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Abstract

In this article, we examine the influence of religion on health and life satisfac-
tion while controlling for an extensive range of demographic characteristics and
life conditions—marital satisfaction, job satisfaction, financial stress, and social
resources—using data drawn from the Household, Income and Labour Dynamics in
Australia (HILDA) survey. Our findings suggest that, on average, high levels of faith
and attendance at religious services are associated with lower health. In contrast,
however, we find no relationship between high levels of faith, attendance, and life
satisfaction. Further research is required to unravel how faith and attendance influ-
ence health and life satisfaction.

Keywords Religion - Health - Life satisfaction - Attendance - Faith

Introduction

Over the last 20 years, researchers have devoted considerable effort toward unrave-
ling the association between religion, health, and subjective well-being. Much of
this research, which emanates from the USA, indicates that an array of religious
dimensions (e.g., affiliation, attendance, and strength of belief) influence health and
subjective well-being (Keyes and Reitzes 2007; Eliassen et al. 2005; Larson and
Larson 2003; Brooks et al. 2018; Banthia et al. 2007; Bluvol and Ford-Gilboe 2004;
Ellison 1991, 2010; Green and Elliott 2010; Doane and Elliott 2016; Rizvi and Hos-
sain 2017; Senel 2018; Craig et al. 2018; Ngamaba and Soni 2018; Ahaddour and
Broeckaert 2018; Dilmaghani 2018).

Perhaps, the most often-studied dimension of religion is the influence that fre-
quency of attendance at religious services has on health and subjective well-being.
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On this note, many studies have observed a statistically significant positive associa-
tion between attendance at religious services and subjective well-being (e.g., Headey
et al. 2010; Keyes and Reitzes 2007; Francis and Kaldor 2002; Strawbridge et al.
2001; Ellison et al. 1989; Pollner 1989) although this finding is not universal (e.g.,
Dezutter et al. 2006; Schnittker 2001). Evidence from other studies suggests that
social resources and support networks may mediate the positive association between
attendance and subjective well-being (e.g., Kortt et al. 2015; Lim and Putnam 2010).
Also, attendance at religious services has been linked to improved health outcomes
(e.g., Ellison et al. 2001; Strawbridge et al. 2001).

There is also evidence to suggest that other religious dimensions (i.e., religious
identity, the strength of belief, and frequency of prayer) may influence health and
subjective well-being. For instance, religious identity (i.e., closely identifying as
being a member of a religious group or denomination) has also been linked to higher
levels of health (e.g., Wink et al. 2005) and subjective well-being (e.g., Greenfield,
and Marks 2007; Keyes and Reitzes 2007; Schnittker 2001; Ellison 1991). Some
studies have also found that frequency of private prayer is positively associated with
health (e.g., Banthia et al. 2007; Ellison et al. 2001) and subjective well-being (e.g.,
Byrd et al. 2000; Francis and Kaldor 2002). Moreover, individuals who identify as
being religious (i.e., the strength of belief) tend to report having higher levels of
mental and physical health (e.g., Keyes and Reitzes 2007; Schnittker 2001; Wink
et al. 2005) as well as higher levels of subjective well-being (e.g., Gautherier et al.
2006).

Green and Elliott (2010, p. 149), however, make the critical point that only a
handful of studies that have examined the association between religion, health, and
subjective well-being explicitly include controls to account for “work and family
conditions,” which are the “two domains of life that are arguably more important
determinants of health and well-being than religion for most people.” Employing
data drawn from the 2006 General Social Survey, Green and Elliott (2010) estimated
the association between religion, health, and subjective well-being while controlling
for a range of work and family conditions. The key results from their study suggest
that respondents who identified as being religious tended to report higher levels of
health and subjective well-being. They also found that individuals with more liberal
religious beliefs reported having better health but found that individuals with more
fundamental religious beliefs reported being more content with life.

