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Abstract

In the present study, the authors examine the extent to which depressive feelings
vary across religious denominations and how this relates to the religious context.
We apply a multilevel model using data from the sixth (2012) and seventh (2014)
wave of the European Social Surveys, comparing 268 regions within 28 European
countries. We find that religious minorities report more depressive feelings than
non-minorities, except in regions with a majority of Muslims. A higher likelihood
to experience discrimination, as well as the higher proportion of migrants within the
religious minority groups, explains a substantial part of this mental health disparity.

Keywords Religious minorities - Depressive feelings - Religious context

Introduction

The relevance of religious denomination to mental health was first exemplified by
Durkheim (1897) who distinguished Protestantism from Catholicism and Judaism in
terms of their ability to offer integrative values. Since then, many researchers have
examined the universals and the specifics of different denominations to explain dif-
ferences in health and well-being across religious groups. However, to date only a
handful of studies examined how these denominational differences are dependent of
occupying a religious minority position, as well as how the meaning of occupying

P< Sarah M. Van de Velde
sarah.vandevelde @uantwerpen.be

Veerle Buffel
veerle.buffel @uantwerpen.be

Lore Van Praag

lore.vanpraag @uantwerpen.be

Centre for Population, Family and Health, Department of Sociology, University of Antwerp,
Sint-Jacobstraat 2-4, 2000 Antwerp, Belgium

Centre for Migration and Intercultural Studies, Department of Sociology, University
of Antwerp, Lange Nieuwstraat 55, 2000 Antwerp, Belgium

@ Springer


http://orcid.org/0000-0001-7682-0484
http://crossmark.crossref.org/dialog/?doi=10.1007/s10943-020-00999-5&domain=pdf

Journal of Religion and Health (2020) 59:2504-2530 2505

a minority position to mental health may be moderated by the broader religious
context.

Available studies find that occupying a religious minority position within a par-
ticular context can lead to more depressive feelings in minority members (May and
Smilde 2016; Van de Velde et al. 2017). According to the minority stress model,
minorities may have less social support, a more vulnerable socioeconomic position,
and/or face more prejudices and discrimination (Missinne and Bracke 2012; Pas-
coe and Smart Richman 2009). At the same time, people’s interpersonal relations
are preferably homogeneous regarding many sociodemographic, behavioral, and
intrapersonal characteristics (McPherson et al. 2001). This homophily preference
in people’s networks yields large consequences for their mental health and social
life experiences (e.g., level of happiness and sense of belonging: Okulicz-Kozaryn
2019). Consequently, being part of a specific religious community may provide (pre-
ferred) social networks that could even be strengthened, just because of this minor-
ity position, which could enhance one’s mental well-being (May and Smilde 2016;
Verkuyten and Slooter 2007).

Furthermore, it may be of large interest to distinguish between religious denomi-
nations as many of them prescribe a code of conduct for both private and public life
and thus study its importance within the particular religious context. For instance,
many Muslims living in Europe find themselves in a minority situation. Because
they occupy a minority position in many European societies, their religious denomi-
nation constantly feeds and is entangled with debates concerning and the extent to
which Muslims should be loyal and follow religious prescriptions in their daily life
habits and how such religious prescriptions should be expressed in social interac-
tions (Haque 2004; Siddiqui 1997). The congruency and relationship between the
norms and values of minority/majority religious denominations and how these relate
to mental health are depend on the historical relationship between religious denomi-
nations and the religious organization of societies (Foner and Alba 2008), the reli-
gious heterogeneity within a particular context (Wiepking et al. 2014), a country’s
social norm of religiosity (Stavrova et al. 2013), and the alignment of the moral mes-
sages (Ellison 1991). Making a clear distinction between different religious denomi-
nations is of utmost importance, given the increased importance of religious affilia-
tion over ethnicity (Barth 1998; Gans 1994), and the increasing secularization trends
in Westerns societies over the last decades (Berger 1967; Norris and Inglehart 2011),
along with the stigmatization of particular religious denominations within a particu-
lar context (Siddiqui 1997; Titarenko 2008). In addition, certain religious denomina-
tions may be more tolerant toward other religious groups. A study by Pickel (2009),
for example, found that in Catholic countries, there is a far more open-minded atti-
tude toward the presence of religion in schools than in Protestant countries, which
may reflect the overall tolerance of religious praxis in public spheres.

