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Abstract A stratified randomized sample of 525 middle age (35-64 years old) men was
used to study the relationships between self-reported level of church attendance (CA),
self-reported religious faith (SRRF), religious well-being (RWB), existential well-being
(EWB), self-actualization (SA), health, lifestyle, and participation in physical activity (PA).
Religious measures (RWB, CA, and SRRF) were found to be dependent on psychosocial
variables in terms of their relationships with PA, lifestyle, and health. On the other hand,
psychosocial resourcefulness (SA, EWB, social support, and stress management) showed
independent relationships with lifestyle, PA, and health. These findings indicate that the
positive associations of psychological and sociological constructs with health are not related
to or dependent upon ego syntonic religious identity.

Keywords Self-actualization - Religious well-being - Physical activity - Lifestyle -
Health status

Introduction

The impact of religiosity on health and lifestyle is currently a bourgeoning field of inves-
tigation. Koenig et al. (2001) wrote a critical, comprehensive, and systematic analysis of
more than 1,200 studies and 400 research review articles on the relationship between reli-
giosity and health. In the vast majority of the cross-sectional studies and prospective cohort
studies, the presence of religious beliefs was consistently associated with better health and
lifestyle practice (Koenig et al. 2001). Membership in a religious denomination and frequent
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participation in worship are associated, for instance, with lower mortality rates and disease.
A meta-analytic review (McCullough et al. 2000) indicates that the effect of religious
involvement on health is comparable in magnitude to the effect of exercise on coronary heart
disease (CHD). However, as Koenig et al. (2001) demonstrate religious influences do not
always convert into health benefits, and in some cases, the opposite seems to be true.

Problem Statement

Psychosocial resourcefulness is widely regarded as an important factor in optimal or
positive psychological functioning and correlates well with psychological variables like
self-esteem, self-confidence, internal locus of control, maturity, hardiness, self-acceptance,
happiness, and self-actualization (Van der Merwe 1997; Koenig et al. 2001). Most if not all
of the aforementioned measures of psychosocial resourcefulness also show clear and
positive relationships with lifestyle, participation in physical activity and physical health
(Van der Merwe 1997).

McCullough et al. (2000) suggest that the association of religious involvement and
physical health might be more closely tied to the psychological support networks that
religion provides rather than any positive psychological states engendered specifically by
any particular form of religious experience. McCullough et al. (2000) further state that it is
important to understand the mechanisms of the relationship between faith and health as
well as the underlying interface between religious experience and psychological health.
Several researchers have discussed possible pathways or mechanisms by which reli-
giousness might influence health (McCullough et al. 2000; Koenig et al. 2001; George
et al. 2002; Lawler and Young 2002). Research on the health benefits of religion has
focussed primarily on four dimensions: (a) public participation (attendance at religious
services and activities), (b) religious affiliation (membership in major religious groups),
(c) private religious practices (e.g., prayer, meditation, reading religious materials), and
(d) religious coping (the extent to which the individual turns to religion when coping with
problems). These dimensions correlate positively but modestly with each other and not
equally powerfully with health outcomes.

Attendance at religious services and religious coping are the two dimensions most
strongly related to physical and mental health. Koenig et al. (2001) found no evidence that
social support mediates the relationship of religion with physical and mental health. It
seems then that it is not so much the social interaction or connectedness of religious
practices within religious communities that mediates the putative effect of religion upon
health but the impact of religion on thought processes and mental states. Jensen et al.
(1990) found that religious beliefs need to be internalized before they affect adolescent
lifestyle-related behaviors. George et al. (2002) indicate that there are clearly negative and
positive forms of religious coping. Negative religious coping is characterized by feeling
punished or abandoned by God, believing that illness is a result of sin, and similar cog-
nitions. Positive religious coping is characterized by faith in God, the belief that God loves,
cares for, and strengthens, the sense that one is working with God to manage and cure
illness; a sense that one is part of a larger purpose; and having a sense of meaning.

These aspects (sense of meaning, having a larger purpose, feeling that life is man-
ageable, feeling happy, and content) are also the characteristics of the psychologically
healthy or self-actualized individual. This raises the question of whether those who are
self-actualized benefit in better health even if they are not religious and to what extent the
presence of self-actualized characteristics depends on not only being religious but also the
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quality of the religious experience. There is a need for a better understanding of how
measures of religiousness (like self-reported religious faith (SRRF), church attendance, and
the quality of the religious experience) relate to each other and to measures of psychosocial
resourcefulness (like social support, stress management, and self-actualization).

According to Maslow (1970), self-actualization is the ultimate state of psychosocial
resourcefulness. Hill and Hood (1999) indicate that self-actualization correlates negatively
with various measures of religiosity and argue that this might indicate that religious
commitments interfere with the development of self-actualization. While studying people
whom he regarded as self-actualized, Maslow (1970, 1987) became aware of the impor-
tance of peak experiences and the role that the individual’s perception of God plays in the
development of self-actualization. In his view, openness to mystical experiences and
flexibility in religious views are central to optimal psychological health (Maslow 1970). On
the other hand, people with a strong tendency to rational, mechanistic worldviews and who
perceive their religious traditions to be perfect or beyond question tend not to be
self-actualized (Maslow 1970).

