelated to mortality. Very reli 

gious copers were just as likely to die as non-religious copers or moderately 

religious copers (68.0% vs 68.3% and 66.0%, respectively, x2 
= 

0.3, 2 df, p 
= 

0.87). When analyses were stratified by age group, the pattern was similar in 

younger (25.0% vs. 27.8% and 22.5%, x2 
= 

0.4, 2 df , p 
= 0.81) and older men 

(74.1% vs. 79.7% and 73.7%, X2 
= 

2.0, 2 df, p 
= 0.37). 

Religion and time to death. Results from the Cox proportional-hazards re 

gression analysis revealed that when religious coping as a continuous variable 

(RCI score) was added to the model without other predictor variables, there 
was no effect on time to death (HR 1.00, 95% CI 0.99-1.01). Likewise, when 

religious coping was examined as a categorical variable (very and moderate 

religious copers vs. non-religious copers) alone in the model, there was still no 

effect (HR 1.00, 95% CI 0.82-1.22). Religious affiliation, demographic, social, 

psychiatric, and physical-health variables were then added successively to the 

models, assessing their effects on survival and their impact on the religious 

coping-survival relationship. Significant predictors of time to death in the final 

model (Table 3) were age (Hazard Ratio or HR = 
3.49, 95% CI 2.41-5.07, p < 

.0001), impaired ability to perform activities of daily living (HR 1.51, 95% CI 

1.27-1.79, p < .0001), and admitting diagnoses of cancer (HR 2.38, 95% CI 

1.77-3.19, p < .0001) or respiratory disease (HR 1.41, 95% CI 1.01-1.97, p < 

.05). Patients with a primary diagnosis of cardiovascular disease, in contrast, 
were more likely to survive (HR 0.71, 95% CI 0.51-0.96, p < .05). No other 

religious, demographic, social, psychiatric or physical-health characteristics 

predicted survival. Adding other predictor variables to the model had no effect 
on the relationship between survival and religious coping, whether religious 

coping was examined as a continuous or a categorical variable. 

Stratifying the analyses by age group revealed only small differences, with 
the younger very religious or moderately religious copers experiencing a 

slightly lower hazard of dying than younger non-religious copers (HR 0.96, 
95% CI 0.41-2.32) and older very religious or moderately religious copers 

having a slightly higher hazard of dying than older non-religious copers (HR 

1.05, 95% CI 0.83-1.33). Unadjusted Kaplan-Meier survival curves for very 

religious, moderately religious, and non-religious copers in the overall sample 
are displayed in Figure 1. 

Discussion 

In this large clinical sample of medically-ill hospitalized male veterans, nei 

ther religious affiliation nor religious coping had an impact on survival. This 
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TABLE 3 

Predictors of Survival over an Average Nine Year 

Follow-Up Period 

Demographic Hazard Ratio1 (95% CI) 

Age (65 or over = 1) 3.49 (2.41-5.07) 
** 

Race (Black = 1) 0.99 (0.72-1.35) 
Education (high school graduate or more = 1) 0.87 (0.73-1.08) 
Income ($15,000/yr or more = 1) 0.98 (0.81-1.24) 

Social Characteristics 
Marital status (married = 1) 1.13 (0.91-1.41) 

Living situation (alone = 1) 1.13 (0.86-1.47) 
Social support (highest quartile 

= 1) 0.91 (0.76-1.10) 

Psychiatric Characteristics 
Past psychiatric history (1 = 

yes) 1.00 (0.83-1.21) 

Family psychiatric history (1 = 
yes) 1.07 (0.81-1.38) 

Alcohol use (l = 
yes) 0.92 (0.75-1.13) 

Depression (GDS>10 = 1) 1.07 (0.88-1.30) 

Physical Health Characteristics 

Physical functioning (1 = any ADL impairment) 1.52 (1.29-1.80) 
** 

Medical diagnoses (1 = 
diagnosis) 

Cancer 2.38 (1.77-3.19) 
** 

Gastrointestinal disease 0.75 (0.54-1.04) 

Neurological disease 0.68 (0.49-0.95) 

