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Abstract Using the latest mental health cycle of the Canadian Community Health Survey

(N = 20,868), this paper examines how the importance of religion or spirituality in one’s

life associates with mental health. Based on this question, the population is divided into

three groups of high religiosity, average religiosity, and secularized. Secularized individ-

uals are shown to have large deficits in all the psychological markers suggested to mediate

the relationship between religiosity and mental health, compared to the two other groups.

In spite of these deficits, the secularized and the highly religious are found almost equally

more likely to rate their mental health as excellent, than the individuals with average

religiosity. Interestingly, these two groups are also more likely to rate their mental health

as poor. Considering the ability to deal with day-to-day demands and unexpected problems

in life as the dependent variable yields comparable results. Various explanations are

explored.
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Introduction

The positive association of religious or spiritual involvement with mental health is

extensively documented since the late 1980s (Ellison and Levin 1998; Hackney and

Sanders 2003; Koenig et al. 2012). Until recently, in North America where most studies

have been conducted, secular groups constituted a negligible minority. Consequently, the

positive association of religiosity with mental health revealed in these studies indicates

how the highly religious differs from the average, and not the secularized minority. In fact,

most previous studies assess how the ‘‘degree’’ of religious involvement associates with
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mental health. This conception is only valid if one can assume that a degree of religious

involvement is universal, and the impact of involvement is uniform in the reference

population. The recent trends of secularization, however, strongly undermine the validity

of such assumptions. Accordingly, there has been a surge of interest in the scientific study

of various types of secularized individuals (Hout and Fischer 2002; Bainbridge 2005;

Smith 2011; LeDrew 2013; Cimino and Smith 2014) and the association of secularity with

well-being outcomes (Hwang et al. 2011; Weber et al. 2012; Hayward et al. 2016).

Recent data indicate that above 20% of Canadians state that religion or spirituality is

‘‘not important at all’’ in their daily life. About half of this group has no tie with either

religion or spirituality, even in a private manner. More strikingly, 42% of Canadians,

religiously affiliated or not, state that they ‘‘never’’ attend religious services (Wilkins-

Laflamme 2015). The implications of this new landscape, characterized by an increased

secularization (Thiessen and Dawson 2008; Eagle 2011; Hay 2014), for mental health

outcomes of Canadians have not been explicitly addressed. With the growth of secular

groups, this question can be framed in terms of a comparison in the mental health outcomes

of different segments of the population, differentiated based on their attitude towards

religion or spirituality. This approach is taken in the present study, using a large Canadian

data set. The remainder of this paper is organized as follows. The related literature is

reviewed first. ‘‘Data and Methodology’’ section describes the data and the methodology.

The results are reported in ‘‘Results’’ section. ‘‘Discussion’’ section discusses several

implications of the results. The concluding remarks follow.

Literature Review

A host of studies reports the positive association of religiosity with mental health outcomes

(Ellison and Levin 1998; Hackney and Sanders 2003; Koenig et al. 2012). Religion is a

multidimensional construct, with public and private aspects (Sherkat and Ellison 1999).

Religious service attendance is commonly distinguished from private dimensions of reli-

giosity, namely the strength of beliefs and the frequency of prayer (Schnittker 2001;

Maselko et al. 2009). Religious attendance promotes the accumulation of social capital

through community membership (Wuthnow 2002; Putnam and Campbell 2010) and helps

with the creation of networks of mutual aid (Idler 1987; Strawbridge et al. 1997; Krause

2011). However, the possibility of negative interaction with coreligionists and its delete-

rious impact on well-being has also been noted (Nielsen 1998; Krause et al. 2000). Non-

religious individuals seem likely to suffer in terms of the social support stemming from

religious attendance.

It has been suggested that the benefit a churchgoer draws from religious attendance

depends not only on her own involvement, but also on the presence of other coreligionists,

and their engagement with the services (Iannaccone 1992, 1994). A society-wide decline in

religious attendance is, therefore, likely to negatively impact its benefit to the remaining

churchgoers. The protracted fall in the Canadian religious attendance is documented in the

recent scholarship (Thiessen and Dawson 2008; Eagle 2011; Hay 2014). This lack of

vibrancy is likely to reduce mental health benefits of churchgoing. On the other hand, the

bourgeoning secular movements and communities integrate elements such as a shared

identity and belonging to a social group, which may partially match the mental health

benefits of religious attendance (Cimino and Smith 2011, 2014; Smith 2013). These
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observations suggest that, in Canada, the mental health advantage resulting from religious

attendance is currently lower than what could be expected based on previous US studies.