This distinction might be important to consider when studying religiosity’s relationship
with lifestyle and health. A rigid religious belief system and a mechanistic, authoritarian
conceptual world view or core life philosophy could be accompanied by high levels of self-
reported religious faith (SRRF), but not necessarily with quality relationships with God
(RWB) and high levels of self-actualization. However, Maslow’s findings were based on
interviews with a number of individuals that he identified as self-actualized, and it is
unclear whether his conclusion would hold true for the general population.

Geller (1982, 1984) argues that the fundamental claims of both Rodgers and Maslow’s
self-actualization theories are wrong, that they have little to offer in terms of understanding
and improving the human condition, and that we would do better to reject the whole self-
actualization theory. Self-actualization refers to being true to oneself, which according to
Geller (1982, 1984) is a vague concept grounded in the theory that humans have a good or
mystical essence. Characteristics of self-actualized individuals are that they have a higher
than normal sense of purpose and that they seem less dependent on social approval than
most people. They also perceive life as manageable, display high levels of goal-related
commitment and seem to flourish in stressful or challenging circumstances.

Finally, positive psychological health could be related to quality of religious experience
without it being a product of religious expression. Psychosocial health could therefore be
the common denominator explaining to a large extent the associations between reli-
giousness, lifestyle and health. Pargament (1997) indicates that the quality of the religious
experience or how people engage religious beliefs in the process of coping might be crucial
in understanding how religious beliefs and practices mediate health benefits. This suggests
that high levels of self-reported religious faith in the absence of experiencing quality
relationships with God might not relate to better physical and mental health. The questions
also arises of whether quality relationships with God equate to better health in the absence
of near optimum or at least reasonable levels of psychosocial health.

This study therefore aims to investigate the following questions: (1) Do measures of
psychosocial health (self-actualization (SA), stress management, existential well-being and
social support) influence the relationship between self-reported religious faith (SRRF) and
religious well-being (RWB)? (2) Are SRRF, RWB, and SA related to lifestyle and health
independently or only when present in combination with each other? (3) Which of these
religious variables (SRRF and RWB) and psychosocial variables (SA, EWB, social support,
and stress management) as well as lifestyle measures (physical activity, lifestyle, health
responsibility, and nutrition) are the most important contributors to the variations in health?
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Method

The subjects of the study were 525 Caucasian male inhabitants of Potchefstroom, a city
with 129,000 inhabitants, located in the Northwest Province of South Africa. The city
demographics still reflect, to a large extent, the Apartheid tendency where certain areas
were more densely populated with either white or black populations. The nine suburbs or
city sections that are most densely populated with white (Caucasian or European) inhab-
itants were targeted for the purpose of this study, and 12% of the white males between the
ages 35 and 64 were randomly approached, in each of the suburbs, and asked to participate.
This stratification process culminated in a sample of 533 males, of whom 525 eventually
completed all the questionnaires. Females were not included because menopausal women
could slant the health results, and Black Africans were excluded because of language/
terminology differences could restrict and confound the data. These considerations will be
addressed and investigated in follow-up projects. Conclusions drawn from this study
therefore relate to males who are White Afrikaans speaking (90% of the group) and who
are middle aged (35-64 years). They come from a Western tradition of organized religion,
primarily the Calvinist stream of Protestant Christianity.

Measure of Illness

Symptomatology was measured through the Seriousness of Illness Rating Scale (IRS)
(Wyler et al. 1968), a self-reported checklist of 126 commonly recognized physical and
mental symptoms and diseases. In the development of this instrument, a general severity
weight for each disorder was obtained by asking a large sample of physicians and lay persons
to rate each of them. This carefully developed scale of seriousness of illness has served as a
frequent tool in stress and illness studies (Kobasa et al. 1981; Schroeder and Costa 1984).

Measure of Self-Actualization, Lifestyle, and Physical Activity

Walker et al.’s (1987) Health Promoting Lifestyle Profile (HPLP) was used to evaluate
self-actualization. An overall measure of the health-promoting component of lifestyle was
obtained along with measures of six subscales: (1) self-actualization, (2) health respon-
sibility, (3) exercise, (4) nutrition, (5) interpersonal support, and (6) stress management.
The three aspects of self-actualization that this sub scale assesses are personal growth, life
satisfaction, and close personal relationships. This scale assesses personal growth by
examining issues like experiencing growth, having long-term goals, being aware of
strengths and weaknesses, setting goals, respecting accomplishments and having a purpose
in life. Life satisfaction is assessed by whether the person likes himself/herself, feels
happy/content, looks forward to the future, finds his/her days challenging and has a sat-
isfying environment. Interpersonal support was determined by a 15-item scale. The scale
incorporates items concerned with a sense of intimacy and closeness (rather than more
casual interpersonal relationships). The scale focuses on amount of contact, but also
includes aspects that relate to subjective satisfaction (with interpersonal support) such as
being able to praise others, enjoying touching, having meaningful interpersonal relation-
ships, spending time with close friends and being able to express feelings.