Available comparative research on this topic is, however, limited in scope. A
number of studies find that the positive association between religious denomina-
tions and well-being is strengthened in regions where religion is normative (Elli-
ott and Hayward 2009; Hayward and Elliott 2014; Okulicz-Kozaryn 2010). The
study by Okulicz-Kozaryn (2011) shows that people are less happy in religiously
diverse societies, but it did not examine how this relates to the concurrency with the
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individual’s religious denomination. Van Tubergen and colleagues (2005) compared
suicidal behavior in Catholics, Protestants, and non-affiliated persons in the Neth-
erlands. It finds that the congruency between the individual and majority denomi-
nation does not explain differences in suicidal behavior, but rather the presence of
any strong religious community that prohibits suicide. Huijts and Kraaykamp (2011)
compared subjective health differences in Protestants and Catholics in a wide range
of European countries. It finds that the health advantage of Protestants as compared
to Catholics is greater as the percentage of Protestants in a country is higher. Finally,
May and Smilde (2016) examined levels of well-being of religious minorities in a
number of majority Catholic nations. It finds that the personal benefits of participa-
tion in a minority religion are less pronounced in countries where the size of the
majority religion is larger. However, because this study solely examined Catholic
majority countries, it remains unclear whether these results can be translated to
other religious contexts.

With this study, we build upon and extend this current knowledge in several ways.
First, we compare levels of mental health across four of the most prevalent religious
denominations within the European context (Catholic, Protestant, Eastern-Orthodox,
and Muslim) and compare these with the growing number of people who are not
affiliated to a Church. Given that comparative research on the Muslim community
and the Eastern-Orthodox community in Europe is underdeveloped, our study fills
this hiatus in the literature. Second, we examine whether these denominational dif-
ferences in mental health are dependent on whether the person belongs to a religious
minority group. Third, we examine how levels of mental health in religious minori-
ties are moderated by the majority denomination in different European regions.
Finally, given the recent influx of migrants within the European continent, along
with the increase in anti-immigration attitudes (Meuleman et al. 2009), we examine
whether the association between mental health and occupying a religious minority
position can be attributed to either perceived experiences of religious discrimination
and/or by a migration status. Finally, our study examines levels of depression across
religious denominations. This health outcome is particularly interesting, given its
strong association with religiosity (Koenig 2012; Schieman et al. 2013). People may
turn to religion in times of distress, while at the same time certain religious behav-
iors may actually be harmful to mental health. To date, only one comparative study
examined the association between levels of depression and religiosity, but focused
on religious praxis, rather than religious denominations (Van de Velde et al. 2017).
To the best of our knowledge, our study will be the first to present variations in lev-
els of depression across and within the major religious denominations in Europe.

Data and Methods

We used data from wave 6 and wave 7 of the European Social Survey. Data were
gathered during 2012 and 2014 by face-to-face interviews among a sample of the
resident national population aged 15 or older, irrespective of citizenship or national-
ity. The sample was restricted to respondents from age 18 to 75. The unweighted
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sample, after listwise deletion of missing cases on the variables in the analyses, con-
sisted of 71,627 individuals. These individual data were nested within 268 regions,
which were nested within 28 countries. The regional variable constructed by the
ESS was used.

Measures

Dependent variable—An 8-item version of the Center for Epidemiologic Stud-
ies—Depression Scale (CES-D-8) scale was used to measure the frequency and
severity of depressive feelings. Respondents were asked to indicate how often in the
week previous to the survey they felt or behaved in a certain way (felt depressed, felt
that everything was an effort, slept badly, felt lonely, felt sad, could not get going,
enjoyed life, or felt happy—Iast two items are reverse coded). Response categories
forming a 4-point Likert scale ranged from none or almost none of the time (0) to all
or almost all of the time (3). Scale scores for the CES-D-8 were assessed using non-
weighted summed rating and ranged from zero to 24, with higher scores indicating
a higher frequency and severity of depressive complaints. The reliability and the
validity of the inventory were confirmed across countries (Van de Velde et al. 2010).

Individual-level variables—Respondents were asked whether they considered
themselves as belonging to any particular religion or denomination, and if yes, they
could choose between eight options. Based on those two questions, we constructed a
categorical variable personal denomination including six categories: Protestant (ref-
erence category), Roman Catholic, Eastern-Orthodox, Muslim, other, and no affilia-
tion. The other category covers a small sample of respondents belonging to the Jew-
ish denomination, to Eastern religions, other Christian denominations, or to other
non-Christian denominations.