However, Green and Elliott (2010) also note that comparatively little research
has been undertaken on the association between liberal versus fundamental reli-
gious beliefs and its attendant influence on health and subjective well-being. Even
though limited research has been conducted in this area, there is a related strand
of literature that examines differences in the health outcomes between liberal and
more fundamental religious groups within a particular religious denomination. For
example, there is some evidence to suggest that more fundamentalist Christians in
the USA may have more “depressive symptoms and higher levels of religious cop-
ing” (Nooney and Woodrum 2002, p. 366) than those Christians who were classed
as moderate or liberal. In contrast, a study Sethi and Seligman (1993, p. 256) of 623
US adherents found that members of fundamentalist religious groups “were signifi-
cantly more optimistic... than those from moderate religions, who were in turn more
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optimistic than liberals.” This is particularly relevant in the current context given
that optimism has been found to be positively correlated with mental and physical
well-being (Scheier and Carver 2006; Plomin et al. 1992).

Thus, against this background, we contribute to the existing body of literature by
examining this issue using data sourced from the Household, Income and Labour
Dynamics in Australia (HILDA) survey. The HILDA survey is one of the largest
representative surveys in Australia to collect information on religiosity (i.e., affili-
ation, attendance, and importance) as well as detailed demographic and economic
information on its respondents. In essence, the HILDA survey provides us with a
unique opportunity to explore how religion influences health and subjective well-
being while controlling for: (i) a range of conventional demographic characteris-
tics (e.g., age, income, gender, employment, and so on); and (ii) work and family
conditions outside the religious environment (i.e., marital satisfaction, job satisfac-
tion, financial stress, and social resources). In addition to religious affiliation, our
measures of attendance at religious services (attendance) and the importance of reli-
gion in one’s life (faith) allows us to tap into the domains of ‘religious activities’
and ‘religious identity,” respectively. Moreover, defining high levels of attendance
and faith can also be used as a proxy to isolate the influence that more fundamen-
tal—or conservative—religious practices and beliefs have on health and subjective
well-being.

Taking account of the above, we expect that there will be a statistically signifi-
cant positive association between our measures of religiosity (i.e., attendance and
faith) and our measures of health and subjective well-being. In exploring this issue,
our study contributes to the literature in a number of ways. First, we examine the
association between religion, health, and life satisfaction by explicitly including an
array of controls to account for a range of life conditions—marital satisfaction, job
satisfaction, financial stress, and social resources—that are external to the religious
environment. Second, given that our data are drawn from a large representative
household panel survey, it affords us the opportunity to control for period effects
(or trends over time). Finally, we present—to the best of our knowledge—the first
empirical results for Australia, which provides additional insights on a topic that has
predominantly been the focus of scholars from the USA.

Data and Empirical Strategy

The data employed in this study was sourced from the HILDA survey, which is
Australia’s first nationally representative household panel. The HILDA survey
commenced in 2001 (Wave 1) and was based on a national probability sample
of households with a significant emphasis on families, income, employment, and
subjective well-being. Wave 1 was comprised of 7696 households and 13,696
individuals. A multi-stage sampling strategy was used to identify and select par-
ticipating households, and a response rate of 66% was achieved. Within each
selected household, information was collected from each household member aged
15 and over, using a combination of face-to-face and self-assessed questionnaires.
In Wave 1, 92% of adults provided an interview and, in each successive wave,
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the previous wave on wave response rates was between 87% and 95%. Over time,
changes in the household composition—along with a top-up sample in Wave
11—have increased the number of survey respondents.

In this study, we focus our analysis on participants aged between 18 and
85 years from the 2004, 2007, 2010, and 2014 waves of the HILDA survey, which
has collected information on religion (i.e., affiliation, attendance, and importance)
in addition to information on general health and life satisfaction. The primary
advantage of using the HILDA survey is that it is one of the largest representa-
tive household surveys in Australia to routinely collect data on religion as well as
detailed demographic and economic information on its respondents. Our ensuing
regression analysis is based on a final analytic sample of 43,355 respondents.

The dependent variables used on our regression analysis were either: (i) gen-
eral health or (ii) life satisfaction. General health was measured using the trans-
formed general health score from the Short Form Health Survey or SF-36. The
SF-36 has been designed to measure and assess an individual’s health status
across eight domains—uvitality, physical functioning, bodily pain, general health
perceptions, physical role functioning, emotional role functioning, social role
functioning, and mental health—and the score from each domain is transformed
into a 0—100 scale, where higher scores represent a higher level of general health
(Ware et al. 1993). Life satisfaction is assessed using the following question: “All
things considered, how satisfied are you with your life?” Participants are then
asked to: “Pick a number between 0 and 10 to indicate how satisfied you are”
and that “the more satisfied you are, the higher the number you should pick.”
Responses range from O (totally dissatisfied) to 10 (totally satisfied). There is
some evidence to suggest that this measure of subjective well-being has been
shown to be positively correlated with other more objective measures of happi-
ness like frowning and smiling (Frey and Stutzer 2002).