The seven Belloc and Breslow habits (BB) (Berkman and Syme 1979) were used to
evaluate the respondents’ likelihood of engaging in health-promoting behavior. Respon-
dents were asked to answer ‘yes’ or ‘no’ to statements about these habits: (1) eating three
meals daily without snacking, (2) eating breakfast daily, (3) participating in moderate
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exercise two to three times a week, (4) maintaining moderate body weight, (5) not
smoking, (6) drinking little or no alcohol, and (7) sleeping enough (7-8 h a night). Men
and women of all age groups following six or seven of these habits lived 9 and 11 years
longer, respectively, than individuals answering ‘yes’ to three or less according to Berk-
man and Syme (1979). The quality of the respondents’ participation in physical activity
was measured and quantified with the Physical Activity Index (Sharkey 1984).

Measure of Quality of Personal Relationship with God

Ellison’s (1983) Spiritual Well-Being Scale (SW) was used to measure quality of personal
relationships with God. This instrument consists of 20 items responded to on a six-point
scale ranging from strongly agree to strongly disagree. Responses for each of the items are
assigned a numerical value of 1-6. Ten of the items are designed to measure quality of
personal relationship with God or Religious Well-Being (RWB) and 10 items measure
Existential Well-Being (EWB).

Self-Reported Religious Faith (SRRF)

Self-reported religious faith was measured with a two-item religiosity index: “How often do
you attend religious services?” and “How religious are you?” (Oleckno and Blacconiere
1991). The choices were “Never”, “Sometimes”, “Often” and “Routinely” for the first
question and “Very Religious”, “Somewhat Religious” and “Not Religious” for the second
question. A religiosity variable (CA/SRRF) was created by combining these two items. For
the purpose of the ANOVA, the respondents were divided into two groups, low and high,
according to their responses to the first question (SRRF). Those who chose the option “very
religious” were classified as high and those who chose the options “somewhat” and “not at
all” were rated as low.

Coronary Risk Index

Coronary risk was assessed with an Index developed by Bjurstrom and Alexiou (1978). This
index assesses risk by assigning arisk value on a likert scale format to 14 coronary risk factors.
The risk factors include age, heredity, body weight, smoking, exercise, cholesterol, systolic
blood pressure, diastolic blood pressure, gender, stress, present cardiovascular disease
symptoms, past personal history of cardiovascular disease, diabetes mellitus, and gout.

Statistical Analysis of the Data

The Statistica computer software statistical analysis package was used to analyze the data.
The relationships of SRRF, RWB and SA with lifestyle, IRS, the physical activity index,
and the coronary risk index (CRI) were analyzed with correlations, a factorial ANOVA, as
well as with a multiple regression analysis.

For the purpose of the factorial ANOVA, the respondents were placed in groups with
regard to SA and SRRF. Regarding SA, those with values higher or equal to 80% of the
group distribution were classified as high and those with values lower than 20% as low.
Respondents with values between 21 and 79% of the group distribution were classified as
moderate. Respondents were dichotomized into two groups, low and high, with regard to
their response to the question: “How religious are you?” Those who responded “very
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religious” were classified as high and those who answered “somewhat” and “not at all”
were rated low. The Newman-Keuls post hoc test was used to determine group statistical
differences.

Results and Discussion

Means and standard deviations for the spiritual well-being, lifestyle, and health status
scales are shown in Table 1. The group mean scores for RWB, EWB, and SWB compare
favorably with group means reported by Bufford, Paloutzian, and Ellison (1991). The
highest score possible for the RWB subscale is 60 and with a group mean of 51.2, there is
the possibility of a ceiling effect. Bufford et al. (1991) indicate in this regard that the
spiritual well-being scale does not discriminate well among people scoring above the mean
(50th percentile) and is therefore limited in its ability to identify individuals functioning at
the highest level of spiritual well-being.

Spirituality and Health

Scores on the total spiritual well-being scale, the two subscales existential well-being and
religious well-being, self-reported religious faith (SRRF) and church attendance were
correlated with measures of lifestyle, physical activity, and health (Table 2). The two
religiosity variables (SRRF and CA) correlated moderately with each other (r = 0.54,
p < 0.001) and this compares well with correlations (r = 0.543) reported by Oleckno and
Blacconiere (1991).