Private dimensions of religion and spirituality are suggested to provide meaning,

optimism, and comfort, all of which are predictors of a better mental health (Koenig 1995;

Levin and Chatters 1998; Krause and Hayward 2012a). A few studies report a positive

association with negative feelings (Allport and Ross 1967; Johnson et al. 2010). Ellison

and Lee (2010) report evidence on the negative mental health impact of spiritual struggle,

relevant only to the religious believer. Silton et al. (2014), using the American Baylor

Religion Survey (N = 1426), report that belief in a punitive (benevolent) God is positively

(negatively) associated with psychiatric symptoms, controlling for demographic

characteristics.

Uncertainty and ambiguity create an undesirable mental state of aversion (Kahneman

and Tversky 1982). The existential certainty associated with strong beliefs is suggested to

yield salutary effects, by reducing anxiety and cognitive dissonance (Salsman et al. 2005;

Stark and Maier 2008). Some studies suggest that this relationship is symmetrical, and both

strong religiosity and strict secularity are associated with better mental health (Shaver et al.

1980; Speed and Fowler 2016). A degree of existential uncertainty is inherent to agnos-

ticism which can reduce mental well-being (Hogg et al. 2010; Vail et al. 2010). The same

is true for the religiously affiliated whose beliefs are not solid, or experience religious

doubt (Krause and Wulff 2004; Galek et al. 2007; Ellison et al. 2009; Krause and Hayward

2012b). A careful review of the extant literature shows that most studies document a

positive effect for religious or spiritual belief as means of coping (Pargament and Park

1997; Hess et al. 2014), while the evidence on its protective impact is thinner (Hwang et al.

2011; Weber et al. 2012). No study thus far has focused on the Canadian context. The

cumulative weight of extant evidence, however, suggests that one can expect to see a

positive association between strong religious or spiritual beliefs and mental health in

Canada, generally considered to be more secular than the USA (Lyon and Van Die 2000).

Increasingly, scholars explicitly distinguish between the religiously affiliated and var-

ious categories of secular groups (Smith-Stoner 2007; Horning et al. 2011; Weber et al.

2012). Among the secular groups, atheists receive the most vigorous scholarly attention

(Whitley 2010; Hwang 2013). Hayward et al. (2016), using the American Landmark

Spirituality and Health Survey (N = 3010), report that atheists and agnostics have worse

health outcomes, than both the affiliated and religious nones. Speed and Fowler (2016),

using the American General Social Survey (N = 3210), report that non-belief in God is an

insignificant predictor of health. Atheism has also been linked to poorer health outcomes

(Baker and Cruickshank 2009). Conversely, some studies report that atheism predicts

better health outcomes (Buggle et al. 2001; Wilkinson and Coleman 2010). Weber et al.

(2012) review the literature on mental health outcomes of secular groups, reporting neg-

ative perception by others as a major source of distress among them. The prejudice against

atheists is consistently documented for the USA (Edgell et al. 2006; Gervais et al. 2011;

Gervais and Norenzayan 2013; Doane and Elliott 2015). However, it has been reported

that, with the increasing prevalence of atheism (Gervais 2011) and in the contexts of

secular rule of law (Norenzayan and Gervais 2015), the anti-atheist prejudice decreases.

With the growth of secularization across the world, scholarship suggests that the rela-

tionship between religiosity and well-being outcomes is contextual and dependent on the

degree to which religiosity is embedded in the society (Gill et al. 1998; Suh 2002; Diener

et al. 2011). For instance, in Scandinavian countries where the life satisfaction levels are

among the highest in the world, the majority of the population is non-religious (Koenig and

Larson 2001). In difficult circumstances, religion offers spiritual support, ultimate
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explanation, and a purpose in life (Pargament 2002). In prosperous nations, people need

fewer additional coping mechanisms beyond their personal resources; hence, religion has a

smaller association with life satisfaction (Diener et al. 2011). Across nations, religious

individuals are found to be either very satisfied or very dissatisfied with life (Okulicz-

Kozaryn 2010). The systematic review of Weber et al. (2012) also reports evidence con-

gruent with such a bimodal relationship.

