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Abstract The study of religious orientation thus far has neglected the influence of race/
ethnicity as well as all four religious orientations (intrinsic, extrinsic, pro-religious and
nonreligious) in explaining differences in both physical and psychological health. A rep-
resentative sample of 250 Hispanics and 236 non-Hispanic Whites in Utah was drawn and
analysed for differences in health (self-rated health, life satisfaction, exercise) according to
race/ethnicity, religious orientation and religious attendance. Responses to the Religious
Orientation Scale differed significantly by race/ethnicity, indicating that future studies of
religious orientation should take cultural context into account. For both Whites and His-
panics, pro-religious individuals reported the highest life satisfaction scores, which high-
light the utility of employing the fourfold religious orientation typology.

Keywords Religious orientation - Intrinsic religion - Extrinsic religion - Pro-religious -
Nonreligious

Introduction

Religion is an important aspect in the lives of most Americans, and it has been estimated
that 92% of Americans profess a belief in God (Pew Forum on Religion and Public Life
2008). Despite the large percentage of Americans who believe in God, the way in which
religion influences individuals varies by denomination, culture, ethnicity and location.
Analysing how these differences ultimately influence health has been the topic of
numerous research articles.

Of all the many facets of religion, one of the most widely studied is religious orien-
tation. Religious orientation and its linkages to health, especially mental health, is a field
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with a history and an established literature. Most studies that analyse connections between
religious orientation and health can trace their theoretical foundations back to the work of
Gordon Allport (1950). Allport’s early work focused on understanding why religious
individuals were found to be relatively more prejudiced. He postulated that there were two
types of religion, mature and immature religion, later classified as intrinsic and extrinsic
religion, respectively (Allport 1963). He classified extrinsic individuals as those who use
their religion to obtain emotional comfort, social support or enhance one’s social network
for personal gain. Intrinsic individuals were classified as those whose religion was an end
in itself. These individuals were religious for the purposes of developing a deeper personal
relationship with God. Allport developed a metric for measuring religious orientation, the
Religious Orientation Scale (ROS), and tested his theory of religious orientation (Allport
and Ross 1967). He found that intrinsic individuals were less prejudiced than average, and
extrinsic individuals were more prejudiced than average.

Since the publication of Allport’s work and the development of the ROS, a myriad of
research has come forth seeking to understand the relationship between religious orien-
tation, or religious motivation, and health. Today, it is one of the most widely used metrics
in the scientific study of religion. A review published in the 1980s found that, by that time,
over 70 studies had been published which investigated linkages between religious orien-
tation and either physical or mental health (Donahue 1985). Today, a search on Medline
querying the phrase “religious orientation” yields over 300 peer-reviewed articles.

A criticism that has been associated with the ROS is its usage as a bipolar scale with
intrinsic orientation on one end and extrinsic orientation on the other (Hood 1970; Kirk-
patrick and Hood 1990; Masters 1991; Kirkpatrick and Hood 1991; Cohen et al. 2005).
This approach can fail to account for the combinations of intrinsic and extrinsic motivation
and their novelty in explaining differences in health within a population. One way to avoid
this problem is to use one of the modified versions of Allport’s original instrument. Over
time, the ROS has been modified for conceptual clarity and greater validity across ages and
the religious orientations themselves (Gorusch and Venable 1983; Gorsuch and McPherson
1989). These modifications yield the intrinsic and extrinsic scales as separate, uncorrelated
variables and introduce two classifications of religious orientation, pro-religious (high
intrinsic, high extrinsic) and nonreligious (low intrinsic, low extrinsic), which have been
discussed in previous research (Hood 1970, 1978). This approach, which incorporates all
four religious orientations, is known as the fourfold typology.

While most studies that utilize the ROS examine psychological health and well-being,
there are some studies that have used the ROS to study linkages between religious ori-
entation and physical health (Masters et al. 2004; Masters et al. 2005; Powell et al. 2003;
McCullough et al. 2000; Hart et al. 2004; Ellison and Levin 1998; Seybold and Hill 2001).
Most of these are associated with cardiovascular health and find intrinsic orientation to be
significantly associated with reductions in blood pressure and cardiovascular disease. None
of them, however, include an analysis of the pro-religious and nonreligious orientations.
Even among studies of mental health, analysis of the fourfold typology is typically lacking,
dated or of a small sample size (Hood 1970; Kirkpatrick and Hood 1990; Levin et al. 1998;
Meyer et al. 1992). Studies that incorporate pro-religious and nonreligious orientations will
make a contribution to the religious orientation literature.