The correlation between SRRF and self-actualization is r = 0.32, which means they
share 10% (0.322 = 0.10 x 100) of their variance. The implication is that the effects of
SRRF and self-actualization on health and lifestyle will not be confounded. Also, as the

Table 1 Mean values for the

questionnaire measures Scale Mean Std. Dev

Self-reported religious faith (SRRF) 2.57 0.52
Church attendance (CA) 3.35 0.85
CA./SRRF 5.92 1.21
Religious well-being (RWB) 51.2 7.82
Existential well-being (EWB) 46.8 7.94
Spiritual well-being (SWB) 98.2 14.1

Self-actualization (SA) 62.3 8.92
Health responsibility (HR) 28.1 7.05
Physical activity subscale 12.8 4.49
Nutrition 15.5 3.81
Social support (SS) 42.3 6.64
Stress management (SM) 23.1 4.21
Health-promoting lifestyle profile (HPLP) 184.0 26.3

Physical activity index (PAI) 18.1 25.2

Belloc and Breslow habits (BB) 4.1 1.54
Coronary risk index (CRI) 29.1 8.69
Illness rating scale (IRS) 285.8 188.3

@ Springer



1178 J Relig Health (2012) 51:1172-1187

results in Table 2 indicate, self-actualization shows a more meaningful coefficient of
determination (+%) to the variances of psychosocial constructs, such as health responsibility
(036> = 12.9% versus 0.14> = 1.96%), social support (0.85* = 72% versus 0.28> =
7.8%), and stress management (0.55% = 30% versus 0.17° = 2.8%) than SRRF. Self-
actualization also explains more of the variances of overall health (HPLP- 0.80% = 64%
versus 0.28% = 7.8%), the Coronary risk index (0.14> = 1.96% versus 0.06” = 0.4%) and
the illness rating scale (0.23% = 5.3% versus 0.14%> = 1.96%) than SRRF. Religiousness
therefore seems to relate statistically significantly (p < 0.05) but weakly to measures
of psychosocial resourcefulness, quality of religious experience, and very weakly with
measures of lifestyle and health.

Self-reported religious faith (SRRF) shares 20% (0.452 = 0.20) of its variance with
RWB and 8.4% (0.29% = 0.084) with EWB, while church attendance shares 29% (0.47%)
and 15% (0.39%) of its variance with RWB and EWB, respectively. This is significant in the
context of this study, because it clearly demonstrates that neither ego syntonic religious
identity, or what might be called ‘complacent religiousness’ or ‘blind faith’, nor conven-
tional religious behavior (seing oneself as religious and regularly attending religious ser-
vices) is synonymous with quality relationships with God and/or higher levels of existential
well-being (a sense of coherence or that life is a positive, happy, and meaningful expe-
rience). Self-actualization (SA) correlates more strongly with EWB than CA (0.53 versus
0.39) and SRRF (0.53 versus 0.29). SA therefore shares more of its variances with EWB
(0.532 = 28.1%) than is the case with either CA (15.2%) or SRRF (8.4%). This is because
both the SA and EWB questionnaires include questions about sense of meaning and
purpose, while the CA and SRRF questionnaires do not. Also, the SA scale has questions
about personal relationships and personal growth and accordingly share more of its vari-
ance with SS (0.58% = 72.3%) and SM (0.55% = 30.3%) than is the case with EWB
(0.432 = 18.5% with SS and 0.32> = 10.2% with SM) which has no questions about
personal growth and relationships.

Table 2 Correlations among the spirituality scores and measures of lifestyle, physical activity, and health

SRRF Church SA RWB EWB SWB
attendance
Church attendance (CA) 0.54 1.00 0.31 0.47 0.39 0.48
SRRF 1.00 0.54 0.32 0.45 0.29 0.42
Self-actualization (SA) 0.32 0.31 1.00 0.48 0.53 0.57
Health responsibility (HR) 0.14 0.15 0.36 0.23 0.19 0.24
Physical activity subscale 0.07 0.14 0.21 0.19 0.20 0.22
Nutrition 0.21 0.23 0.17 0.17 0.17 0.18
Social support (SS) 0.28 0.26 0.85 0.44 0.43 0.49
Stress management (SM) 0.17 0.18 0.55 0.33 0.32 0.35
HPLP 0.28 0.30 0.80 0.44 0.45 0.50
Physical activity index (PAI) 0.03 0.05 0.10 0.15 0.21 0.19
Belloc and Breslow habits (BB) 0.13 0.19 0.11 0.20 0.22 0.23
Coronary risk index (CRI) —=0.06 —0.11 —0.14 —0.14 —0.16 —0.16
Illness rating scale (IRS) —0.14 —0.16 —0.23 —0.18 —0.26 —-0.25

All correlations were statistically significant (p < 0.05) except the values underlined

SRRF self-reported religious faith; RWB religious well-being; EWB existential well-being; SWB spiritual
well-being
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It is not clear whether self-actualization’s stronger correlation with SS and SM than with
EWB really makes a difference in terms of health and lifestyle because SA does not show
stronger correlations with the physical activity index (0.10 versus 0.21), the Belloc and
Breslow habits (0.11 versus 0.22), the Coronary risk index (—0.14 versus —0.16), the illness
rating scale (—0.23 versus —0.26) and nutritional habits (0.17 versus 0.17) than EWB.