The level of religiosity of respondents was measured by a self-constructed scale,
based on the results of the principal component analysis, combining the items:
‘Regardless of whether you belong to a particular religion, how religious would
you say you are?’ (correlation: 0.872), ‘Apart from when you are at religious ser-
vices, how often, if at all, do you pray’ (correlation: 0.889) and ‘Apart from special
occasions such as weddings and funerals, about how often do you attend religious
services nowadays?’ (correlation: 0.860). Cronbach’s alpha of the scale is 0.804. A
higher score on the scale refers to a higher level of religiosity.

Religious minority was captured by a dichotomous variable to indicate whether
respondents were a member of a religious minority group in the region where they
lived. Respondents were categorized as a member of a religious minority (score 1) if
they shared their affiliation with less than 20 percent of the inhabitants of the region
where they lived. Individuals who shared their religious affiliation with at least 20
percent of the inhabitants of the region where they lived were coded as not being a
religious minority (score 0). This variable was constructed by combining, on the one
hand, the individual-level information on religious affiliation and, on the other hand,
by aggregating this information to the regional level.

A dichotomous variable distinguished respondents who reported perceived reli-
gious discrimination (score 1) versus respondents who did not report perceived
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discrimination (score 0), based on the questions “Would you describe yourself as
being a member of a group that is discriminated against in this country?’” and ‘On
what grounds is your group discriminated against?’ with ‘Religion’ as answer cat-
egory (several grounds could be reported).

Migrant background was based on the respondent’s country of birth and that of
his/her parents. We distinguished between natives (the country of birth of the par-
ents and the respondents were similar to the country of residence), first-generation
migrants (the country of birth was different from the country of residence), and
second-generation migrants (the country of birth was similar to the country of resi-
dence, but the country of birth of one of the parents was different).

We controlled for gender, with men as reference category. To account for the
nonlinear association between depression and age, we included both age and age
squared in our analyses. Labor market position was included as a dichotomous vari-
able that indicates whether respondents were in paid employment (1) or not (0: ref-
erence category). Educational level is a metric variable based on the total number
of years of full-time education completed by respondents. Income position is a cat-
egorical variable representing the household income as a proportion of the national
median equivalent income. The four categories represent people living in relative
poverty (<50% of the median equivalent income) (OECD 2019), in an income
group below the national median income group (50-79% of the median equivalent
income), in an income group around the national median (80-119% of the median
equivalent income), and those with a relatively higher income (>120% of the
median equivalent income: reference category). The dichotomous variable ‘marital
status’ indicates whether respondents were married or in a civil relationship (unmar-
ried: reference category).

Contextual-level variables—At the regional level, we included information on
the regional majority denomination, by aggregating data on personal denomination
to the regional level. If one of the religious denominations had at least 50 percent
adherents among the respondents, we identified that denomination as the regional
majority denomination. If none of the denominations reached 50 percent within a
certain region, then that region was considered to have no denominational majority.
As a result, the variable regional majority denomination consists of six categories:
Protestant (reference category), Roman Catholic, Eastern-Orthodox, Muslim, no
majority, and non-affiliated. The latter category comprises regions where more than
50 percent of the respondents was not affiliated to any denomination. An overview
of the majority denominations per region is provided in "Appendix".

At the country level, we controlled for GDP per capita, former Soviet member-
ship, and political stability and absence of violence in order to take into account
the uneven distribution of denominations across these country-level indicators. The
average GPD per capita was included with a time lag of one year before the collec-
tion of the survey data (2011 to 2014). As the distribution of the denominational
majorities is unevenly distributed between former USSR countries and non-former
USSR countries, and there is also a difference in depression scores between both
groups of countries (Van de Velde et al. 2010), we included a dummy that differenti-
ates between countries that were former USSR countries or not. Finally, we con-
trolled for the degree of political stability and absence of violence and terrorism
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through an index of political stability from the year 2012 (Kaufmann et al. 2013).
This index measures perceptions of the likelihood that the government will be desta-
bilized or overthrown by unconstitutional or violent means, including politically
motivated violence and terrorism. An additional sensitivity analysis adjusted the
results for the national level of religious fractionalization and for the national level
of health-care expenditure. However, given that these controls did not change the
results, we excluded these measures from the final analysis.