Although many studies have explored connections between religious orientation and
health, few have done so within a cultural context. Of the handful of studies that have been
published that analyze religious orientation in other cultures, most of these have been
performed among African Americans (Colbert et al. 2009; Turner-Musa and Wilson 2006;
Sanchez and Carter 2005; Maltby and Day 2003), although some comparisons between
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African Americans and White populations do exist (Nelson 1989). None of them analyze
the fourfold typology, but instead look only at intrinsic and extrinsic orientations. Rarely is
race used as an explanatory variable in the analysis of religious orientation.

Interest in Hispanic populations has begun to arise in the literature, but it still remains
heavily understudied. A recent study analysed the relationship between religiosity/religious
orientation and political alignment among Whites, Blacks and Hispanics and found much
weaker associations for Blacks and Hispanics than for Whites (Cohen et al. 2009),
underscoring the need for studies to explore religious orientation within the context of race/
ethnicity. This study only analysed intrinsic religiousness, however, and did not include
dimensions of health. Another study found modest effects between religious importance
and reduced depression for Hispanics in California but called for more research that
explores the relationship between religious involvement and health of Hispanics, the
largest minority group in the United States (Ellison et al. 2009). While this research did not
study religious orientation, it did discuss that studies of Hispanic religiosity would be even
more valuable if they were able to make some comparisons among religious preferences. In
relation to physical health, an 8-year follow-up study of Mexican Americans found that
weekly religious attendance was associated with reduced mortality (Hill et al. 2005). It
should be noted, however, that only looking at religious attendance can be misleading due
to selection bias in that it is easier for healthy individuals to attend religious services than
those who have poor health. Incorporating additional measures of religiosity, therefore, can
strengthen the analyses of the influence of religious involvement on health (George et al.
2002).

Research that can identify how connections between religious orientation and health
compare according to race/ethnicity will enhance understanding of the relationship
between religion and health. While several studies have validated the ROS with interna-
tional populations, including Taiwanese students, Thai Buddhists and Iranian Muslims
(Chen and Liu 2009; Tapanya et al. 1997; Watson et al. 2002), few studies exist that
compare measures of religiosity between Hispanics and other racial/ethnic groups in the
United States, especially in regard to the fourfold typology of religious orientation. Testing
how the scales of intrinsic and extrinsic religion correlate with the health of Hispanics as
well as White non-Protestant populations would therefore be a contribution to the
literature.

The purposes of this study were to compare responses of religious preference and
religious orientation (intrinsic, extrinsic, pro-religious, nonreligious) in a sample of His-
panics and non-Hispanic Whites and then to compare how these responses correlate with
the measures of both physical and psychological health.

Methods
Sample

A sample of 250 Hispanic and 250 non-Hispanic residents of Utah were obtained through
random digit dialing (RDD). The Hispanic population was over sampled to ensure an equal
number of Hispanics and non-Hispanics. The RDD sample of both Hispanic and non-
Hispanic groups was purchased from STS (Scientific Telephone Sampling). The sample was
purchased targeting the listed numbers for people with Hispanic surnames. The sample was
representative of the population of the state of Utah. RDD is a sampling method in which
phone numbers are generated using a known area code for a known geography. The sample

@ Springer



1264 J Relig Health (2012) 51:1261-1277

generated was compared against a list of known bad/disconnected numbers to ensure that the
sample was as accurate as possible.

Of the non-Hispanic respondents, 236 were Whites, 2 were Blacks and 12 listed their
race/ethnicity as “other.” Analyses are based on 236 White respondents and 250 Hispanic
respondents. The response rate was 59%. Institutional Review Board approval was
obtained in January 2010, from Brigham Young University.

Instrument

The questionnaire included items on religious orientation, health behaviour and mental
health. Questions concerning religious orientation were taken from Gorsuch and
McPherson’s (1989) fourfold typology metric for measuring religious orientation. This
metric contains 14 questions: eight of them pertain to intrinsic religious orientation, and six
of them pertain to extrinsic religious orientation. Each question is asked on a five-point
Likert scale (“strongly agree,” “tend to agree,” “neutral,” “tend to disagree,” and
“strongly disagree”). Consequently, the intrinsic scale ranges from 8—40, and the extrinsic
scale ranges from 6-30. The classifications under this typology are the following: (1)
Intrinsically Religious, (2) Extrinsically Religious, (3) Pro-religious and (4) Nonreligious.
According to the metric, Intrinsically Religious individuals were classified as those whose
intrinsic scale scores were equal to or above the intrinsic scale’s neutral score (24) and
whose extrinsic scale scores were below the extrinsic scale’s neutral score (18). Extrin-
sically Religious individuals were classified as those whose extrinsic scale scores were
equal to or above the scale’s neutral score and whose intrinsic scale scores were below the
scale’s neutral score. Pro-religious individuals were classified as those whose extrinsic and
intrinsic scores were equal to or above each scale’s neutral score. Nonreligious individuals
were classified as those whose intrinsic and extrinsic scores fell beneath the neutral score
on both metrics and therefore did not claim strong religious motivations, although they still
claimed a religious preference. Respondents who indicated that they did not have a reli-
gious preference were not asked questions regarding religious orientation.