The two measures of self-reported religious faith (how religious are you and regular
church attendance) showed weaker correlations with lifestyle and health (health respon-
sibility, nutritional habits, the Belloc and Breslow habits, the Coronary risk index, and the
Illness rating scale) than self-actualization and existential well-being. Existential well-
being and self-actualization also correlated better with measures of psychosocial
resourcefulness (social support and stress management). This is in line with current theory
that the mechanism of the relationship of faith/religion with health might be mediated by
lifestyle and psychosocial factors (Lawler and Young 2002; Edmondson et al. 2005).

To determine whether SRRF would show a relationship with quality of personal rela-
tionship with God (RWB), lifestyle and health independent of self-actualization, a two-way
analysis of variance was conducted. Results of this analysis are presented in Tables 3 and
4, as well as in Figs. 1 and 2.

Self-Reported Religious Faith, Self-Actualization, and Religious Well-Being

Religiosity showed a statistically significant (p < 0.05) relationship with the quality of an
individual’s personal relationship with God. This was evident in all three self-actualization
groups. Self-actualization also showed a statistically significant (p < 0.05) relationship
with RWB independent from level of religiousness.

Respondents low in religiosity but high in self-actualization reported better quality
relationships with God than individuals with low self-actualization and high religiosity
scores (compare groups b and e in Table 3). However, the difference is not statistically
significant.

The results in Table 3; Fig. 1 indicate that self-actualization influenced the relationship
between SRRF and RWB. In all three of the self-actualized groups, those perceiving
themselves as religious (high SRRF) reported statistically significant higher quality rela-
tionships with God than those perceiving themselves as not religious (see three lines in
Fig. 1). The higher the level of self-reported religious faith, the higher the quality of the
individual’s relationship with God. People classified as ‘high’ with regard to self-actual-
ization reported better overall quality relationships with God. This was the case regardless
of whether they perceive themselves to be religious or not (compare group e with group b).
Level of psychological functioning (self-actualization) therefore seems to determine or
predict the quality of the individual’s relationship with God. The question now arises of
whether this also affected the health protective value of religiousness.

Self-Reported Religious Faith, Self-Actualization, and Health

Results of a factorial ANOVA, where the dependent and independent relationships of self-
reported religious faith and self-actualization were compared with measures of health, are
reported in Table 3; Fig. 2. Respondents were grouped according to SRRF (low and high)
and self-actualization (low, moderate, and high) for the purpose of these statistical
comparisons.

Self-reported religious faith showed no relationship with lifestyle, health or coronary
risk independent of self-actualization (Fig. 2). The pattern(s) seen in Fig. 2 showing the
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Table 3 Self-reported religious faith, self-actualization, and measures of religious well-being, lifestyle, and

health
Level of self-actualization
SRRF Low Moderate High
N X SD N X SD N X SD
RWB Low 60 (2)42.65>%" 691 138 (c)48.56™"  7.51 22 (e)51.64*F 10.16
High 28 (b)49.79%4f 8.66 183 (d)53.38*" 571 94 ()56.56™*<% 503
EWB Low 60 (a)38.5%cdef 5.97 138 (c)45.7Pf 691 22 (e)48.7*0f 7.88
High 28 (b)42.9%%f 781 183 (d)48.1%> 738 94 (f)52.1%0cde 6.43
IRS Low 60 (a)356.9%" 2413 138 (c)313 1959 22 (e)221.5° 147.4
High 28 (b)309.5° 1673 183 (d)280.7 1784 94 (N)218.5° 1443
CRI Low 60 (a)30.1 779 138 (c)29.8 9.17 22 ()26.5 8.81
High 28 (b)31.1 9.71 183 (d)29.5 8.69 94 ()26.9 7.83
FAI Low 60 (a)12.9 205 138 (c)17.2 229 22 (e)26.2 33.2
High 28 (b)20.5 314 183 (d)16.8 238 94 (H227 289
Health Low 60 (a)23.3%%ef 5.42 138 (c)28.3*Pf 6.27 22 (e)28.2*f 6.87
responsibility pioh 28 (b)24.95%¢f 578 183 (d)27.8%>" 621 94 (H32.4%>cdc 84D
Exercise Low 60 (a)10.8" 3.07 138 (©)13.0 4.18 22 (e)12.9 4.44
High 28 (b)12.1 444 183 (d)12.4 449 94 (fH14.5° 5.16
Nutrition Low 60 (a)13.7>%f 3.42 138 (c)14.8 352 22 (e)14.5°F 473
High 28 (b)16.5° 5.98 183 (d)15.8" 339 94 (£)16.7*°¢ 3.59
Social support Low 60 (a)33.3%%f 425 138 (c)41.7%%f 430 22 (e)48.6*> 374
High 28 (b)34.0%%f 3.40 183 (d)42.0°™f 416 94 ()504*°cde 452
Stress Low 60 (a)19.3%%ef 3.97 138 (c)23.3*f 3.44 22 (e)24.2f 3.33
Management  pyioh 28 (b)19.85%¢" 3.15 183 (d)22.7*%" 334 94 (H)26.8*P<dc  42]
BB Low 60 (a)3.75 1.47 138 (c)3.96 1.62 22 ()3.95 1.68
High 28 (b)3.93 1.41 183 (d)4.31 1.50 94 (f)4.43 1.48