Respiratory disease 1.41 (1.01-1.97) 
* 

Renal or genitourinary disease 0.96 (0.63-1.46) 
Cardiovascular disease 0.71 (0.51-0.96) 

* 

Religious Characteristics 
Denomination (compared with no affiliation) 

Liberal Protestant 0.82 (0.48-1.42) 
Moderate Protestant 0.92 (0.56-1.52) 
Conservative Protestant 0.89 (0.55-1.42) 
Black Protestant 0.84 (0.49-1.46) 

Fundamentalist/Evangelical 0.82 (0.45-1.47) 
Protestant (unspecified) 0.96 (0.51-1.80) 

Catholic 0.90 (0.46-1.73) 
Nontraditional Christian 0.90 (0.47-1.73) 

Religious coping (RCI score range 0-30) 1.00 (0.99-1.01) 

* 
p<.05, 

** 
p<.0001; model X2 = 

337.2, df=27, p<.0001, n= 1000, deaths = 666. 

hazard ratios>1.00 indicate greater risk of dying; those < 1.00 indicate lower risk. 
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FIGURE 1 

Kaplan-Meier Survival Curves Following Hospital Discharge for 

Different Levels of Religious Coping 
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absence of an effect cannot be explained by poor measurement of the religious 

variable, inadequate assessment of vital status, too short a follow-up time, 
too few deaths, or failure to control for relevant predictor variables. The most 

obvious conclusion from this study is that religious coping simply does not 

affect survival. This finding, among male veterans, contrasts with substantial 

research showing that church-related or synagogue-related activity, after ad 

justing for covariates, is significantly and positively related to longer sur 

vival.12"21,39 Why the difference? Perhaps the health effects of active participa 
tion in a religious community, which has the additive benefits of both social 

and religious involvement, are greater than those conferred by religious cop 

ing, a form of personal religiosity that can be more self-contained. While reli 

gious coping is related to attendance at religious services, the correlation is 

less than 0.50, suggesting that these two dimensions of religiousness may be 

measuring distinctly different constructs.40 

A second possibility involves the timing of religious coping's effect on sur 

vival. Our examination may simply have been done too late in the course of 

these persons' lives to capture the effect. In other words, the impact of reli 

gious coping on physical health may have already played itself out, since 

many of these men were older and with only a few years of life remaining 
(673 of the 1010 men died during the follow-up period). Stratifying analyses 
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by age group provided some support for this idea, since younger men had a 

hazard ratio less than 1.00 and older men greater than 1.00; the effects, how 

ever, were extremely weak and could have easily been accounted for by 
chance. 

Third, age and physical illness may simply have overwhelmed the effects of 

religious coping and other psychosocial predictors of mortality. The major fac 

tors significantly influencing mortality in this sample were older age, physi 
cal impairment, and a diagnosis of cancer. Neither marital status, education, 
income level, social support, nor depression had any effect on survival, de 

spite the fact that they are well known psychosocial predictors of mortality in 

community dwelling populations.1719-29,41"43 Future explorations of religious cop 

ing's effects on survival may need to concentrate in community-dwelling pop 
ulations that are younger and less ill; however, such investigations are usu 

ally expensive and require long periods of follow-up to allow for enough 
deaths to make analysis feasible. 

Fourth, our sample was an all-male one. Religious beliefs and devotional 

activities are known to be more prevalent among women.44,45 This is partic 

ularly true for religious coping among older adults. In another study con 

ducted in the same geographical location as the present one, women were 

almost twice as likely as men to report religion as a resource of emotional 

support.46 Effects on mortality may likewise be gender-dependent, and recent 

studies have reported weaker effects of religious activity on survival for men 

than women.20 Thus, our all-male sample may have also contributed to the 

absence of an effect for religious coping. 