With respect to demographic characteristics, we controlled for age in years,
gender (1=female; 0=otherwise), financial year disposable income, employment
status (1 =employed; O=otherwise), marital status (1=Iegally married; O=other-
wise), years of education, whether the respondent was Indigenous (1 =Indigenous;
0=otherwise), plus an indicator variable for year. We coded years of education as
the highest year of completed schooling (if the respondent had no post-school quali-
fications, then less than eight years of schooling was coded as eight years). Post-
school qualifications were coded as follows: masters/doctorate =17 years; graduate
diploma/certificate = 16 years; bachelor degrees =15 years; diploma=12 years; and
certificate =12 years.

The above block of demographic variables were included in our analysis given
that: (i) age is negatively associated with health (e.g., Green and Elliott 2010); (ii)
women, on average, are more religious than men (Ellison 1991); (iii) income is posi-
tively associated with health and life satisfaction (Ellison et al. 1989); (iv) full-time
employment is positively associated with health (e.g., Lewchuk et al. 2003); (v)
married individuals report higher levels of mental and physical health (Suhail and
Chaudhry 2004); and (vi) individuals with higher levels of educational attainment
report higher levels of mental and physical well-being (e.g., Lyons and Yilmazer
2005).
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We used several measures to account for life conditions associated with employ-
ment status, marital status, and financial status. For employment status, we included
a variable to capture overall job satisfaction, which ranged from totally dissatisfied
(0) to totally satisfied (10). For those respondents who were not employed, we sub-
stituted the mean job satisfaction score. For marital status, we included a variable
to capture martial satisfaction, which ranged from totally dissatisfied (0) to totally
satisfied (10). Once again, for those respondents who were not married, we sub-
stituted the mean marital satisfaction score. The financial situation of respondents
was assessed by including a measure of satisfaction with your financial situation,
which ranged from totally dissatisfied (0) to totally satisfied (10). We also included
measures to account for a respondent’s level of social resources. More specifically,
social resources and networks were assessed using two variables. The first measure
of social resources was used to assess the following question: “I seem to have a lot
of friends?” Responses to this question ranged from strongly disagree (1) to strongly
agree (7). The second measure of social resources was assessed by the following
question: “How often do you get together socially with friends/relatives not living
with you?” Responses to this question ranged from “less often than once every three
months” (1) to “every day” (7).

In Australia, the religious landscape differs considerably from other advanced
nations like the USA. On this note, the findings from the 2016 Australian census
can be used to assist in the classification of religious categories (Table 1). The
majority of Australians do not profess faith in any religion (30.1%), while the most
extensive religious cohort comprises of Catholics (22.6%) and Anglicans (13.3%),
who are known as Episcopalians in the USA. This leaves a comparatively small
group (approximately 15%) of mainly Protestant churches for further classification.
The distinction which best represents the remainder of the Christian affiliations is
whether they are members of the National Council of Churches (CoCs), which com-
prises around 9.1% of the population (when Catholics an Anglicans are excluded).
Non-CoCs membership, which constitutes around 6.5% of the population, is gener-
ally as a result of the church’s prima facie incompatible system of beliefs and rela-
tive parochialism.

In the USA, these two religious categories would probably be referred to as main-
line churches and conservative churches, respectively. However, the main difference

Table 1 Religious affiliation in Australia, 2016 census

National Council of Churches Other Christian denominations Other world religions
affiliates

Catholic 22.6% Presbyterian and Reformed 2.3% Buddhism 2.5%
Anglican 13.3% Baptist 1.5% Islam 2.2%

Uniting Church 5.0% Pentecostal 1.1% Hinduism 1.3%
Eastern Orthodox 2.6% Jehovah’s Witnesses 0.4% Judaism 0.5%
Lutheran 1.2% Seventh-day Adventists 0.3% Sikhism 0.3%
Salvation Army 0.3% Latter-day Saints 0.3%

Source: Australian Bureau of Statistics (2016)
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we have made is to exclude Anglicans and Catholics and from the ‘mainline’ clas-
sification given their relative size and dominance in the Australian religious land-
scape. Notably, non-CoC churches tend to be characterized by their rejection of
the scientific method and, among other things, their otherworldly focus. Moreo-
ver, given the comparatively small proportion of Australians belonging to the other
world religions, we elect to analyze this category as a separate religious group.