Statistically significant (p < 0.05) differences between groups are indicated with the alphabetical codes a, b,
c,d,eand f

SRRF self-reported religious faith; EWB existential well-being; RWB religious well-being; BB Belloc and
Breslow habits; PAI physical activity index; /RS illness rating scale; CRI coronary risk index

clear and independent relationship of self-actualization with the illness rating scale are also
evident with other measures of health (coronary risk index) as well as with measures of
lifestyle (five subscales of the HPLP, Belloc and Breslow habits, physical activity index),
as can be seen in Table 3. Higher levels of religiosity on the other hand were not con-
comitant with higher or lower lifestyle, health or coronary risk index values within any of
the self-actualization groups.

The F-ratio, p-values, Etaz, and Wilks Lambda scores of the factorial Anova reported in
Table 3 can be seen in Table 4. This Table provides information on the independent and
combined contributions of SA and SRRF to the variances of the dependent variables. Self-
actualization (SA) contributes more to the variances of virtually all the dependent variables
(except nutrition) than self-reported religious faith (SRRF). The Wilks Lambda scores
indicate that the two independent variables (SA and SRRF) in combination fail to explain
between 70 and 98% of the variances of the dependent variables, with the exception of
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Table 4 The F-ratio, p-values, Eta> and Wilks Lambda scores of the factorial ANOVA reported in Table 3

Dependent variables ANOVA groups F-ratio p-values Eta? Wilks Lambda
RWB Self-actualization 26.82 0.00001 7.44

SRRF 53.03 0.00001 7.35

Combined 40.49 0.00001 28.06 71.94
EWB Self-actualization 37.89 0.00001 11.19

SRRF 17.21 0.00004 2.54

Combined 31.61 0.00001 23.34 76.66
IRS Self-actualization 7.46 0.00064 2.73

SRRF 1.67 0.19746 0.30

Combined 5.56 0.00005 5.08 94.92
CRI Self-actualization 4.40 0.0127 1.66

SRRF 0.13 0.7152 0.02

Combined 2.38 0.0374 2.24 97.76
PAI Self-actualization 2.69 0.068 1.02

SRRF 0.18 0.6715 0.03

Combined 1.78 0.1155 1.68 98.32
Health responsibility Self-actualization 17.13 0.00001 5.74

SRRF 5.11 0.0242 0.86

Combined 15.58 0.00001 13.05 86.95
Exercise Self-actualization 4.89 0.0078 1.79

SRRF 2.27 0.1325 0.41

Combined 5.72 0.00004 5.22 94.78
Nutrition Self-actualization 0.34 0.7126 0.12

SRRF 22.05 0.00001 3.99

Combined 6.83 0.00001 6.18 93.82
Social support Self-actualization 259.5 0.00001 40.1

SRRF 3.83 0.051 0.30

Combined 155.05 0.00001 59.9 40.1
Stress Management Self-actualization 51.85 0.00001 14.51

SRRF 422 0.04 0.59

Combined 39.16 0.00001 27.39 72.61
BB Self-actualization 1.31 0.2704 0.49

SRRF 3.47 0.0631 0.56

Combined 2.38 0.036 2.26 97.74

CA church attendance; SRRF self-reported religious faith; EWB existential well-being; RWB religious well-
being; CRI coronary risk index; BB Belloc and Breslow habits; /RS illness rating scale; PAI physical activity

index

social support where they fail to explain 40% of the variance. These are small overall
contributions to measures of lifestyle and health by both independent variables (SA and

SRRF).

These results indicate that the dependent variables contribute statistically significantly
(» < 0.05) to psychological constructs, lifestyle, and health, with SA being the more
dominant independent contributor. However, neither of the two independent variables (SA
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and SRRF) explain independently, or in combination, major parts of variability within any
of the dependent variables.

A multiple regression analysis was done to determine the individual predictive value of
the measures of religiousness and psychosocial resourcefulness. The results of this analysis
are reported in Table 5. Measures of religious and psychosocial resourcefulness were
entered to predict scores on the illness rating scale, lifestyle (Belloc and Breslow habits),
the physical activity index (PAI), health responsibility (HR), and nutrition.
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Table 5 Multiple regression analysis of religion and psychosocial constructs onto health and lifestyle