Finally, many study participants may have sought comfort in religion as 

they became sicker and required acute hospitalization. Such a dynamic would 

result in a positive relationship between religious coping and nearness to 

death, canceling out any protective effect that long-term or life-long religious 
devotion may have afforded. This "problem" with the religious-coping variable 

is also true for other measures of private religious involvement such as prayer, 
which are often mobilized to cope with the psychological stress brought on by 

aging, physical illness, and other life Stressors.36,47 Studies have demonstrated 

that religious commitment and personal devotional activity are particularly 
common among older adults and those in poor physical health.46,48"50 Again, this 

is precisely the population at greatest risk of dying. When studying religious 

coping or personal religiosity, particularly in aged or clinical samples, the rela 

tionship with mortality and survival becomes complex. Poor health or nearness 

to death, while reducing certain forms of religious activity such as church at 

tendance, may at the same time foster personal religious belief and commit 

ment in an attempt to compensate for an inability to go to church or to cope 
with health problems and existential issues. Thus, physical health and aging 
confound the relationship between both organizational and non-organizational 

measures of religiosity, although in opposite directions. 

While religious coping had no effect on survival in this study, previous 
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work in this sample and other populations has shown that dependence on 

religious faith during physical illness and hospitalization may help to make 

life more enjoyable during the time that remains. Both high social support 
and low rates of depression were characteristic of very religious copers in this 

sample,24,36,51 and similar associations have been reported by different investi 

gators working in different areas of the country.5156 Thus, dependence on a 

strong personal religious faith, while not adding years to life, may certainly 
add life to years. 

References 

1. Billings, J.S., "Vital statistics of the Jews." North American Review, 1891; 153, pp. 70-84. 
2. Durkheim, E., The Elementary Forms of Religious Experience. London: Allen & Unwin, 1915. 
3. Bolduan, C. and Weiner, L., "Causes of Death among Jews in New York City." New England 

Journal of Medicine, 1933; 208, pp. 407-416. 
4. Jarvis, G.K. and Northcutt, H.C., "Religion and Differences in Morbidity and Mortality." 

Social Science and Medicine, 1987; 25, pp. 813-824. 
5. Levin J.S. and Vanderpool, H.Y., "Is Frequent Religious Attendance Really Conducive to 

Better Health? Toward an Epidemiology of Religion." Social Sciences and Medicine, 1987; 24, 
pp. 589-600. 

6. Levin J.S. and Schiller, P.L., "Is There a Religious Factor in Health?" Journal of Religion and 

Health, 1987; 26, pp. 9-36. 
7. Levin, J.S., "Religion and Health: Is There an Association, Is It Valid, and Is It Causal?" 

Social Sciences and Medicine, 1994; 38, pp. 1475-1482. 
8. Larson, D.B. and Greenwold-Milano, M.A., "Are Religion and Spirituality Clinically Relevant 

in Health Care?" Mind ?Body Medicine, 1995; 1, pp. 147-157. 
9. Levin, J.S., "How Religion Influences Morbidity and Health: Reflections on Natural History, 

Salutogenesis, and Host Resistance." Social Science and Medicine, 1996; 43, pp. 849-864. 
10. Koenig, H.G., 7s Religion Good for Your Health? New York: Haworth Press, 1997. 
11. McCullough, M.E., Larson, D.B., Koenig, H.G., and Milano, M.G., "A Meta-analytic Review of 

Research on Religious Involvement and Mortality." Journal of the American Medical Associa 

tion, 1997, under review. 
12. Berkman, L.F., and Syme, S.L., "Social Networks, Host Resistance, and Mortality: A Nine 

year Follow-up Study of Alameda County Residents." American Journal of Epidemiology, 
1979; 109, pp. 186-204. 

13. Seeman, T.E., Kaplan, G.A., Knudsen, L., Cohen, R., and Guralnik, J., "Social Network Ties 
and Mortality among the Elderly in the Alameda County Study." American Journal of Epi 
demiology, 1987; 126, pp. 714-723. 

14. Comstock, G.W. and Lundin, F.E., "Parental Smoking and Perinatal Mortality." American 
Journal of Obstetrics and Gynecology, 1967; 98, pp. 708-718. 

15. Comstock, G.W. "Fatal Arteriosclerotic Heart Disease, Water Hardness at Home, and Socio 
economic Characteristics." American Journal of Epidemiology, 1971; 94, pp. 1-10. 