Thus, against this background, religious affiliation was classified into six catego-
ries: (i) no religion; (ii) Catholic; (iii) Anglican; (iv) Council of Churches (compris-
ing Greek Orthodox, Orthodox, Churches of Christ, Lutheran, Uniting Church, and
Salvation Army), (v) non-Council of Churches (comprising Jehovah’s Witnesses,
Brethren, Seventh-day Adventist, Pentecostal, Mormons, Other Christian, Presby-
terian/Reformed, Oriental Christian, Other Protestant, and Baptist), and (vi) non-
Christians (comprising Buddhism, Hinduism, Islam, and Judaism). In the ensuing
regression analysis, ‘no religion” was selected as the excluded reference group.

To identify and isolate the influence of more fundamental—or conservative—
religious beliefs and practices on general health and life satisfaction, we introduced
two additional measures. First, we identified those respondents who reported hav-
ing high levels of faith (1 =high faith; 0 =otherwise). As our measure of religious
importance—or faith—ranged from O (the least important thing in my life) to 10
(the most important thing in my life), high faith was classified as those respondents
who reported a value greater than or equal to 8. Second, we identified those respond-
ents who reported having high levels of attendance at religious services excluding
ceremonies like weddings or funerals. The frequency of attendance ranged from
never (1) to every day (9). In our subsequent analysis, high attendance was defined
as those respondents who reported attending services either “several times a week”
or “every day” (1 =high attendance; 0= otherwise).

To examine the association between religion, health, and life satisfaction, we esti-
mated a series of hierarchical regression models, with general health and life sat-
isfaction as the dependent variables. In our first specification, we only include our
demographic variables to explore whether different demographic factors exert differ-
ential impacts on health and life satisfaction. In our second specification, we intro-
duce our range of life conditions to control for job satisfaction, marital satisfaction,
perceived financial stress, and social resources. In our third specification, we intro-
duce our religious affiliation variable as well as our measures of high faith and high
attendance to account for more fundamental religious beliefs and practices. Thus,
our most extensive regression specification is:

Y, =a+ D, + BL; + bR, + u; e}

In Eq. (1), Y is either the respondent’s general health or life satisfaction score,

D is a vector of demographic variables (age, gender, income, employment status,
marital status, years of education, Indigenous status plus an indicator for year), L is
a vector of life conditions (marital satisfaction, job satisfaction, perceived financial
stress, frequency of social contact, and number of friends), R is a vector of religious
variables (affiliation, high faith, and high attendance), and p is an error term. We
estimated Eq. (1) using ordinary least squares (OLS). Since we observe the same
individuals in 2004, 2007, 2010, and 2014, our standard errors are clustered at the
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individual level to account for within-person serial correlation. We also experi-
mented with using a random effects panel regression model and found that this made
very little difference to our results.

Results

In Table 2, we present the definitions, means, and standard deviations of the vari-
ables used in our empirical analysis. In our sample, the mean life satisfaction score
was 7.88 (SD=1.45) while the mean general health score was 67.83 (SD=21.03).
Females comprised 52% of the sample, and the mean age was 45.74 years
(SD=16.91). In our sample, 66% of respondents reported being employed, and the
mean financial disposable income was $37,400. Also, 56% of our sample were mar-
ried and had an average of 12.20 (SD=2.24) years of education. Around 2% of our
sample were classified as being of Indigenous heritage (i.e., of Aboriginal or Torres
Strait Islander origin). The average marital satisfaction and job satisfaction scores
were 8.29 (SD=1.41) and 7.63 (SD=1.34), respectively, while the mean finan-
cial satisfaction score was 6.52 (SD=2.18). The average social support and friends
scores were 4.46 (SD=1.46) and 4.50 (SD = 1.63), respectively.