Survey questions regarding physical health behaviours included exercise, tobacco and
alcohol consumption, and hours of sleep per night. Respondents were also asked to self-
rate their health as “excellent,” “very good,” “good,” “fair,” or “poor,” and these
responses were given the values of 100, 75, 50, 25 and 0, respectively. The Satisfaction
with Life Scale (SWLS), developed by Diener et al. (1985), was also included in the
survey. This five-question metric was included because it has been related to psychological
well-being across a number of studies. Each question in the SWLS has a seven-point scale,
and responses from the five questions were summed, creating a total SWLS scale that
ranges from 5-35. The combination of using tested instruments such as the fourfold
typology and the Satisfaction with Life Scale was made in order to reduce instrument bias
in measuring the correlates between religious orientation and the overall health of the
sample.

Variables Considered

Dependent variables: religious orientation (fourfold typology as well as raw intrinsic and
extrinsic scores), life satisfaction, self-rated overall health and minutes of exercise per
week.

Independent variables: age, gender, religious orientation, religious preference, religious
attendance, marital status, cigarette use and life satisfaction.
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Statistical Techniques

Initial analyses included testing for distributional differences in both demographics and
religious orientation responses between Whites and Hispanics. We then tested for corre-
lates of intrinsic and extrinsic scale scores. Respondents were grouped according to reli-
gious orientation (intrinsic, extrinsic, pro-religious and nonreligious), and we evaluated
whether mediating variables were involved with religious orientation. The association
between religious behaviour (church attendance and religious orientation) and both
physical and mental health was also explored.

General linear and chi-square models were estimated. Analysis of covariance was also
used to evaluate and compare means among groups, adjusting for age and gender. Analyses
were performed using the Statistical Analysis System (SAS) software, version 9.2 (SAS
Institute Inc., Cary, NC, USA 2007).

Results

Summary statistics for the sample are presented in Table 1. White respondents were
predominantly women and tended to be older than Hispanic respondents, which were
predominantly men. Both White and Hispanic respondents tended to be married, the level
of education in Whites was higher than that of Hispanics, and the level of smoking was
higher in Hispanics. Among Whites, the most common religious preference was Latter-day
Saint, followed by Roman Catholic, “other” religious preference, no religious preference
and Protestant. For Hispanics, Roman Catholic was most common, followed by Latter-day
Saint, no religious preference, “other” religious preference and Protestant. Whites were
more likely than Hispanics to attend religious services weekly. Whites were more likely to
report excellent or very good health, and Hispanics were more likely to report good or fair
health. Both groups were almost equally likely to report poor health. Significant differ-
ences between the two groups existed for gender, age, marital status, education, smoking,
religious preference, religious attendance and self-rated health. All subsequent analyses
controlled for age and gender and tested for possible mediating effects that involved
marital status, education, smoking and religious preference. There were no significant
differences between Whites and Hispanics with respect to alcohol drinking, hours of
physical activity per week and BMI.

The distribution, mean and standard deviation for each of the questions on the 14-item
Religious Orientation Scale are presented in Table 2. Responses tended towards the more
religious end of the scales. Significant differences in mean scores were found for three
questions that pertain to the intrinsic scale (questions 3, 10 and 14) and four questions that
pertain to the extrinsic scale (questions 6, 9, 11 and 13). Additional analysis (data not
shown) found that adding marital status to the model significantly decreased the mean
score for question 3 in both Whites and Hispanics. Adding the smoking variable signifi-
cantly decreased the mean score in question 3 for both Whites and Hispanics and signif-
icantly decreased mean scores in question 11 among Hispanics while increasing them
among Whites. The education variable increased Hispanic mean scores in questions 3, 10
and 14 while decreasing the mean score in question 11. It had the opposite effect on the
White samples, increasing the mean score in question 11 while decreasing mean scores in
questions 3, 10 and 14. Religion increased the Hispanic mean score in question 3 while it
decreased mean scores in questions 10 and 14. It decreased White mean scores in questions
3, 10 and 14.
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Table 1 Sample demographics