16. Comstock, G.W. and Patridge, K.B., "Church Attendance and Health." Journal of Chronic 

Disease, 1972; 24, pp. 665-672. 
17. Hourse, J.S., Robbins, C, and Metzner, H.L., "The Association of Social Relationships and 

Activities with Morality: Prospective Evidence from the Tecumseh Community Health 

Study." American Journal of Epidemiology, 116, pp. 123-140. 
18. Zuckerman, D.M., Kasl, S.V., and Ostfeld, A.M., "Psychosocial Predictors of Mortality among 

the Elderly Poor." The Role of Religion, Well-being, and Social Contacts." American Journal 

of Epidemiology, 1984; 119, pp. 410-423. 
19. Schoenback, V.J., Kaplan, B.H., Fredman, L., and Kleinbaum, D.G., "Social Ties and Moral 

ity in Evans County, Georgia." American Journal of Epidemiology, 1986; 123, pp. 577-591. 
20. Strawbridge, W.J., Cohen, R.D., Shema, S.J., and Kaplan, G.A., "Frequent Attendance at 

This content downloaded from 129.171.249.144 on Mon, 28 Dec 2015 16:36:18 UTC
All use subject to JSTOR Terms and Conditions

http://www.jstor.org/page/info/about/policies/terms.jsp


28 Journal of Religion and Health 

Religious Services and Mortality over 28 Years." American Journal of Public Health, 1997, 

87, pp. 957-961. 

21. Kark, J.D., Shemi, G., Friedlander, Y., Martin, O., Manor, O., and Blondheim, S.H., "Does 

Religious Observance Promote Health? Mortality in Secular vs. Religious Kibbutzim in Is 

rael." American Journal of Public Health, 1996; 86, pp. 341-346. 

22. Idler, E.L., and Kasl, S., "Health Perceptions and Survival: Do Global Evaluations of Health 

Status Really Predict Mortality?" Journal of Gerontology, 1991; 46, pp. S55-S65. 

23. Oxman, T.E., Freeman, D.H., and Manheimer, E.D., "Lack of Social Participation or Reli 

gious Strength and Comfort as Risk Factors for Death after Cardiac Surgery in the Elderly." 

Psychosomatic Medicine, 1995; 57, pp. 5-15. 

24. Koenig, H.G., "Use of Acute Hospital Services and Mortality among Religious and Non-reli 

gious Copers with Medical Illness." Journal of Religious Gerontology, 1995; 9 (3), pp. 1-22. 

25. Goldbourt, U., Yaari, S., and Medalie, J.H., "Factors Predictive of Long-term Coronary Heart 

Disease Mortality among 10,059 Male Israeli Civil Servants and Municipal Employees: A 23 

year Mortality Followup in the Israeli Isch?mie Heart Disease Study." Cardiology 1993; 82, 

pp. 100-121. 

26. Koenig, H.G., Meador, KG., Shelp, F., Goli, V, Cohen, H.J., and Blazer, D.G., "Depressive 
Disorders in Hospitalized Medically 111 Patients: A Comparison of Young and Elderly Men." 

Journal of the American Geriatrics Society, 1991; 39, pp. 881-890. 

27. Koenig, H.G., Meador, K.G., Goli, V., Shelp, F., Cohen, H.J., and Blazer, D.G., "Self-rated 

Depressive Symptoms in Medical Inpatients: Age and Racial Differences." International 

Journal of Psychiatry in Medicine, 1992; 22," pp. 11-31. 

28. Folstein, M., Folstein, S., and McHugh, P. "Mini-Mental State": A Practical Method for Grad 

ing Cognitive State of Patients for the Clinician. Journal of Psychiatric Research, 1975; 12, 

pp. 189-198. 

29. Blazer, D.G., "Social Support and Mortality in an Elderly Community Population." American 

Journal of Epidemiology, 1982; 115, pp. 684-694. 

30. Blake, R.L., and McKay, D.A., "A Single-Item Measure of Social Supports as a Predictor of 

Morbidity." Journal of Family Practice, 1986; 22, pp. 82-84. 