Statistical Analysis

A three-level multilevel model was applied with respondents (Ni=71,627) nested
within regions (Nj=268), which were again nested within countries (Nk=28). A
total of seven models were estimated, of which the first two are presented in Table 2
and the other models in Table 3. The first model consists of personal denomination,
the religiosity scale, and the individual (age, age square, gender, period, income,
employment status education, and marital status) and country-level control variables
(GDP, health-care expenditures, former USSR country-dummy). In model two, we
estimated whether the relation between personal denomination and depressive feel-
ing varied according individual’s level of religiosity, by adding an interaction effect
between personal denomination and the religiosity scale. This interaction effect is
additionally presented in Fig. 1. Model 3 is similar to model 1, but we included
the religious minority measure instead of the religiosity scale. This enabled us to
estimate the relation between individual denomination and depressive feelings, irre-
spective of being a member of a religious minority group. In Model 4, the regional
majority denominations were added to the model, while the personal denomination
was excluded from the model. In the next model (Model 5), we examined whether
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Fig. 1 Estimated mean scores of depressive feelings by personal denomination and levels of religiosity
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the relation between being a member of a religious minority and depressive feelings
differed according the regional majority denomination by including a cross-level
interaction effect. This interaction effect is also presented in Fig. 2. Thereafter, we
added information on whether respondents reported perceived discrimination based
their religion as well as whether respondent had a migrant background.

Results
Descriptive Results

The distribution of religious denominations in our sample (results not presented in
table) shows that the largest group of respondents was not affiliated to a religious
denomination (43%), followed by the Roman Catholics (30%) and Protestants (12%).
Almost eight percent of the respondents were Eastern-Orthodox, while 4 percent
was Muslim and two percent was affiliated to another smaller denomination. Almost
40% of the respondents lived in a region where the majority did not belong to a
religious denomination and 30% in a region with a Roman Catholic majority. Only
three percent of the respondents lived in a region with a Muslim majority and almost
four percent in a region with a Protestant majority (not presented in the table).

Table 1 presents the mean depression scores per personal denomination.
Depression scores were highest in the Muslim sample (4.8), followed by the
Eastern-Orthodox (4.2), while the lowest scores can be found among the Prot-
estants (3.0) followed by the non-affiliated individuals (3.4). Almost half of the
Muslim sample occupied a religious minority position (47%), while this is only
for seven percent among the Roman Catholics and less than five percent in the
sample of non-affiliated respondents. For Protestants and Eastern-Orthodox, this
was around 1 in 5 individuals. All the respondents belonging to another smaller
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Fig.2 Estimated mean scores of depressive feelings in religious minorities by religious majority regions
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denomination were logically also members of a religious minority group. Those
belonging to another denomination also had the highest mean score on the relig-
iosity scale (0.9), followed by the Muslim (0.7), the Roman Catholic (0.6), and
the Eastern-Orthodox (0.5). One in ten Muslims reported to have experienced
discrimination based on their religion. Among those with another religion, this
was eight percent, while for Roman Catholic, Eastern-Orthodox, and non-affili-
ated respondents, this is less than one percent.

Regarding the socioeconomic and demographic characteristic, the average age of
the Muslim individuals was remarkable lower, and they were more likely to be mar-
ried than the individuals of the other denominations were. On average, they were
also less likely to be employed, received lower levels of education, and were more
likely to be represented in the lower and moderate-income categories. Among the
Muslim sample and those with another religion, almost 30% was a first-generation
migrant. About 14% of the Eastern-Orthodox and Muslim sample was a second-gen-
eration migrant.

Results of Multilevel Analyses

Results in Model 1 of Table 2 show that the Protestants had a significant lower score
on the depression scale compared to all the other religious denominations as well as
compared to the sample that was not affiliated to a religious denomination. In addi-
tion, a higher score on the religiosity scale was related to more depressive feelings.

In the second model, the results show a significant moderation effect between
the religiosity scale and a number of the individual denominations. This interaction
effect is also depicted in Fig. 1. The differences in depression scores between the
Protestant and Muslim samples (interaction term: —0.165[0.060]), and between the
Protestant sample and the ‘other’ sample (—0.181[0.071]) reduced with higher lev-
els of religiosity. The significant difference in depression scale between the protes-
tant sample and people who are not affiliated to a specific denomination, however,
increased with higher levels of religiosity (0.106 [0.037]).