Regarding religious affiliation, 31% of our sample reported no religious affilia-
tion, while the most significant religious cohorts were comprised of Catholics (24%)
and Anglicans (19%). In our sample, 11% of respondents belonged to CoCs while
9% of respondents belonged to non-CoCs. As noted above, these two religious cat-
egories would probably be referred to as mainline and conservative churches in
the USA. Finally, around 5% of our sample was classified as non-Christians. Also,
around 3% of our sample attended religious services several times a week or every
day, while 20% of respondents reported that religion was one of the most important
things in their life.

In Table 3, we report our regression results for general health. In Model 1, we
include our block of demographic variables. The results indicate that age and Indig-
enous status are negatively associated with health. Previous studies have identified a
negative association between age and health and a curvilinear relationship between
age and subjective well-being (Mirowsky and Ross 1992; Green and Elliott 2010).
On the other hand, being married, employed, more educated, and earning a higher
income is positively associated with general health. All variables are statistically sig-
nificant at the 1% level. Ellison et al. (1989) and Ellison (2010) find similar results.

In Model 2, we introduce our additional set of control variables to account for
a range of different life conditions. In the first place, there is a statistically signifi-
cant positive association between marital satisfaction and health and its introduction
attenuates the association between marital status and health.

While there is a statistically significant positive association between job satis-
faction and health, it is important to note that the magnitude (and statistical sig-
nificance) of the employment coefficient is substantial. This suggests that being
employed has a more significant impact on health rather than the satisfaction that
a respondent derives from being employed. There is also a statistically significant
positive association between being satisfied with one’s financial situation and health.
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Table 3 Regression of general health on demographics, life conditions, and religion (n=43,355)

Model 1 Model 2 Model 3

p SE p SE p SE
Demographics
Age —0.162%*%+  (0.011) —=0.205***  (0.011) —0.206***  (0.011)
Income 0.335%%* (0.041)  0.179%#* (0.037)  0.170%** (0.037)
Female 2.0927##% (0.356)  1.343%%* (0.334)  1.401%** (0.336)
Employed 7.520% %% (0.400)  6.801%%** (0.380)  6.761%** (0.380)
Married 2.054%#%%* (0.361)  1.285%%** (0.345)  1.320%%** (0.346)
Education 0.687%** (0.083)  0.573%#:#* (0.078)  0.5971%** (0.078)
Indigenous —4.444%%%  (1.221)  =3.677***  (1.216) —3.737***  (1.211)
2007 -0.203 (0.249) —0.387 (0.246) —0.370 (0.246)
2010 —1.140%*%*  (0.264) —0.877***  (0.260)  —0.857***  (0.260)
2014 —1.681%**  (0.284) —1.268**%* (0.281) —1.273***  (0.283)
Life conditions
Marital satisfaction 1.080%#* (0.105)  1.090%%*%* (0.105)
Job satisfaction 0.993 %% (0.095)  1.003%##* (0.095)
Financial stress 1.764 %% (0.074)  1.764%%* (0.074)
Social activities 0.571%%* (0.106)  0.581%#%** (0.106)
Friends 1.823 %% (0.099)  1.856%%#%* (0.099)
Religious denomination
Catholics —0.721%* (0.436)
Anglicans 0.964%* (0.436)
Council of Churches 0.217 (0.545)
Non-Council of Churches 0.337 (0.616)
Non-Christians 0.646 (0.736)
Religiosity
High Attendance —2.605%* (1.030)
High Faith —0.912%* (0.455)
Constant 59.280%** (1.206)  25.622%%%* (1.584)  25.245%%%* (1.590)
R? 0.092 0.181 0.183

*p<0.10; *#p <0.05; ***p <0.01

Finally, we also observe a positive and statistically significant association between
health, the number of friends, and frequency of social interactions.

In Model 3, we introduce our measures of religious affiliation and religios-
ity (i.e., high attendance and high faith). Concerning religious affiliation, the
estimated coefficients indicate that the only statistically significant difference
observed was between Anglicans and the excluded reference group of no religion
(all remaining religious affiliations were not statistically significant at the 5%
level). The results indicate that Anglicans had, on average, a 1-point higher health
score compared to individuals reporting no religious affiliation. Regarding ‘main-
line/liberal’ versus ‘conservative/fundamental’ religious practices and beliefs,
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we find that individuals who reported having high levels of faith and attendance
had statistically significant lower health scores. In other words, those respondents
who reported having relatively more fundamental beliefs and practices had, on
average, lower health scores.