Whites Hispanics
No. (%) No. (%)
sex***
Male 80 (33.9) 155 (62.0)
Female 156 (66.1) 95 (38.0)
Age
Mean*** 55.2 years 47.4 years
SD 17.4 years 14.2 years
Range 18-96 years 19-90 years
18-25 years 5(2.1) 11 (4.4)
26-45 years 68 (29.0) 121 (48.4)
46-64 years 75 (31.9) 80 (32.0)
65 + years 87 (37.0) 38 (15.2)
Marital status®**
Single 58 (11.6) 36 (14.4)
Married 369 (73.8) 194 (77.6)
Previously married 73 (14.6) 20 (8.0)
Education***
<12 years 9 (3.8) 86 (34.4)
12 years 38 (16.1) 68 (27.2)
13-16 years 154 (65.3) 72 (28.8)
>16 years 35 (14.8) 24 (9.6)
Cigarette use
Never smoked** 168 (52.8) 146 (58.4)
Ever smoked** 68 (38.2) 104 (41.6)
Currently smoke 18 (7.6) 19 (7.6)
Alcohol use
None 218 (92.4) 235 (94.0)
1-2 per day 15 (6.3) 12 (4.8)
>2 per day 3(1.3) 3(1.2)
Religious preference™®**
None 24 (10.2) 26 (10.4)
Roman Catholic 12 (5.1) 118 (47.2)
Protestant 14 (5.9) 3(1.2)
Latter-day Saint 171 (72.5) 92 (36.8)
Other 15 (6.4) 11 (4.4)
Religious attendance*
Rarely or never 9 (4.3) 12 (5.4)
Once a year 2 (0.9) 8 (3.6)
Several times a year 14 (6.6) 15 (6.7)
Monthly 12 (5.7) 28 (12.5)
Weekly 158 (74.5) 134 (59.8)
Several times a week 17 (8.0) 27 (12.0)
Hours of physical activity per week
0 59 (25.0) 97 (38.8)
<1 40 (16.9) 19 (7.6)
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Table 1 continued

Whites Hispanics
No. (%) No. (%)
12 57 (24.2) 63 (25.2)
>2-4 50 (21.2) 43 (17.2)
>4-6 24 (10.2) 15 (6.0)
>6 6 (2.5) 13 (5.2)
BMI
Mean 27.2 27.6
SD 5.7 5.5
Range 15.3-45.7 16.1-59.0
<18 3 (1.3) 2 (0.4)
18-21 23 (9.9) 10 (4.0)
>21-25 63 (27.0) 66 (26.8)
>25-30 87 (37.4) 112 (45.3)
>30-35 35 (15.0) 40 (16.2)
>35 22 (9.4) 18 (7.3)
Self-rated health status®**
Excellent 48 (20.3) 36 (14.4)
Numbers do not necessarily sum Very good 79 (33.5) 53 (21.2)
to 236 and 250 because of Good 55 (23.3) 89 (35.6)
nonresponse for selected items Fair 37 (15.7) 57 (22.8)
* P <0.05, " P <001, Poor 17 (7.2) 15 (6.0)

%k P < 0.001

The distribution, mean and standard deviation for each of the questions on the 5-item
Satisfaction with Life Scale are presented in Table 3. Responses tended towards the more
satisfied end of the scale. Significant differences in mean scores were found for only one
question (question 4), for which Hispanics reported more satisfaction than Whites.

Initial assessment of the mean scores on the intrinsic and extrinsic scales of the Reli-
gious Orientation Scale identified a significant interaction effect between race/ethnicity and
religious preference, education, religious attendance and self-rated health. Consequently,
the scores from these scales were stratified accordingly (Table 4). For Whites, Latter-day
Saints had the highest intrinsic scores, followed by Roman Catholics, Protestants and
members of other faiths. On the extrinsic scale, Latter-day Saints also had the highest
scores, followed by members of “other” faiths, Protestants and Roman Catholics. For
Hispanics, Latter-day Saints had the highest intrinsic scores, followed by Protestants,
members of other faiths and Roman Catholics. The mean extrinsic scores did not differ
significantly by religious preference.

For both Whites and Hispanics, more education was associated with higher intrinsic
scores and lower extrinsic scale scores for Hispanics up to 16 years of education. No
significant differences in mean extrinsic scores were found for Whites. For both Whites
and Hispanics, progressively frequent religious attendance was associated with progres-
sively higher intrinsic scores. In general, higher extrinsic scores for Whites were associated
with more frequent religious attendance, and no relationship was found between extrinsic
scores and religious attendance for Hispanics. Higher levels of self-rated health were
associated with higher intrinsic scores. No other relationships were found to be significant.