Methodologically, without incorporating the required flexibility in the modelling pro-

cess, nonlinear patterns of association or differences in the underlying distributions remain

undetected. A few studies have examined the existence of nonlinear patterns (Ross 1990;

Eliassen et al. 2005) or distributional differences (Buggle et al. 2001; Diener and Clifton

2002). Riley et al. (2005) report that both the highly religious and the atheists score the

lowest on depressive symptoms, which suggest a u-shaped relationship between the ‘‘de-

gree’’ of religiosity and mental health. Many of these studies rely on a bivariate analysis,

without accounting for confounding factors, such as socioeconomic status and gender

(Ross 1990; Diener and Clifton 2002; Riley et al. 2005). Galen and Kloet (2011), using a

sample of mostly American adults (N = 333), report a u-shaped relationship between

religiosity and mental health, controlling for demographic and socioeconomic covariates.

In the mental health and religion literature, Canadian data have been scantly employed

(Baetz et al. 2004). A few studies have reported the positive association of religiosity with

life satisfaction, using Canadian data (Hunsberger 1985; Gee and Veevers 1990; Frankel

and Hewitt 1994; Dilmaghani 2016). The present paper uses a recent nationally repre-

sentative data set to examine how the importance of religion or spirituality in one’s life

associates with mental health indicators, in Canada. The main goal of this investigation is

to elicit information on the current relationship between religious or spiritual belief and

mental health, in the general population. The size and the quality of the data set insure this.

The modelling process allows for detecting nonlinear relationships between the variables,

if present.

Data and Methodology

This study uses the latest cycle of the Canadian Community Health Survey (CCHS)

focused on mental health, conducted in 2012 (Statistics Canada 2013). This nationally

representative data set contains 25,113 observations. Immigrants are excluded from the

analysis, to achieve a more culturally homogeneous sample.1 This restriction brings the

number of observations to 20,868. In the regressions, observations containing missing data

are handled with listwise deletion. The data set includes the standard question on the

importance of religion or spirituality in one’s life. The respondents are asked ‘‘In general,

how important are religious or spiritual beliefs in your daily life?’’ with a 4-item response

scale, starting from ‘‘very important’’ to ‘‘not important at all.’’ Using this question, the

population is divided into three segments. The ‘‘highly religious’’ pertains to the group of

respondents who state that their religious or spiritual beliefs are very important to them.

They make up 32% of the sample. The ‘‘secularized’’ group, with 22% share, includes

1 The CCHS does not record the religious affiliation of the respondents. However, an examination of other
nationally representative data sets, such as the General Social Survey, indicates that excluding immigrants,
95% of the religiously affiliated Canadians belong to a Christian denomination. Therefore, it must be
assumed that as far as the religious is concerned, the results obtained in this analysis are informative about
the Christian faith.
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those who state that their religious or spiritual beliefs are not at all important in their daily

life. The remaining 46% constitutes the third group, and the omitted category in the

regressions. The association of belonging to these segments of the population with an array

of mental well-being outcomes is examined, using multivariate regression analysis.

Table 1 reports the descriptive statistics on the three mental well-being outcomes

examined in this paper, which are (1) self-rated mental health; (2) self-rated ability to deal

with day-to-day demands of life; (3) self-rated ability to handle unexpected and difficult

problems in life. As the table shows, the mean scores are remarkably close across the three

groups, for all the three outcomes. However, when the extremities of the distributions are

considered, the differences emerge. For all the outcomes, the two segments of highly

religious and secularized are more likely than the individuals with average religiosity to

select a rating of excellent or poor.

As the CCHS does not include additional religion-related information, such as the

frequency of religious attendance or private prayer, finer distinctions across the population

are impossible.2 But, the robustness of this classification in reliably separating the

Table 1 Summary statistics

Groups Highly religious (32%) Average religiosity (46%) Secularized
(22%)