31. Yesavage, J.A., Brink, T.L., Rose, T.L., Lum, O., Huang V., Adey, M., and Leirer, V.O., "Devel 

opment and Validation of a Geriatric Depression Screening Scale: A Preliminary Report." 
Journal of Psychiatric Research, 1983; 17, pp. 37-49. 

32. Koenig, H.G., Meador, K., Cohen, H.J., and Blazer, D., "Self-Rated Depression Scales and 

Screening for Major Depression in the Older Hospitalized Patient with Medical Illness." 

Journal of the American Geriatrics Society, 1988; 36, pp. 699-706. 

33. Katz, S., Ford, A., Moskowitz, R., Jackson, B., and Jaffe, M., "Studies of Illness in the Aged. 
The Index of ADL: A Standardized Measure of Biological and Psychosocial Function." Jour 

nal of the American Medical Association, 1963; 185, pp. 94-99. 

34. Fillenbaum, G., "Screening the Elderly: A Brief Instrumental Activities of Daily Living Mea 

sure." Journal of the American Geriatrics Society, 1985; 33, pp. 698-705. 

35. Roof, W.C., and McKinney, W.M., American Mainline Religion. New Brunswick, NJ: Rutgers 

University Press, 1987. 

36. Koenig, H.G., Cohen, H.J., Blazer, D.G., Pieper, C, Meador, KG., Shelp, F., Goli, V., DiPas 

quale, R., "Religious Coping and Depression in Elderly Hospitalized Medical 111 Men." Ameri 

can Journal of Psychiatry, 1992; 149, pp. 1693-1700. 

37. Page, W.F., Mahan, CM., and Kang, H.K, "Vital Status Ascertainment Through the Files of 

the Department of Veterans Affairs and the Social Security Administration." Annals of Epi 

demiology, 1996; 6, pp. 102-109. 

38. SAS STAT User's Guide. Version 6, 4th edition, volume II. Cary, NC: SAS Institute, Inc., 
1994. 

39. Koenig, H.G., Hays, J.C, Larson, D.B., George, L.K, Cohen, H.J., Meador, KG., Mc 

Cullough, M.E., and Blazer, D.G., The Association Between Religious Attendance and Sur 

vival: A Six-Year Follow-up Study of 3,968 Older Adults." Journal of the American Medical 

Association, 1998, under review. 

40. Koenig, H.G., "Religious Beliefs and Practices of Hospitalized Medically 111 Older Adults." 

International Journal of Geriatric Psychiatry, 1998, in press. 
41. Murphy, J.M., Monson, R.R., Olivier, D.C, Sobol, A.M., and Leighton, A.H., "Affective Disor 

ders and Mortality: A General Population Study." Arch Gen Psychiatry, 1987; 44, pp. 473 

480. 

This content downloaded from 129.171.249.144 on Mon, 28 Dec 2015 16:36:18 UTC
All use subject to JSTOR Terms and Conditions

http://www.jstor.org/page/info/about/policies/terms.jsp


Harold G. Koenig, et al. 29 

42. Bruce, M.L., Leaf, P.J., Rozal, G.P.M., Florio, L., and Hoff, R.A. "Psychiatrie Status and 

9-year Mortality Data in the New Haven Epidemiologie Catchment Area Study." American 

Journal of Psychiatry, 1994; 151, pp. 716-721. 

43. Hays, J.C., and Schoenfeld, D., Blazer, D.G., and Gold, D.T., "Global Self-ratings of Health 

and Mortality: Hazard in the North Carolina Piedmont." Journal of Clinical Epidemiology, 
1996; 49, pp. 969-979. 

44. Princeton Religion Research Center, Religion in America. Princeton, NJ: The Gallup Poll, 
1982. 

45. Princeton Religion Research Center, Religion in America. Princeton, NJ: The Gallup Poll, 
1996. 

46. Koenig, H.G., George, L.K, and Siegler, I., "The Use of Religion and Other Emotion-regulat 

ing Coping Strategies among Older Adults." The Gerontologist, 1988; 28, pp. 303-310. 

47. Koenig, H.G., Aging and God. New York: Haworth Press, 1994. 

48. Conway, K., "Coping with the Stress of Medical Problems among Black and White Elderly." 
International Journal of Aging and Human Development, 1985-86; 21, pp. 39-48. 