There were no significant differences in the distribution of religious orientation between
Whites and Hispanics (P = 0.69). However, significant differences in distribution were

@ Springer



1268 J Relig Health (2012) 51:1261-1277

Table 2 Religious Orientation Scale—Whites and Hispanics

Item R C SA% TA% N% TD% SD% Mean SD
1. I enjoy reading about my religion H I 70 11 12 3 4 44 1.1
w 68 16 13 2 1 45 0.9

2. 1 go to church because it helps me H Es 28 16 20 12 25 3.1 1.5
make friends w 1 2 34 18 11 31 12
3. It does not much matter what I believe H Ir 38 11 14 10 27 2.8%% 1.7
so long as I am good w 9 11 12 28 40 3.8%% 13
4. It is important to me to spend time H I 70 13 11 2 4 44 1.0
in private thought and prayer W 74 17 6 2 1 4.6 0.8
5. I have often had a strong sense of God’s H I 66 17 10 3 4 44 1.1
presence w 68 22 7 2 1 45 0.8
6. I pray mainly to gain relief and protection H Ep 54 18 16 7 5 4.1%%% 1.2
\% 22 33 25 11 9 3.5%*% 1.2

7.1 try hard to live all my life according H I 65 15 12 3 5 43 1.1
to my religious beliefs W 75 14 7 2 2 4.6 0.9
8. What religion offers me most is comfort H Ep 57 16 14 7 6 4.1 1.2
in times of trouble and sorrow W 44 30 18 5 2 4.1 1.2
9. Prayer is for peace and happiness H Ep 75 14 6 2 3 4.6%** 0.9
w 51 34 10 3 2 4.3%%% 0.9

10. Although I am religious, I don’t let it H Ir 43 12 11 9 25 2.6%%* 1.7
affect my daily life w 14 9 10 19 47 3.8k 15
11. T go to church mostly to spend time H Es 11 7 13 23 46 2.1% 1.4

with my friends.
1 4 18 26 51 1.8% 1.0
I 46 18 17 10 9 3.8 1.4
52 23 10 8 7 4.1 1.2
15 19 34 2.6 1.5
4 10 26 35 25 2.3* 1.1
Ir 20 16 20 14 30 3.2% 1.5
10 16 10 24 40 3.6% 1.4

12. My whole approach to life is based
on my religion

13. I go to church mainly because I enjoy
seeing people I know there

14. Although I believe in my religion, many
other things are more important in life

ET E£TX L=
o3
3
&

Means adjusted for age and gender

R Race/ethnicity, C question category, / intrinsic, /Ir intrinsic (reverse scored), Ep extrinsic personal, Es
extrinsic social, SA strongly agree, TA tend to agree, N neutral, 7D tend to disagree, SD strongly disagree

* P <0.05, #* P <0.01, ** P < 0.001

discovered among religious preferences (Table 5). Latter-day Saints were more likely to be
pro-religious and less likely to be nonreligious or extrinsic than the other religious pref-
erences. Protestants and “other” religious preferences were more likely to be nonreligious
than either Latter-day Saints or Roman Catholics.

The association between total minutes of exercise per week and religious preference
was significantly modified by race/ethnicity (P = 0.016). Consequently, the results pre-
sented in Table 6 are stratified accordingly. Among religious orientations in Whites,
nonreligious individuals exercised the most, followed by extrinsics, pro-religious and in-
trinsics. For Hispanics, pro-religious exercised the most, followed by extrinsics, nonreli-
gious and intrinsics; however, for both Whites and Hispanics, the differences in mean
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Table 3 Satisfaction with life scale—Whites and Hispanics

Item R SA% A% SLA% N% SLD% D% SD% Mean SD
1. In most ways, my life is close ~H 27 25 19 15 8 3 3 52 1.6
to ideal W 16 33 24 14 7 3003 51 15
2. The conditions of my life H 27 23 20 14 8 5 3 52 1.6
are excellent w21 32 21 1 6 5 4 52 16
3. I am satisfied with my life H 44 26 14 7 4 3 2 5.8 1.5
w30 35 13 1 5 3 3 55 1.5
4. So far, I have got the important H 42 27 12 10 6 1 2 5.8% 1.5
things I want in life W 34 33 14 5 5 4 5 5.5% 1.7
5. If I could live my life over, H 34 25 9 10 8 5 9 52 2
I would change almost nothing v 24 2 19 11 6 7 9 5 1.9

Means were adjusted for age and gender

R Race/ethnicity, SA strongly agree, A agree, SLA slightly agree, N neither agree or disagree, SLD slightly
disagree, D disagree, SD strongly disagree

* P <0.05, ** P <0.01, *** P < 0.001

minutes of exercise were not statistically significant. Significant differences in exercise
were found for both Whites and Hispanics according to religion. For Whites, members of
other faiths exercised the most, followed by Roman Catholics, those with no religious
preference, Latter-day Saints and Protestants. For Hispanics, Protestants exercised the
most, followed by members of other faiths, those with no religious preference, Latter-day
Saints and Roman Catholics.