All sample

1. Mental health (max = 5 for excellent, min = 1 for poor)1

Mean score (1–5) 3.79 3.77 3.75 3.77

Excellent % 26.4 20.9 24.5 23.0

Poor % 2.1 1.1 2.4 1.6

2. Ability to handle day-to-day demands (max = 5 for excellent, min = 1 for poor)2

Mean score (1–5) 3.83 3.85 3.84 3.84

Excellent % 24.2 21.4 24.2 22.7

Poor % 0.86 0.89 0.97 0.90

3. Ability to handle unexpected problems (max = 5 for excellent, min = 1 for poor)3

Mean score (1–5) 3.67 3.66 3.66 3.66

Excellent % 20.2 17.7 21.8 19.16

Poor % 2.2 1.6 2.9 2.1

The data source is the Canadian Community Health Survey–Mental Health Component, collected in 2012 by
Statistics Canada. Sample is restricted to the Canadian-born (N = 20,868). The groups are identified using
the CCHS question: ‘‘In general, how important are religious or spiritual beliefs in your daily life?’’ The
highly religious is a dummy taking the value of one for respondents who opt for ‘‘very important’’ as their
response. The average religiosity is a dummy for responses ‘‘somewhat important’’ or ‘‘not very important’’;
secularized is a dummy taking the value of one for respondents who opt for ‘‘not important at all’’

The outcomes measured all have a 5-item scale as follows: 5 for excellent; 4 for very good; 3 for good; 2 for
fair; and 1 for poor. The questions are framed as in below
1 In general, would you say your mental health is…?
2 In general, how would you rate your ability to handle the day-to-day demands in your life, for example,
handling work, family and volunteer responsibilities? Would you say your ability is…?
3 In general, how would you rate your ability to handle unexpected and difficult problems, for example, a
family or personal crisis? Would you say your ability is…?

2 Other data sources, such as the Canadian General Social Survey, indicate that individuals who report
religion is very important to them are largely more likely to be frequent churchgoers, and often engage in
religious practices on their own. On the other hand, respondents who report religion is not at all important to
them are unlikely to ever attend religious services, and sporadically engage in private religious practices.
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segments of the population based on their worldviews is examined, using a set of psy-

chological markers. Spirituality or religiousness has been defined in many studies by

characteristics reflecting purpose and meaning in life, connectedness with others, per-

ception of social support, and serenity (Ellison and Levin 1998; Koenig 2008; Hwang et al.

2011). Five CCHS questions are used to examine how the highly religious compares with

the secularized, with respect to these characteristics. These questions, surveying the

respondents on their frequency of experiencing a set of emotions, are listed and defined in

Table 2. The response categories corresponding to these questions have a 6-item scale,

starting from ‘‘daily’’ to ‘‘never’’. The responses are quantified to correspond to monthly

frequencies, varying between 30 for daily and 0 for never.

As evident from Table 2, all these markers appear to be higher for the highly religious,

compared to the two other groups. Prior to using this classification in assessing mental

health outcomes, multivariate regression analysis is used to insure that the differences

among these segments of the Canadian population are impervious to the inclusion of

demographic and socioeconomic controls.

Next, this paper examines how belonging to these segments of the population associates

with (1) self-rated mental health; (2) self-rated ability to deal with day-to-day demands of

life; (3) self-rated ability to handle unexpected and difficult problems in life. The models

are conceived to reveal nonlinear patterns, if present. A wide range of controls, such as

gender, age, household size, level of education, marital status, income, employment status,

ethnic background, and location of residence, is included in the regressions. All the esti-

mations are made using the survey weights.

Results

Table 3 reports a set of five OLS estimations. The dependent variables are natural loga-

rithms of the monthly frequencies of experiencing the outcomes listed in Table 2. As such,

the estimated coefficients reveal the percentage changes in the dependent variables. Since

all the coefficients are positive (negative) for the highly religious (secularized), the sum of

the absolute values of the coefficients indicates the difference between the two groups.

These psychological markers overlap with how having a religious or spiritual outlook in

life is defined in the literature (Hill et al. 2000; Hill and Pargament 2008; Hwang et al.

2011). Concepts closely linked to these markers are suggested to mediate the relationship

between religiosity and mental health (Ellison and Levin 1998). Another strand of liter-

ature refers to these characteristics as indicators of social capital (Lochner et al. 1999;

McKenzie et al. 2002; Almedom 2005). This set of regressions, in addition to its own

scholarly interest, gauges the meaningfulness of the classification employed in this paper.