49. Reed, P.G., "Religiousness among Terminally 111 and Healthy Adults." Research in Nursing & 

Health, 1986; 9, pp. 35-41. 

50. Reed, P.G., "Spirituality and Well-being in Terminally 111 Hospitalized Adults." Research in 

Nursing & Health, 1987; 10, pp. 335-344. 

51. Koenig, H.G., Cohen, H.J., Blazer, D.G., Kudler, H.S., Krishnan, K.R.R., and Sibert, T.E., 

"Cognitive Symptoms of Depression and Religious Coping in Elderly Medical Patients. Psy 
chosomatics, 1995; 36, pp. 369-375. 

52. Pressman, P., Lyons, J.S., Larson, D.B., and Strain, J.S., "Religious Belief, Depression, and 

Ambulation Status in Elderly Women with Broken Hips." American Journal of Psychiatry, 
1990; 147, pp. 758-760. 

53. Levin, J.S., Chatters, L.M., and Taylor, R.J. "Religious Effects on Health Status and Life 

Satisfaction among Black Americans. Journal of Gerontology, 1995; 50B, pp. S154-S163. 
54. Kennedy, G.J., Kelman, H.R., Thomas, C, and Chen, J., "Religious Affiliation, Practice and 

Depression among 1855 Older Community Residents." Journal of Gerontology, 1996; 5IB, 

pp. P301-P308. 

55. Levin, J.S., Markides, K.S., and Ray, L.A., "Religious Attendance and Psychological Well 

being in Mexican Americans: A Panel Analysis of Three-generations Data." The Gerontologist 
1996; 35, pp. 454-453. 

56. Kendler, K.S., Gardner, CO., and Prescott, C.A., "Religion, Psychopathology, and Substance 
Use and Abuse: A Multi-measure, Genetic-Epidemiologic Study." American Journal of Psy 

chiatry 1997; 154, pp. 322-329. 

This content downloaded from 129.171.249.144 on Mon, 28 Dec 2015 16:36:18 UTC
All use subject to JSTOR Terms and Conditions

http://www.jstor.org/page/info/about/policies/terms.jsp

	Article Contents
	p. 15
	p. 16
	p. 17
	p. 18
	p. 19
	p. 20
	p. 21
	p. 22
	p. 23
	p. 24
	p. 25
	p. 26
	p. 27
	p. 28
	p. 29

	Issue Table of Contents
	Journal of Religion and Health, Vol. 37, No. 1 (Spring, 1998), pp. 3-87
	Front Matter
	Editorial: Quick Fix or Slow Hope [pp. 3-4]
	Religious Knowledge and Its Use in Psychiatry [pp. 5-8]
	Otto Rank's Conception of the Will [pp. 9-13]
	Religion and the Survival of 1010 Hospitalized Veterans [pp. 15-29]
	Ramakrishna: Mystical, Erotic, or Both? [pp. 31-36]
	Church: An Overlooked Mental-Health Resource [pp. 37-44]
	Faith and Psychology: Integration or Separation? [pp. 45-47]
	Cleanliness Is Next to Godliness: Religiosity and Obsessiveness [pp. 49-61]
	Frankl, Newman and the Meaning of Suffering [pp. 63-65]
	Reviews
	Books
	Review: untitled [pp. 67-68]
	Review: untitled [pp. 69-70]
	Review: untitled [pp. 70-72]
	Review: untitled [pp. 73-74]
	Review: untitled [p. 74-74]
	Review: untitled [pp. 75-76]
	Review: untitled [pp. 76-77]
	Review: untitled [pp. 77-78]
	Review: untitled [pp. 78-79]
	Review: untitled [pp. 79-80]
	Review: untitled [p. 81-81]
	Review: untitled [pp. 81-82]
	Review: untitled [pp. 82-83]
	Review: untitled [pp. 83-84]

	Films
	Review: untitled [pp. 84-86]

	Music
	Review: Billy Bauer, Sideman [pp. 86-87]


	Back Matter