IRS BB PAI HR Nutrition

Beta t(516)  Beta t(516) Beta t(516) Beta t(516) Beta #(516)
CA —-0.028 —0.126 0376 1.713 0264 1.182 0.088 0.506 0.251 1.181
SRRF —-0.031 —-0.226 0.165 1.230 0.114 0.838 0.037 0.347 0.175  1.348
CA/SRRF 0.014 0.044 0378 1249 0379 1231 0.076 0318 0.159 0545
RWB 0.011 0.194 0.052 0.889 0.042 0.705 0.009 0.190 0.042 0.743
EWB —0.171* —=2.987 0.150* 2.637 0.201* 3.461 0.006 0.132 0.066 1.189
SA —0.261* —3.069 2.260* 3.081 0.169* 1975 0.522* 7.768 0.291* 3.559
SS —-0.231* —-2.722 0.156 1.843 0.078 0904 0.896* 1332  0.261* 3.186
SM —0.103  —1.908 0.191* 3.569 0.167* 3.069 0.187* 4384 0.270* 5.216

CA church attendance; SRRF self-reported religious faith; EWB existential well-being; RWB religious well-
being; SA self-actualization; SS social support; SM stress management; BB Belloc and Breslow habits; HR
health responsibility; PAI physical activity index

*p <005

The results indicate that lower health status and lifestyle scores were predicted by
higher psychosocial (EWB, SA and SS) scores but not by religiousness (CA, SRRF, CA./
SRRF-ratio and RWB).

The negative signs for existential well-being (EWB = —0.17), self-actualization
(SA = —0.261), and social support (SS = —0.231) indicate that for every 1 standard
deviation increase in SA, EWB, and SS, there is a 0.17, 0.26, and 0.23 decrease in the
respective IRS values. As lower IRS scores indicate better health, this signifies that higher
EWB, SA, and SS scores are predictive of better health.

The issue of the true contribution and of the hierarchical contribution of religious
(SRRF, Church attendance and RWB), psychosocial (SA, social support, EWB, and stress
management), and lifestyle measures to the variance of health now arises. More specifi-
cally, the question arises whether religious and psychosocial variables would contribute at
all to the variance of physical health in a stepwise multiple regression analysis if lifestyle
measures are included as part of such an analysis?

Table 6 Stepwise multiple regression analysis evaluating the contribution of religious, psychosocial and
lifestyle to the variance of the illness rating scale

Predictor variable Cumulative R Cumulative R R? F-value
Physical exercise 0.324 0.105 0.105 61.2%%*
Self-actualization 0.379 0.144 0.039 23.9%*
Social support 0.402 0.161 0.017 10.8%*
Smoking 0.416 0.173 0.012 7.42%
Maintaining body weight 0.428 0.184 0.010 6.58*
Existential well-being 0.437 0.191 0.007 4.71*
No or little alcohol intake 0.441 0.194 0.003 2.04
7-8 h sleep 0.444 0.197 0.002 1.71
SRRF 0.445 0.198 0.001 1.08
** p <0.001

*p <0.05

@ Springer



1184 J Relig Health (2012) 51:1172-1187

The contribution of the seven Belloc and Breslow lifestyle habits and the religious and
psychosocial measures to the variance of the IRS was evaluated by means of a stepwise
multiple regression analysis (Table 6). The results show that regular physical exercise
contributed most, namely 10.5%, to the variance of Wylers’s Illness Rating Scale (IRS).
Five other variables also contributed statistically significantly (p < 0.05) to the variance of
IRS: self-actualization (3.9%), social support (1.7%), not smoking (1.2%), maintaining
body weight (1.0%), and existential well-being (0.7%). Self-reported religious faith
(SRRF) was listed as a non-significant (p > 0.05) contributor. Religious well-being was
not listed as a contributor. The combined contribution of the nine variables listed as
contributors to the variance of the IRS was only 19.8%.

Conclusions

In this study, self-actualization shares 28 and 23% of its variance with existential well-
being (EWB) and religious well-being (RWB), respectively. The two measures of religi-
osity (SRRF and CA), on the other hand, shares between 10 and 15% of their respective
variances with self-actualization and EWB. Religiosity was therefore not a particularly
strong predictor of sense of meaning or purpose. Psychosocial constructs such as social
support and stress management were more clearly and powerfully related to measures of
meaningfulness and purpose (SA and EWB) than SRRF and CA. Religious well-being
(RWB) shared a statistically significant percent (p < 0.05) of its variance (23%) with self-
actualization, but was a poor independent predictor/contributor to measures of lifestyle and
health.

George et al. (2000) proposed three mechanisms whereby religion could be related to
health: the promotion of health behaviors, provision of social support and the coherence
hypothesis. Our study indicates that the relationships between religiosity (RWB, SRRF and
CA), lifestyle, and health might be mediated by psychosocial mechanisms and lifestyle.

Individuals with high levels of self-actualization scored best in lifestyle and health
measures. These individuals, whether they perceived themselves as religious or not,
seemed to have healthier lifestyles and reported better health. Religious measures, on the
other hand, correlated significantly (p < 0.05) with psychosocial resourcefulness (self-
actualization, stress management, and social support) but contributed very little to the
variances of these constructs and showed poor independent relationships with health and
lifestyle. This finding suggests that the association of religious involvement with physical
health is closely related to psychosocial resourcefulness and that these positive psycho-
social states are not necessarily a product of, or dependent upon, religiousness.