As shown in Column (1), the highly religious individuals assert that they contribute

something important to the society 47% more frequently than the secularized. As reported

in Column (2), the highly religious feels that they belong to a community 60% more often

than the secularized individuals. Column (3) shows that the secularized asserts that the

society improves for them, 46% less frequently than the highly religious. Column (4)

produces evidence that the secularized 34% less often regards the challenges in life as

means of self-improvement. Finally, as reported in Column (5), the secularized asserts a

sense of direction or meaning in their life 30% less frequently than the highly religious.

The regressions control for a wide range of covariates listed as note to the table. As the

results demonstrate, these three segments of the population substantially differ from each
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Table 2 Frequency of emotions; mean scores (min = 0 for never, max = 30 for daily)

Highly religious Average religiosity Secularized All sample

1. She/he contributes to the society1 19.2 17.0 15.2 17.2

2. She/he belong to a community2 20.1 16.7 14.7 17.2

3. Society improves for her/him3 14.3 12.6 10.6 12.6

4. Challenges make him/her better4 21.9 20.0 18.8 20.2

5. Life has a meaning or direction5 23.9 22.1 20.1 22.2

The data source is the Canadian Community Health Survey–Mental Health Component, collected in 2012 by
Statistics Canada. Sample is restricted to the Canadian-born (N = 20,868)

The exact wordings for the CCHS questions are listed below. These questions have a 6-item response scale
which is quantified by numbers in the parentheses: everyday (30); almost every day (20); two or three times
per week (10); once a week (4); once or twice (2); never (0)
1 In the past month, how often did you feel that you had something important to contribute to society?
2 In the past month, how often did you feel that you belonged to a community (like a social group, your
neighbourhood, your city, or your school)?
3 In the past month, how often did you feel that our society is becoming a better place for people like you?
4 In the past month, how often did you feel that you had experiences that challenge you to grow and become
a better person?
5 In the past month, how often did you feel that your life has a sense of direction or meaning to it?

Table 3 OLS regressions, emotional characteristics

Dependent
variables�

(1)1 (2)2 (3)3 (4)4 (5)5

Highly religious 0.263
(0.029)**

0.349
(0.033)**

0.156
(0.039)**

0.196
(0.025)**

0.135
(0.022)**

Secularized -0.211
(0.038)**

-0.262
(0.043)**

-0.302
(0.041)**

-0.142
(0.031)**

-0.165
(0.029)**

Observations 18,240 18,503 17,856 18,382 18,446

R-squared 0.08 0.09 0.05 0.04 0.07

The data source is the Canadian Community Health Survey–Mental Health Component, collected in 2012 by
Statistics Canada. Robust standard errors are in parentheses. Sample is restricted to the Canadian-born.
Legend: * significant at 5% level; ** significant at 1% level. The set of suppressed controls is as follows:
female; age; age squared; visible minority; mother tongue (French, other); natural logarithm of personal and
household income; income inadequacy; employee; self-employed; education; married; cohabiting; divorced;
widow; household size; living in metropolitan areas; the province of residence
� The dependent variables used in each column, identified by numerical values (1)–(5), correspond to the
natural logarithm of the quantified responses to the following questions
1 In the past month, how often did you feel that you had something important to contribute to society?
2 In the past month, how often did you feel that you belonged to a community (like a social group, your
neighbourhood, your city, or your school)?
3 In the past month, how often did you feel that our society is becoming a better place for people like you?
4 In the past month, how often did you feel that you had experiences that challenge you to grow and become
a better person?
5 In the past month, how often did you feel that your life has a sense of direction or meaning to it?
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other in the way they experience the world. A number of other comparable metrics, such as

the feeling that people are generally good and trustworthy, have been considered, yielding

similar results. One can, therefore, be confident that in the following analyses, two seg-

ments of the population with distinct worldviews are compared.

Table 4 reports a set of four estimations, assessing the association of religiosity with

self-rated mental health. The summary statistics reported in Table 1 suggest that both the

highly religious and the secularized are more likely than the average to be found at the two

ends of the mental health scale, excellent or poor. To verify whether these patterns remain

statistically significant when one accounts for demographic and socioeconomic covariates,

the mental health outcomes are dichotomized in the first three regressions.