Taking the religious minority status into account instead of the religiosity scale
(Model 3, Table 3) did not moderate the differences in depression scores between
the religious denominations in a significant manner. We find that members of a reli-
gious minority reported significantly more depressive feelings (0.192[0.034]) than
respondents who were not a member of a religious minority. The regional majority
denomination (Model 4, Table 3) was not related to individuals’ depressive feelings,
but a number of the interaction effects between the regional majority denominations
and being a member of a religious minority (Model 5, Table 3) were significant.
This means that the relation between being a member of a religious minority and
depressive feelings depends on the majority denomination of the region where the
individual resided. Being a member of a religious minority group was significantly
less depressive in a Roman Catholic majority region, a Muslim majority region, and
in a region without a majority than in a region with a Protestant majority. As Fig. 2
shows, the depressive feelings in individuals who were not religious minority mem-
bers were quiet similar across these regional majority denominations. At the same

@ Springer



2514 Journal of Religion and Health (2020) 59:2504-2530

Table 2 Multilevel analyses on relationship between depressive feelings and religious denomination

Model 1 Model 2

Coef. (SE) Coef. (SE)
Intercept 3.821  (0.126) *** 3.829  (0.126) ***
Denomination (ref. Protestant)
Roman Catholic 0.081 (0.037) * 0.087  (0.040) *
Eastern-Orthodox 0.237  (0.060) *%** 0.213  (0.066) **
Muslim 0.668  (0.066) *** 0.807  (0.077) ***
Other 0.297  (0.069) *** 0.466  (0.091) *%**
No affiliation 0.216  (0.033) ##* 0.272  (0.036) ***
Religiosity index 0.038 (0.013) ** 0.023  (0.029)
Interaction term
Denomination (ref. Protestant) X religiosity index

Roman Catholic X religiosity —0.010 (0.035)

Eastern-Orthodox x religiosity 0.072  (0.057)

Muslim X religiosity —0.165 (0.060) **

Other X religiosity —0.181  (0.071) **

No affiliation X religiosity 0.106  (0.037) **
Individual control variables
Period 2014 (ref. 2012) —0.127  (0.020) *#** —0.127 (0.020) ***
Female 0.396  (0.019) *** 0.391  (0.019) ***
Age_cen 0.127  (0.004) *%** 0.127  (0.004) *%**
Age? cen —0.001 (0.000) *** —0.001 (0.000) ***
Marital status (ref. unmarried)

Married/cohabiting —-0.777  (0.020) *** —0.776 (0.020) ***
Paid Employment (ref.no) —-0.591  (0.023) *** —0.592 (0.023) k**
Education_cen —-0.055 (0.003) *** —0.055 (0.003) F**
Income (ref. 80-120% of median income)

<50% of median income 0.745  (0.033) #k* 0.745  (0.033) ##*

50-80% of median income 0.280  (0.029) *** 0.279  (0.029) ***

> 120% of median income —-0.219 (0.025) *** —0.219 (0.025) ***

Missing -0.075 (0.030) * -0.075 (0.030) *
Country-level control variables
Former USSR_dum (ref. no) 0.422  (0.253) 0.420 (0.253)

GDP per capita (X 1000) -0.018 (0.008) * —-0.018 (0.008) *
Political stability —-0.356  (0.187) —-0.342  (0.187)

Intraclass correlation (null model): 11.6% at higher levels (10.5% country level and 1.1% regional level)

*p <0.050 *¥p <0.010 ***p <0.001 (two-sided); _cen=grand mean centered; N individual=71,627; N
region=268; N country =28

time, substantial differences in levels of depression could be established in reli-
gious minorities across these regional majority denominations. Most notably here
is the estimated mean level of depression in religious minorities in Muslim majority
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regions; here we find that religious minorities reported lower levels of depression
than inhabitants in that same region who were not a religious minority.