In Table 4, we report our regression results for life satisfaction. In Model 1, we
regress life satisfaction on our block of demographic controls. The results indicate
that age, income, being female, married, and employed is positively associated with
life satisfaction. On the other hand, being Indigenous and years of education is neg-
atively associated with life satisfaction (although the magnitude of the education
coefficient is rather small). All variables are statistically significant at the 1% level.

Table 4 Regression of life satisfaction on demographics, life conditions, and religion (n=43,355)

Model 1 Model 2 Model 3

p SE g SE p SE
Demographics
Age 0.006%#* (0.001)  —0.000 (0.001) —0.001 (0.001)
Income 0.01 %% (0.003) —0.012%*%*  (0.002) —0.013***  (0.002)
Female 0.125%#%* (0.024)  0.051%%** (0.019)  0.050%:#* (0.019)
Employed 0.107%%** (0.029)  0.009 (0.024)  0.007 (0.024)
Married 0.288%** (0.024)  0.157%#%** (0.020)  0.164%*%** (0.020)
Education —0.019%#%  (0.005) —0.030***  (0.004) —0.029***  (0.004)
Indigenous —0.068 (0.099) 0.016 (0.075) 0.011 (0.075)
2007 —0.059%#% (0.021) —0.082***  (0.019) —0.081***  (0.019)
2010 —0.102%*%%  (0.022)  —0.060%**  (0.019) —0.060***  (0.019)
2014 —0.058***  (0.022) -0.016 (0.019) —-0.012 (0.019)
Life conditions
Marital satisfaction 0.169%** (0.008)  0.169%#%*%* (0.008)
Job satisfaction 0.196%** (0.007)  0.195%#%* (0.007)
Financial stress 0.246%%* (0.005)  0.245%:%* (0.005)
Social activities 0.050%%** (0.007)  0.050%%*%* (0.007)
Friends 0.126%** (0.006)  0.127%##* (0.006)
Religious denomination
Catholics -0.021 (0.025)
Anglicans 0.019 (0.024)
Council of Churches —0.055* (0.031)
Non-Council of Churches -0.047 (0.034)
Non-Christians —0.163%**  (0.053)
Religiosity
High Attendance -0.019 (0.062)
High Faith 0.038 (0.027)
Constant 7.541%%* (0.086)  2.934%:k:* (0.108)  2.9427%:#:* (0.109)
R? 0.023 0.320 0.321

*p<0.10; *#p <0.05; ***p <0.01
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In Model 2, we introduce our additional set of control variables to account for a
range of different life conditions. The results indicate that marital satisfaction, job
satisfaction, and financial satisfaction are positively associated with life satisfac-
tion. All variables are statistically significant at the 1% level. The introduction of the
marital satisfaction variable attenuates the association between being married and
life satisfaction. The introduction of our financial satisfaction variable also attenu-
ates that association between income and life satisfaction (although, once again, the
magnitude of the estimated income coefficient is rather small). This suggests that an
individual’s satisfaction with their financial situation—as opposed to their income
levels per se—has a more substantial influence on life satisfaction.

Moreover, while job satisfaction is positively associated with higher levels of
life satisfaction, being employed per se, is not (as the coefficient on the employ-
ment variable is no longer statistically significant). This suggests that the positive
effect of employment on life satisfaction is operating or being exerted through job
satisfaction. Thus, those individuals who report a higher level of job satisfaction
tend to report having higher levels of health and subjective well-being (Suhail and
Chaudhry 2004; Green and Elliott 2010). For those who are married, a higher level
of marital satisfaction is correlated with a greater level of subjective well-being
(Ellison et al. 1989; Ellison 2010). Finally, we also observe a positive and statis-
tically significant association between life satisfaction, the number of friends, and
frequency of social interactions.

In Model 3, we introduce our measures of religious affiliation and religiosity.
Concerning religious affiliation, the estimated coefficients indicate that the only
statistically significant difference was between non-Christians and the excluded ref-
erence group (all other religious affiliations were not statistically significant). The
results indicate that non-Christians had, on average, a 0.163 lower life satisfaction
score compared to individuals reporting no religious affiliation. On this point, Nga-
maba and Soni (2018) indicate that Roman Catholics, Protestants, and Buddhists
report being more satisfied with their lives than other religious groups. Concerning
‘mainline/liberal’ versus ‘conservative/fundamental’ religious beliefs, we find that
there is no association between life satisfaction and high levels of attendance and
faith.