The association between religious orientation and mean scores for self-rated overall
health is presented in Table 7. Significant associations were not found when the sample
was stratified by race/ethnicity, but significant differences were found for the sample as a
whole. Intrinsics reported the best overall health, followed by pro-religious, nonreligious
and extrinsic orientations.

Life satisfaction mean scores were found to vary by race/ethnicity. A significant
association between SWLS scores was found for Hispanics but not for Whites; however, a
significant association for the sample as a whole was present even after controlling for
race/ethnicity (see Table 8). For both Whites and Hispanics, pro-religious individuals
reported the highest life satisfaction, followed by extrinsic, intrinsic and nonreligious for
Hispanics and intrinsic, extrinsic and nonreligious for Whites. More frequent attendance
was associated in a graded fashion with increased life satisfaction scores for both Whites
and Hispanics, and the gradient was steepest for Whites. Lastly, for both Whites and
Hispanics, those who had ever smoked reported significantly lower life satisfaction than
those who had never smoked.

Discussion

This study found that responses to one-half of the questions on the Religious Orientation
Scale differed significantly by race/ethnicity, education and religious preference. Hispanics
on average scored a full point lower than Whites for all three of the reverse-scored
intrinsic-scale questions (3, 10 and 14). These questions ask participants to compare the
importance of their religion with the other factors that affect daily life. Hispanics were less
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Table 4 Mean intrinsic and extrinsic scores by race, religion, and education

Intrinsic Extrinsic

Whites Hispanics Whites Hispanics

Mean* P value Mean* P value Mean* P value Mean* P value

Religious Preference

Latter-day Saint 34.5 <0.001 333 <0.001 19.5 0.01 21 0.399
Roman Catholic 28.1 27.4 16.5 20.4
Protestant 27.8 324 17.1 23.1
Other 27 29.3 18.1 18.6
Education
<12 years 26.3 0.003  28.1 <0.001 18 0.333 21.5 0.033
12 years 31.6 29.3 18.9 20.9
13-16 years 33.6 30.8 194 19.1
>16 years 34.2 353 18.1 21
Religious Attendance
Rarely or never 24.1 <0.001 255 <0.001 14.6 0.005 19.2 0.584
Once a year 31.2 26.9 24 19.9
Several times a year  24.9 259 18 18.7
Monthly 28.4 26.8 19.6 20.9
Weekly 345 31.2 19.4 20.9
Several times a week  36.4 32 184 20.5
Self-Rated Health
Excellent 333 0.059 323 <0.001 18.7 0.834 20.2 0.679
Very Good 34.3 322 19.4 20.1
Good 334 29.3 194 20.9
Fair 31.4 28.1 18.7 21
Poor 30.3 27.9 18.5 19.1

* Adjusted for age and gender
Bold values significantly vary across the levels of the variable at the 0.05 level

Table 5 Distribution of religious orientation by religion

Intrinsic Extrinsic Pro-religious Nonreligious P value
No. (%) No. (%) No. (%) No. (%)
Total
Latter-day Saint 54 (20.2) 3(1.1) 204 (76.1) 7 (2.6) 0.001
Roman Catholic 26 (19.7) 10 (7.6) 80 (60.6) 16 (12.1)
Protestant 4(22.2) 1(5.6) 10 (55.6) 3 (16.6)
Other 7 (25.0) 1 (3.6) 15 (53.6) 5(17.9)

Rows sum to 100%

likely to report that religion was of greatest importance, that it affected daily life, and that
religious belief was of great importance if one lived life in a good way. It is likely that
these differences between Whites and Hispanics arise both from differences in ethnic
culture and religion, since, after controlling for race/ethnicity, Roman Catholics still had
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Table 6 Mean minutes of exer-

. . Minutes of exercise per week
cise per week by race, religion

and religious orientation Whites Hispanics
Mean* P value Mean* P value
Religious orientation
Intrinsic 99.8 0.120 61.3 0.368
Extrinsic 121.8 119.0
Pro-religious 114.5 120.4
Nonreligious 205.2 88.5
Religious preference
None 137.6 0.010 150.1 0.047
Latter-day Saint 106.6 108.7
* Adjusted for age and gender Roman Catholic 133.2 88.0
Bold values significantly vary Protestant 71.8 400.8
across the levels of the variable Other 230.2 189.7
at the 0.05 level
}T:;;:ﬁ t7)y igllif;gtfsdo?r;:g:ion Religious orientation Mean self-rated P value
overall health
Total
Intrinsic 63.9 0.024
Extrinsic 46.3
Pro-religious 56.9
Nonreligious 49.2
Whites
Intrinsic 67.0 0.087
Extrinsic 48.2
Pro-religious 60.7
Nonreligious 45.6
Hispanics
Means adjusted for age and Intrinsic 9.0 0431
gender Extrinsic 44.7
Bold values significantly vary Pro-religious 52.8
across the levels of the variable Nonreligious 51.1

at the 0.05 level

significantly lower intrinsic scale scores than Latter-day Saints (Whites were more likely to
be Latter-day Saint, and Hispanics were more likely to be Roman Catholic). Previous
studies have shown that ROS responses can vary between nations (Lavri¢ and Flere 2008),
but studies to date have not tested for response differences in scale questions for Hispanic
populations. The findings of this study indicate that future analyses of religious orientation
need to be cautious about possible differences in ROS responses due to race/ethnicity. The
SWLS was much less prone to racial/ethnic differences.