Model 6 (Table 3) additionally examines whether having a migration background
and/or having perceived religious discrimination mediated the associations between
depressive feelings and being a minority member in a specific religious context.
Being a member of a religious minority in a Protestant majority context was no
longer related to more depressive feelings than being a minority in a Roman Catho-
lic majority region, nor in a region without a religious majority, after taking these
control variables into account. The significant association between being a member
of a religious minority and depressive feelings only held in the Muslim majority
context (—0.899 [0.267]). In addition, first-generation (0.297[0.034]) and second-
generation migrants (0.250[0.036]) reported significantly more depressive feelings
compared to individuals without a migrant background. Respondents who reported
perceived discrimination based on their religion also reported significantly more
depressive feelings (0.410[0.089]).

Discussion and Conclusion

Our study contributes to this literature by examining variations in levels of depres-
sion across and within the major religious denominations in Europe. We find that
the Protestant population reports the lowest levels of depression, while the second
lowest levels of depression are found in the Catholic population. In addition, we
find that the non-affiliated population does not report the lowest levels of depres-
sion, which contrasts the vast majority of research on this topic (Dervic et al.
2004; Ellison 1991). The available research was, however, mainly restricted to the
USA, that is, a more religious setting. Our finding shows that mental health ben-
efits of being affiliated to a particular church are less straightforward in a less reli-
gious context, such as Europe. Highest levels of depression are found in the Mus-
lim population, followed by the population affiliated to other smaller religions and
the Eastern-Orthodox population. For the Muslim population, the higher levels of
depression could be explained by the closely intertwined nature of mental health
issues and religion, and the rigidity of the Islam when facing mental health issues.
Taking care of one’s mental health and overcoming everyday life difficulties are
seen as an individual responsibility, which is difficult to overcome without special-
ized care or support from the immediate environment—especially as it is highly
stigmatized (Baasher 2001; Haque 2004; Husain 1998; Lester 2006). For the East-
ern-Orthodox population, higher levels of depression are closely embedded in the
lower levels of church attendance, interrelatedness with nationalism and the lesser
extent in which they can personally shape their church (Wildmann 2012), provid-
ing less opportunities to use religion as a way to cope with their individual mental
health problems.

Second, mental health differences between the religious denominations can-
not be explained by differences in levels of religiosity between these groups, as
significant differences hold when we adjust for levels of religiosity. In general,
denominational differences in depression decrease among the more religious,
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with mental health differences between different denominations converg-
ing toward each other. Our results show that more religious people in general
report more depressive feelings. In the current research, we measured religios-
ity through a composite index of three measures: frequency of service attend-
ance, frequency of prayer, and religious salience. Previous research consistently
shows that people who attend services more frequently also report fewer men-
tal health problems (Schieman et al. 2013; Van de Velde et al. 2017). However,
the relationship between prayer and mental health is less straightforward, with
some studies showing that people who pray more frequently suffer more from
mental health problems, while other studies provide evidence for the opposite
direction. This association depends on the methods of prayer, as well as the per-
ceived nature of divine relations or images, which shows substantial variation
across denominations (Froese and Bader 2010). Future research should further
entangle these specific interactions. Our finding may be further explained by a
selection effect: People may be more inclined to turn to religious praxis in times
of distress (Bradshaw et al. 2008). At the same time, it is much less likely to
be selected into a particular denomination, especially within Christian heritage
societies such as Europe, where religion is much more historically embedded in
the cultural history of particular regions.

In contrast to the other denominations, within Muslim sample, more religious
people report fewer depressive feelings. This variation due to religiosity within the
Muslim sample may relate to the fact that higher levels of religiosity immediately
have a larger impact on everyday religious practices. In the case of Muslims, these
result in daily prayers five times a day, the active participation in social gatherings
(e.g., festivities and the Ramadan), and in no substance use (Husain 1998). Further-
more, this could also relate to the higher levels of religiosity among Muslim migrant
groups living as a minority in other European countries (Roy 2006). As high levels
of religiosity serve as a protective factor against other stressors, such as discrimina-
tion, or serve as a feature on which interpersonal relationships are based on (e.g.,
McPherson et al. 2001; Okulicz-Kozaryn 2010, 2019), this finding could be due to
a selection effect. Selection bias could occur as more religious or religiously visible
Muslims could then experience higher levels of discrimination (Kunst et al. 2012),
for which the benefits of being religious could also become more essential and make
them more in need to search actively for coping mechanisms (Foner and Alba 2008).
In this case, being more religious could result in a spiral due to negative encounters
in the immigrant country and strengthen the feeling to hold on even more to their
religious beliefs and practices.