Miller and Thoresen (2003) observed that nearly all the findings on spirituality/religion
and health come from research conducted in the USA. This limits the extent to which
current data can be generalized to other populations. Our study contributes to current
knowledge by providing data from a non-USA population. However, organized religion in
South Africa has a strong Western influence, primarily the Calvinist form of Protestant
Christianity with relatively rigid (even negative) views of activities like meditation, yoga
and other Eastern spiritual practices such as mindfulness meditation and Thai Chi. Several
researchers have shown that these Eastern spiritual practices improve psychosocial health
and characteristics like self-actualization and self-esteem (Seeman et al. 2003; Chandler
et al. 2005).
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Whether the findings of this study apply to other religious paths, females, and diverse
ethnic or cultural groups are questions that need further investigation. Powell et al. (2003)
reviewed studies investigating the relationship of religious service attendance with mor-
tality and report a 25% reduction in mortality with increasing levels of church/service
attendance after adjustment for confounders, in at least 6 studies.

Powell et al. (2003) conclude that religion’s protective value against cardiovascular
disease is largely mediated by lifestyle, and their research also failed to support a link
between depth of religiousness and physical health. We measured health with the illness
rating scale and a coronary risk index, both of which have limitations. The IRS includes all
physical ailments (like accidents and infectious diseases) over the last year and not just
chronic and lifestyle-related diseases. This could weaken the strength of the relationships
that psychosocial mechanisms and religiosity show with IRS, but would not influence
relationships with lifestyle or the CRI. The CRI includes aspects such as gender, age,
stress, and participation in physical activity and should therefore have a stronger rela-
tionship with both lifestyle and psychosocial constructs like stress management. However,
neither religiosity nor the psychosocial measuring devices share more of their respective
variances with the CRI than is the case with the IRS. It is consequently debatable whether
health status measuring devices per se are the reason for the relatively weak relationships
found between measures of religiosity and health.

The limitations of this study should be noted. First, the results from a sample of middle
aged males with a strict conservative Western Calvinist religious orientation may not be
applicable to other populations. Second, the cross-sectional nature of the study precludes
causal interpretation, and third, the data was obtained from self-reported questionnaires,
which may have base expectancy effects.

Finally, the operational definitions of religiosity and self-actualization used in the study
were rather narrow in scope. More multidimensional or comprehensive measuring devices
should be utilized in future studies that focus on enhancing current understanding of the
mechanisms by which religiosity and psychosocial resourcefulness relate to health.

What these results in the final analysis indicate is that measuring devices that essentially
assess ego syntonic religious identity, as well as what was called above complacent reli-
giousness or “blind faith” (seeing oneself as religious and regularly attending religious
services), might not be sensitive or comprehensive enough to explore the intricate rela-
tionships between religious orientation and health. As stated in the introduction, it seems
that it is not so much the social interaction or connectedness of religious practices that
mediates effect, but the impact of religion on thought processes and mental states. Mental
thought processes that foster positive health outcomes (like being self-actualized) is,
however, not dependent -in our sample- on being religious or on the quality of the religious
experience. This might not be the case with all types of religious orientation. Aspects like
meditation, level of faith development, God concept and peak experiences might impact
positively on mental processes in the sense that it could enhance self-actualization thought
process.

Latest trends in this area of research include the development and use of instruments
that capture spirituality and mysticism. Measuring devices can now focus specifically on
feelings of transcendence and experiences of something bigger than the ego/self and the
material world. This avenue of research is in line with Maslow’s observations that open-
ness to mystical experiences and flexibility in religious views are central to optimal psy-
chological health. Important questions that therefore need to be considered are: whether
experiences of a sense of meaning and/or purpose are purely secular phenomena or
whether they are advanced by (if not grounded in) peak experiences and higher levels of
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faith development? These experiences and/or the level of faith development are likely to
affect the quality of religious experience and how people engage religious beliefs in the
process of coping. This, as Pargament (1997) indicated, might be crucial to understanding
how religious beliefs and practices mediate health benefits.

In this study, SA shared only 23% (0.48% = 23.0) of its variance with RWB (quality of
religious experience). Self-actualization (SA) also correlated slightly better with health
responsibility (0.36 versus 0.23), the physical activity subscale (0.21 versus 0.19), social
support (0.85 versus 0.44), stress management (0.55 versus 0.33) and the illness rating
scale (—0.23 versus —0.18) than RWB. As indicated, the RWB scale used in this study
seems to have a ceiling effect and is therefore limited in its ability to identify individuals
with the highest levels of quality religious experiences.

To advance knowledge on how religious beliefs mediate health, it would therefore be
useful to investigate whether self-actualization, psychosocial resourcefulness, health and
lifestyle practices, and their respective interrelationships are advanced and/or influenced by
factors like level of faith development, quality of the religious experience, God concept,
spirituality, and mysticism.
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