In Column (1), the dependent variable is a dummy that takes the value of one for

respondents who self-report of excellent mental health. As the table shows, both groups of

the highly religious and the secularized are statistically significantly more likely than the

average to self-report of excellent mental health, and the coefficients are fairly close. The

dependent variable in the second column is a dummy that takes the value of one for

respondents who rate their mental health as excellent or very good. In this regression, the

group-identifier coefficients are found statistically insignificant. In Column (3), the

dependent variable is a dummy taking the value of one for respondents of poor mental

Table 4 Self-rated mental health

Marginal effects of probit estimations Ordered logit

Excellent Top two Poor
(1) (2) (3) (4)

Highly religious 0.053 -0.008 0.005 0.081

(0.015)** -0.016 (0.003)* -0.064

Secularized 0.035 0.002 0.005 0.035

(0.014)* -0.016 (0.002)* -0.064

Female -0.059 -0.044 0.003 -0.284

(0.011)** (0.013)** (0.001)** (0.051)**

Household income 0.009 0.029 0.001 0.105

-0.005 (0.006)** -0.001 (0.020)**

Self-employed 0.036 0.111 -0.005 0.48

-0.026 (0.018)** (0.001)** (0.094)**

Income inadequacy� -0.088 -0.116 0.009 -0.621

(0.018)** (0.011)** (0.003)** (0.091)**

Observations 18,113 18,113 18,113 18,105

Pseudo R-squared 0.05 0.08 0.25 0.05

The data source is the Canadian Community Health Survey–Mental Health Component, collected in 2012 by
Statistics Canada. Sample is restricted to the Canadian-born. Robust standard errors are in parentheses.
Legend: * significant at 5% level; ** significant at 1% level. The set of suppressed controls is as follows:
age; age squared; visible minority; mother tongue (French, other); natural logarithm of personal and
household income; natural logarithm of social provision scale; employee; education; married; cohabiting;
divorced; widow; household size; living in metropolitan areas; the province of residence
� Income inadequacy is a dichotomized variable based on the CCHS self-report regarding the adequacy of
income to meet the basic household needs
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health. Interestingly, both the highly religious and the secularized are more likely than the

individuals with average religiosity to experience the outcome.

This set of regressions strongly supports the nonlinearity of the relationship between

religiosity and mental health. The relationship between religiosity and both the likelihood

of excellent and poor mental health is found to be u-shaped. The individuals whose

religiosity is higher or lower than the average are more likely to be at the two ends of the

mental health spectrum. In general, in any data set with a similar pattern, accounting

linearly for the degree of religiosity and pooling the highly religious and the secularized

would either result in a statistically significant and positive relationship, or a statistically

insignificant relationship, depending on the relative size of the secularized group. The

ordered logit estimation reported in Column (4), yielding statistically insignificant coef-

ficients, illustrates this point. The controls, mostly suppressed in the table to save space,

had the expected signs and magnitudes. Females are found to self-report of worse mental

health (Rosenfield and Mouzon 2013). Self-employed individuals tend to report superior

mental health outcomes, compared to both employees and the unemployed (Bradley and

Roberts 2004; Millán et al. 2013). Finally, household income and its adequacy are found to

be important positive predictors of mental health (Muntaner et al. 2013).

Table 5 extends the analysis to the self-rated ability to handle day-to-day demands and

unexpected problems in life. The results, overall, indicate a nonlinear pattern. As reported

in Column (1), both the highly religious and the secularized individuals are more likely

than the average to rate their ability to handle life’s day-to-day demands as excellent. As

Table 5 Self-rated ability to deal with problems, marginal effects of probit estimations

Day-to-day demands of life Unexpected and difficult problems

Excellent Poor Excellent Poor
(1) (2) (3) (4)

Highly religious 0.033 -0.001 0.024 0.005

(0.015)* -0.001 -0.014 (0.002)*

Secularized 0.031 -0.001 0.047 0.006

(0.015)* -0.001 (0.014)** 0.003

Female -0.057 -0.001 -0.042 0.005

(0.012)** -0.001 (0.011)** (0.002)*

Self-employed 0.027 -0.002 0.031 -0.010

(0.005)** (0.001)* (0.021) (0.002)**

Income inadequacy� -0.055 0.005 -0.025 0.009

(0.017)** (0.002)** (0.011)* (0.004)**

Observations 18,113 18,041 18,113 18,041

Pseudo R-squared 0.05 0.20 0.04 0.13

The data source is the Canadian Community Health Survey–Mental Health Component, collected in 2012 by
Statistics Canada. Sample is restricted to the Canadian-born. Robust standard errors are in parentheses.
Legend: * significant at 5% level; ** significant at 1% level. The set of suppressed controls is as follows:
age; age squared; visible minority; mother tongue (French, other); natural logarithm of personal and
household income; natural logarithm of social provision scale; employee; education; married; cohabiting;
divorced; widow; household size; living in metropolitan areas; the province of residence
� Income inadequacy is a dichotomized variable based on the CCHS self-report regarding the adequacy of
income to meet the basic household needs
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Column (2) reports, there is no statistically significant relationship between religiosity and