One criticism of the religious orientation literature is that it has predominantly focused
on Whites and Protestant populations (Hill and Pargament 2003; Hall et al. 2008). The
findings of this study provide additional weight to that criticism, as significant differences
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Table 8 Life satisfaction by
religious orientation, religious
attendance and smoking history
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Mean life P value
satisfaction score
Religious orientation
Total
Intrinsic 25.8 <0.001
Extrinsic 26
Pro-religious 27.7
Nonreligious 234
Whites
Intrinsic 26.3 0.068
Extrinsic 24.7
Pro-religious 27.1
Nonreligious 222
Hispanic
Intrinsic 25.1 0.002
Extrinsic 26.7
Pro-religious 28.3
Nonreligious 23.9
Religious attendance
Total
Rarely or never 24.2 0.023
Once a year 24.1
Several times a year 24.8
Monthly 26.1
Weekly 27.4
Several times a week 28.1
Whites
Rarely or never 21.5 <0.001
Once a year 12.1
Several times a year 233
Monthly 24.6
Weekly 27.2
Several times a week 29.2
Hispanic
Rarely or never 249 0.629
Once a year 26.8
Several times a year 26
Monthly 26.9
Weekly 27.7
Several times a week 279
Smoking history
Total
Never smoked 27.9 <0.001
Ever smoked 24.7
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Table 8 continued Mean life P value

satisfaction score

Whites
Never smoked 27.6 <0.001
Ever smoked 23.5
Hispanic
Bold values significantly vary Never smoked 28.2 <0.001
across the levels of the variable Ever smoked 252

at the 0.05 level

in intrinsic/extrinsic scores were found between Latter-day Saints, Roman Catholics,
Protestants and “other” religious preferences, and interaction effects were found between
race/ethnicity and many of the demographic and religious questions. Additional research
that incorporates race/ethnicity and religious diversity into its analysis will contribute
greatly to the literature and shed light on the differential effects associated with religious
orientation in varying cultures and ethnicities.

Previous studies have analysed the association between education and religious orien-
tation. Studies among Taiwanese students have found a positive correlation between
education and intrinsic religiousness (Liu 2010) and that education can moderate the
relationship between religious orientation and ethical ideology (Chen and Liu 2009). This
study found that increased education was associated with increased intrinsic scores for both
Whites and Hispanics, while no relationship was found between increased education and
extrinsic scores. A possible explanation is that increased education may be associated with
higher intrinsic motivation in general, and this motivation carries into religious life. The
lack of an education trend in terms of increasing or decreasing extrinsic scores suggests
that the external social/emotional motivations and influences of religion do not vary greatly
as one becomes more educated.

The association between increased church attendance and increasing intrinsic scores for
both Whites and Hispanics is not surprising: it is logical that those who feel more
intrinsically motivated to be religious will attend religious services more frequently than
those who do not claim such strong motivations. What is surprising is that increased
extrinsic motivation does not go hand-in-hand with increased church attendance for either
Whites or Hispanics. While it is true that religious services can offer social outlets to
members, it does not appear that increased motivation to receive the social benefits of
religion translates into increased attendance at religious services. It may be that a differ-
ence exists, rather, in the point at which an individual achieves satiation of social benefits
of religion. Some may obtain those benefits from infrequent attendance, while others may
need frequent attendance in order to obtain those benefits.