Additional Analysis

In estimating the above associations, our high attendance and high faith variables
are designed to capture the influence of relatively more ‘conservative/fundamental’
beliefs and practices on health and life satisfaction. However, these dichotomous
classifications may mask the overall impact that attendance and faith may have on
health and life satisfaction. Thus, to remedy this situation and further unpack our
results we re-estimated our most extensive regression equation using a range of
alternative measures for attendance and faith.

Concerning attendance, we used two alternative measures: (i) a ‘continuous’
measure of attendance (with scores ranging from 1 to 7); and (ii) a dummy vari-
able for those respondents who ever attended a religious service (1 =ever attended;

@ Springer



Journal of Religion and Health (2020) 59:1287-1303 1299

0=otherwise). Regarding faith, we used two alternative measures: (i) a ‘continuous’
measure of faith (with scores ranging from 0 to 10) and (ii) a dummy variable for
those respondents reporting some level of faith (1 =some faith; 0 =no faith). Finally,
we created a composite religiosity index by summing the Z-scores for attendance
and faith. The results using these alternative measures of attendance and faith are
reported in Table 5.

Looking across Table 5, we find that there is a strong overall association between
faith and health. Our ‘continuous’ measure of faith indicates that there is a statisti-
cally significant negative association between increasing levels of faith and health.
For our dichotomous measure of faith, the estimated coefficient indicates that there
is a statistically significant difference between individuals reporting ‘some faith’
compared to the excluded reference group of individuals reporting ‘no faith.” Finally,
there is a statistically significant negative association between our religiosity index
and health. However, for our alternative measures of attendance, we find little evi-
dence of an overall association between attendance and health although our measure
of ‘some attendance’ is statistically significant at the 10% level.

In contrast, our principal results in Table 3 indicate that there is a statistically
significant negative association between health and high levels of attendance and
faith. This suggests that individuals with high attendance levels are more likely to
hold ‘conservative/fundamental’ religious beliefs and, subsequently, have higher
levels of faith. This is borne out in Table 6, where we present religious affiliation
stratified by high faith for those respondents who also reported having high attend-
ance levels. Not surprisingly, nearly 96% of respondents—across all religious

Table 5 Regression of life satisfaction and health using alternative measures of attendance and faith
(n=43,355)

Regression models Health Life satisfaction

p SE p SE
Measure 1
Attendance (continuous) —0.000 (0.015) —0.005 (0.001)
Faith (continuous) —0.212%%* (0.067) 0.002 (0.004)
Measure 2
Attendance (some) 0.673* (0.361) 0.010 (0.022)
Faith (some) — 1.273%%* (0.390) —0.090%** (0.024)
Measure 3
Religiosity index —0.348%##* 0.111) —0.003 (0.006)
Demographic controls YES YES
Life condition controls YES YES
Religious denomination controls YES YES

Attendance was coded as: 1 =never, 2=Iess than once a year, 3=about once a year, 4=several times a
year, 5 =about once a month, 6=2 or 3 times a month, 7=about once a week, 8§ =several times a week,
and 9=every day. Faith ranges from O (the least important thing in my life) to 10 (the most important
thing in my life)

#*p<0.10; **p <0.05; ***p <0.01
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Table 6. R(.:ligious ) ) High faith

denominations by high faith for

those respondents reporting high  Religious denomination No (%) Yes (%)

attendance
Catholics 4.16 95.84
Anglicans 6.60 93.40
Council of Churches 1.12 94.10
Non-Council of Church 1.12 98.88
Non-Christians 14.85 85.15
Total 4.23 95.77

affiliations—reported having high levels of faith (conditional on having high levels
of attendance at religious services).

Returning to Table 5, we find little evidence of an overall association between life
satisfaction, attendance, and faith. The only exception is our dichotomous measure
of faith, which indicates that there is a statistically significant difference between
individuals reporting ‘some faith’ compared to the excluded reference group but the
effect is small. Overall, these results are broadly consistent with our main findings
reported in Table 4, which suggests that there is little, if any, compelling evidence of
an association between life satisfaction and a high level of attendance and faith.