self-rated poor ability. Regarding the ability to handle unexpected and difficult problems,

the secularized individuals are found 5% more likely to rate their ability as excellent,

compared to both the highly religious and the average. Conversely, as Column (4) shows

the highly religious individuals are found 0.5% more likely to rate their ability in handling

unexpected problems as poor, compared to others. This set of regressions further supports

the results of Table 4, regarding the u-shaped relationship between religious involvement

and superior mental well-being. Regarding the controls, the explanations provided for

Table 4 should be reiterated here.

Discussion

The results reported in Table 3 indicate that the individuals identified as ‘‘highly religious’’

are statistically significantly and non-negligibly more likely to frequently assert that they

meaningfully contribute to the society, they belong to a community, and the society

improves for people like them, compared to the individuals identified as ‘‘secularized’’, and

the average. They also, more often than others, feel that challenges in life make them

better, and life has a direction or meaning. These findings echo previous literature

regarding the positive association of religiosity with the accumulation of social capital

(Wuthnow 2002; Putnam and Campbell 2010; Yeary et al. 2012), and the greater indi-

vidualism of the seculars (Bainbridge 2005; Galen and Kloet 2011).

There is a burgeoning scholarship which documents the differences between the reli-

gious and a variety of secular groups, in their socioeconomic and health outcomes (Galen

2015; Zuckerman 2009), with special attention devoted to the atheists (Whitley 2010;

Hwang 2013). Bainbridge (2005) hypothesizes that lacking social obligations is a source of

atheism and notes that the greater individualism of the atheists prevents them from forming

strong community ties. Cimino and Smith (2011, 2014) report that in the USA some

secular groups have adopted a ‘‘subcultural identity’’, expressed in their claim that they are

an ‘‘embattled minority’’ in a religious and hostile society. Smith (2011, 2013) reports that

American seculars believe that they receive little support from either the media or political

establishments in maintaining their secular worldview and lifestyle. This strand of litera-

ture implies that secular groups may exhibit a diminished sense of belonging to the society

and a lower confidence in a societal change to their benefit, as well as deficits in their level

of social capital (Putnam and Campbell 2010; Yeary et al. 2012). The results reported in

Table 3 are congruent with the assertions made in these studies about American secular

groups.

Moreover, in various studies and polls, Americans are found to maintain a negative

attitude towards secular groups (Gervais and Norenzayan 2013; Guenther and Mulligan

2013; Pew Research Center 2014). This negative attitude is reported to be pervasive,

resulting in the marginalization of the secular minorities (Edgell et al. 2006; Doane and

Elliott 2015). There are also reports of generalized mistrust (Gervais et al. 2011) and

perceived or actual discrimination (Hunsberger and Altemeyer 2006; Cragun et al. 2012;

Hammer et al. 2012), directed towards secular groups. Discrimination is found deleterious

to the health and well-being of members of marginalized groups (Pascoe and Smart

Richman 2009). Weber et al. (2012), reviewing the literature, confirm that the generally

negative perception by others undermines the well-being of members of secular groups.

The findings reported in Table 3 attest to the social capital deficits of Canadian seculars.
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While past literature links social capital to superior mental health outcomes (McKenzie

et al. 2002; Almedom 2005), the results in Tables 4 and 5 do not fully support that these

deficits have a negative mental well-being impact.

The results reported in Table 4 point to the complexity of the association between

religiosity and mental health. The composite patterns revealed from the analysis suggest

that there are several mechanisms simultaneously at work, across the population. Both the

secular and the highly religious are found more likely than the average to be situated at the

two ends of the mental health spectrum. The u-shaped relationship between religiosity and

excellent mental health is in accord with a few previous reports (Ross 1990; Diener and

Clifton 2002; Riley et al. 2005; Galen and Kloet 2011). This pattern is also compatible with

the idea of the salutary effects of having a confirmed worldview, as both of these two

groups seem more committed to their worldviews than the individuals with average reli-

giosity (Shaver et al. 1980; Speed and Fowler 2016). Finally, the higher likelihood of

secularized individuals reporting excellent mental health can be partially explained by self-

selection. The psychosocial characteristics of the seculars may have obviated their need for

seeking comfort or explanation in religion (Diener et al. 2011).