In terms of health, those who are more intrinsically motivated appear to have better self-
rated health, while increased life satisfaction differs by race/ethnicity; however, for both
Whites and Hispanics, it is the combination of intrinsic and extrinsic motivations that is
associated with the highest life satisfaction. It is possible that when answering the question
regarding self-rated overall health, responses were oriented more towards physical health,
which has been shown by previous studies to be associated with intrinsic religious ori-
entation. When answering the life satisfaction questions, psychological health was also
being assessed, and this may be a better proxy of true “overall health.” For this question, it
would follow that pro-religious individuals would have the highest life satisfaction, as they
would accrue the physical benefits of intrinsic orientation and the social capital benefits of
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extrinsic orientation. Previous studies have shown that intrinsic and pro-religious indi-
viduals are better able to cope during times of difficulty (Meyer et al. 1992); however, the
lack of studies which have analysed pro-religious individuals in terms of either self-rated
health or life satisfaction is of concern. This study’s use of the fourfold typology allows for
analysis of health effects associated with combinations of intrinsic and extrinsic religious
orientation. Being nonreligious is associated with the lowest mean life satisfaction scores
for both Whites and Hispanics. Little research has been done on the nonreligious orien-
tation, but one study did find a low occurrence of health-promoting behaviours among this
group (Turner-Musa and Wilson 2006). It is likely that nonreligious individuals miss out
on the potential health benefits associated with either intrinsic or extrinsic orientation.

The relationship between religious preference and total minutes of exercise per week
was significantly modified by race/ethnicity. For Roman Catholics, the average number of
minutes exercised each week was 51% greater for Whites than for Hispanics. On the other
hand, among Protestants the average number of minutes exercised each week was 458%
greater for Hispanics than for Whites. This difference in emphasis on exercise between
Whites and Hispanics is unclear. Average minutes exercised per week were similar for
White and Hispanic Latter-day Saints. With the exception of White Protestants and
Hispanic Roman Catholics, Latter-day Saints have lower average levels of exercise, which
is consistent with previous research involving physical activity among religious groups in
Utah (Merrill and Thygerson 2001).

It is interesting to note that higher religious attendance was associated with higher life
satisfaction in Whites, while no association was found for Hispanics. Again, this under-
scores the importance of taking race/ethnicity into account when conducting analyses on
the association between religion and health. A likely explanation is that Whites were
predominantly Latter-day Saints, while Hispanics were predominantly Roman Catholic.
The strong Latter-day Saint culture in Utah, with its emphasis on regular church atten-
dance, may mean that Whites who do not attend religious services frequently may feel
more separated from the general community at-large than Hispanics. This finding is
consistent with those of Ellison et al. (2009), who found church attendance to be incon-
sistently associated with depressive symptoms in Hispanics. They also reported that data
on Hispanic religious attendance and life satisfaction are limited, and they listed only one
study that has explored the subject (Levin et al. 1996). Levin, Markides and Ray found that
for older generations of Mexican Americans in Texas, increased religious attendance was
associated with life satisfaction. It is clear that more research is still needed on this subject.

The strong association between SWLS score and smoking history is also of note.
Previous studies have found associations between smoking and life satisfaction (Grant
et al. 2009; Strine et al. 2008). Surprisingly, this relationship was found among those who
had ever smoked, even though the majority of them were no longer smoking. It is likely
that having a history of smoking is a proxy for physical and psychological health problems
that are associated with lower life satisfaction.

Limitations

This study was conducted among a statewide representative sample of Utah residents, and
the distribution of religious preferences in the sample differs from that of the general US
population. Therefore, it is unlikely that nationwide generalizability of our results apply;
however, the finding that ROS responses differ by race/ethnicity is likely to be more
generalizable to the US population as a whole. Bias may have also resulted from
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respondents self-rating their health, but due to the anonymous nature of this study, we do
not anticipate this to be a problem.

Conclusion

To our knowledge, this is the first study to compare religious orientation and health
between Whites and Hispanics. We found that responses on the ROS differed significantly
by race/ethnicity for half of the scale’s questions. Race/ethnicity was found to be a
moderating variable for many of the demographic and religious questions, and there were
several variables (life satisfaction, church attendance, education, self-rated health) that had
significant associations with one racial group but not the other. That significant associa-
tions between religious orientation and health were found for Hispanics is encouraging for
showing cross-cultural applicability of the ROS, but the fact that responses differed by
race/ethnicity demonstrates that future studies of religious orientation should incorporate a
cultural context into their analyses. The question of race has been neglected in studies of
religious orientation, especially for Hispanics, who make up the largest minority group in
the United States. This study fills a gap in the literature in regard to race and religious
orientation, and further research is needed on linkages between race, religious orientation
and health.

This study also demonstrates the utility of the fourfold typology in relating religious
orientation to health. Studies that analyze the pro-religious and nonreligious orientations
are rare, and the research presented in this paper demonstrates that pro-religious individ-
uals report the highest life satisfaction in both the White and Hispanic populations. The
fact that life satisfaction scores between the two high-intrinsic groups (intrinsic,
pro-religious) differed significantly indicates that future research regarding religious ori-
entation and health should look at these groups separately instead of lumping them into a
singular “high-intrinsic” category. This study further contributes to the literature by
utilizing all four religious orientation types in its analysis. Research regarding the
pro-religious and nonreligious groups remains a rich area of study.
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