Discussion

The purpose of this study was to examine the association between religion, health,
and subjective well-being while controlling for a range of additional life condi-
tions—job satisfaction, marital satisfaction, perceived financial stress, and social
resources—that have not traditionally been included in studies of this type (Green
and Elliott 2010). Drawing on data from the HILDA survey, we also contributed to
the literature by providing—to the best of our knowledge—the first results of this
particular issue for Australia.

In essence, our principal results indicate that, on average, high levels of faith and
attendance are associated with lower health (Table 3). In contrast, we find no evi-
dence of a relationship between high levels of faith, attendance, and life satisfaction
(Table 4). These findings are more likely to be indicative of the influence that more
‘conservative/fundamental’ beliefs and practices have on health and subjective well-
being. However, as these dichotomous classifications may mask the overall impact
that attendance and faith may have on health and life satisfaction, we re-estimated
our most extensive regression model using a range of alternative measures of attend-
ance and faith (Table 5) and found that they were broadly consistent with our princi-
pal analysis (Tables 3 and 4).

Concerning the association between religion and health, our results share some
similarities with those of Green and Elliott (2010) who also found evidence of
a statistically significant negative association between more ‘conservative/funda-
mental’ religious beliefs and health. One possible explanation for this finding is

@ Springer



Journal of Religion and Health (2020) 59:1287-1303 1301

that individuals with more fundamental beliefs may be less inclined to seek medi-
cal attention and instead rely on the power of prayer or divine intervention when
it comes to matters of health (Green and Elliott 2010). In contrast, however, we
would expect individuals with more liberal religious beliefs and practices to seek
medical attention as opposed to relying on the healing hand of a higher power.
Another possible explanation is that people with poorer health may be drawn to
more fundamentalist religions for comfort and social support, especially given
the purported higher levels of optimism (and coping mechanisms) that more fun-
damentalist religions may offer prospective adherents.

However, in contrast to Green and Elliott (2010), we observe that even after
controlling for demographics, life conditions, and religiosity (i.e., high attend-
ance and faith), we still observe that Anglicans, on average, have higher levels
of health. This is a curious finding, which may indicate that certain practices and
attitudes within the Australian Anglican tradition may be more conducive to a
healthier lifestyle. Further research is required to unravel this particular finding.

Regarding the association between religion and life satisfaction, our results
stand in stark contrast to those of Green and Elliott (2010). Contrary to our
expectations, we find little, if any, compelling evidence of an association between
religiosity (attendance and faith) and life satisfaction. One possible explanation
is that life conditions—at least in the Australian social milieu—have a far greater
influence on subjective well-being than religiosity does. This, in part, may reflect
the considerable differences between the religious landscapes in Australia and the
USA. Moreover, we also find that non-Christians (Buddhists, Muslims, Hindus,
and Jews) had, on average, a statistically significant lower level of life satisfac-
tion compared to the excluded reference group of no religion. This finding may
be due to the perceived religious discrimination experienced by non-Christians
in a predominately Christian country. While we expected that these results might
have been primarily concentrated among Australian Muslims, we were unable to
identify a Muslim-specific effect, which is probably due to our relatively small
non-Christian sample size. Further research is required to understand the underly-
ing rationale behind the lower life satisfaction scores observed for non-Christians.

While our study contributes to the literature on religion, health and life satis-
faction, it is limited by the fact that we only use a single measure of health (the
SF-36) and subjective well-being. Thus, further studies that make use of multi-
ple health and life satisfaction measures are required (Sinnewe et al. 2014). On
this note, our study was also limited by the fact that we only had three meas-
ures of religiosity (i.e., affiliation, attendance, and importance) available to us
in the HILDA survey. A more detailed religious module would have afforded us
the opportunity to capture (and subsequently test) a more comprehensive range
of religious dimensions. However, our study does benefit from using a large and
representative national survey over multiple periods. More importantly, we found
that using a more sophisticated random effects panel regression model made very
little difference to our results, which, in turn, provides confidence in the robust-
ness of our results. While further research is required to explore (and unpack) the
relationship between religion, health, and life satisfaction, we believe that this
would be a fruitful avenue of academic inquiry.
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