The finding that both high religiosity and secularity are stronger predictors of poor

mental health has not been previously reported. This pattern is compatible with a number

of explanations. The higher likelihood of poor mental health for the highly religious may

indicate reverse causation and is compatible with the scholarship which suggests religion

as a coping mechanism (Pargament and Park 1997; Pargament et al. 1998; Hess et al.

2014). Individuals facing psychosocial difficulties may resort to religion as means of

comfort (Pargament 2002; Diener et al. 2011). The higher likelihood of poor mental health

for the secularized is compatible with the previously reviewed literature on their social

capital deficits (Putnam and Campbell 2010; Yeary et al. 2012), as well as their

marginalization (Edgell et al. 2006; Gervais et al. 2011; Cragun et al. 2012; Doane and

Elliott 2015).

As reported in Table 5, both the highly religious and the secularized are found to be

more likely to rate their ability to deal with day-to-day demands of life as excellent. This

pattern likely reflects their superior mental health outcomes, previously discussed. For the

ability to handle unexpected and difficult problems in life, the secularized are found more

likely than others to self-report of excellent ability. The highly religious individuals, on the

other hand, are slightly more likely to rate their ability as poor. In previous scholarship,

people with conservative religious beliefs are suggested to manifest a lower sense of

personal control (Schieman 2008; Ellison and Burdette 2012), compared to less religious

individuals. Additionally, religiously conservative individuals are suggested to engage in

deferred religious coping (Pargament et al. 1988; Maynard et al. 2001), which involves

relinquishing control to the divine, during the crises. The patterns regarding the self-rated

ability to handle unexpected and difficult problems in life appear consistent with these

previous studies, which highlight the inverse relationship between religiosity and the sense

of personal control.

The limitations of this analysis must be noted. First, the data set only included a single

question allowing the measurement of religious and spiritual involvement. Finer classifi-

cations within the highly religious and the secularized groups would have allowed to

explore the relationships in more detail, and narrow down the range of explanations

provided for the empirical patterns. Second, the outcomes are assessed based on dichot-

omized self-reports. Several mechanisms can cause systematic biases in self-reported data,

such as socially desirable responding (Brenner and Delamater 2014) and identity consis-

tency (Brenner 2011). The possibility that religious and secular individuals have different
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reference groups when rating their mental health may also have impacted the relative

magnitudes of the estimates (Peng et al. 1997; Heine et al. 2002). Finally, due to the

paucity of scholarship using Canadian data, the discussions were focused on American

patterns, and it remained impossible to integrate the results into a Canadian perspective.

Concluding Remarks

This study used a large and high-quality data set, a straightforward operationalization of

the concept of religiosity, and a flexible modelling strategy. Part of the muddle in the

literature on the relationship between mental health and religiosity arises from an unclear

differentiation between who is religious or spiritual and who is not. In this paper, the

population was divided into three segments of highly religious, secularized, and the

average, based on a single-item self-report. First, the association of belonging to each of

these segments with several psychological markers has been analysed. The analysis

revealed that the highly religious and the secularized, as identified in this paper, mean-

ingfully differ from each other in their worldviews. The individuals identified as secu-

larized manifested substantial deficits in the indicators regularly suggested to mediate the

relationship between religiosity and mental health, such as community belonging and

sensing a direction in life. Further analysis, however, showed that these deficits do not

exercise a direct negative impact on mental health outcomes of Canadian seculars.

When the mental health implication of belonging to these groups was considered, a

nonlinear composite pattern was revealed. Both the highly religious and the secularized are

found more likely than the average to be at the extremities of mental health scale, in

Canada. Most previous studies did not incorporate adequate flexibility in the data analysis

phase to allow for the detection of such complex patterns. This paper illustrates the

intricacy, and perhaps the ambivalence, of the relationship between religious involvement

and mental well-being and sheds doubt on the accuracy and currency of a universal

positive association. Future research can assess whether these patterns are valid for

countries other than Canada.
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