Third, we find that the association between depressive feelings and being a
member of a religious minority is moderated by the religious context: Being a
member of a religious minority group is significantly less depressive in a region
with a Roman Catholic majority, a Muslim majority, and in a region without a
majority than in a region with a Protestant majority. The differences in levels
of depression in religious minorities across these varying religious contexts can
partly be attributed to migrant background or perceived religious discrimination.
With the exception of religious minorities within a Muslim majority region,
most of the differences between minority religious groups across different
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religious contexts do not hold when adjusted for these two factors. These find-
ings are in line with a substantial body of research on mental health disparities
in immigrants and ethnic minorities (Gkiouleka et al. 2018; Levecque and Van
Rossem 2015; Missinne and Bracke 2012). In a similar line, these studies relate
the health disadvantage in the migrant population to the distressing effects of
the migration process itself, as well as to the precarious socioeconomic condi-
tions and the experience of ethnic and religious discrimination in the country of
residence. Our results additionally disprove a possible healthy migrant effect,
which proposes a selective migration of healthy individuals. We, however, find
that migrants report more depressive feelings than people without a migrant
background do, and this health disadvantage is even more pronounced in the first
than in second generation.

The significant difference in levels of depression between religious minorities
in Muslim majority regions and Protestant majority regions, however, still holds
after controlling for these factors. Within Muslim majority regions, we find that
religious minorities in fact report lower levels of depression than individuals
who are not a member of a religious minority. Perhaps, minorities within this
setting benefit from engaging in homogeneous interpersonal networks within
their religious communities, which may counteract the negative impact of other
stressors related to occupying a minority position (McPherson et al. 2001; Oku-
licz-Kozaryn 2010, 2019). These results should, however, be interpreted with
caution given the relatively small sample size of religious minorities in Muslim
majority regions. In addition, with the exception of the Spanish Ceuta, these
Muslim majority regions are all located in Kosovo and Albania. Both regions
have been confronted with severe high levels of civil unrest and are among
the poorest regions in Europe. While these conflicts were rooted in national-
ism rather than religious intolerance (Musaraj 2013), the particularly higher lev-
els of depression among religious minorities in these regions may nonetheless
reflect the regions recent conflict-ridden and deprived circumstances, rather than
a particular distressing position of religious minorities within a Muslim majority
context.

Some additional limitations of our study need to be addressed. First, due to
data restrictions, we were not able to distinguish between active and inactive
members of a religious denomination. This might be of particular importance
within the European context, where many individuals are formally members of a
church, without actively participating in it. However, prevalence rates of active
membership (thereby excluding the inactive members) based on the World value
Survey are similar to the prevalence rates of our sample (May and Smilde 2016).
Second, these data restrictions also limited us to only examine differences across
the major religions in Europe, but thereby neglecting differences within these
religious groups. However, previous research has shown that health behavior
can vary considerably between different Protestant denominations (Van Tuber-
gen et al. 2005). We may also expect similar differences within the other major
denominations, especially if when a centralized leadership is not present. In the
same line, the current study uses the homogenous cut off point of 50% to define
the religious majority within a region. However, previous research showed that
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the mental well-being of religious minorities depends on the size of the reli-
gious majority. May and Smilde (2016), for example, find differences between
religious minorities living in countries where the Catholic majority is 90% or
more of the population and countries where the Catholic majority is between 51
and 89%. Unfortunately, we were unable to assess similar patterns due to small
sample size at these higher cutoff points for religious majorities. An additional
disadvantage of the data is that the surveys were conducted using the official
national languages. This means that migrants who do not fully master one of
the official languages of the country where they currently live are less likely to
be interviewed. This probably resulted in a sample bias toward the more inte-
grated groups of migrants (Van der Bracht et al. 2013). Finally, as with all other
cross-sectional surveys, it is difficult to distinguish the cause from the effect.
Religiosity and religious membership may help a person to cope with stress and
therefore reduce the likelihood of developing depression. However, depressed
people may also be more likely to turn to religion as a way of finding comfort in
times of need or, in contrast, experience a loss in faith. We can, however, assume
that changes in membership of a denomination are less likely than changes in
religious behavior. At the same time, it cannot be ruled out that people join a
specific denomination as a result of their depression, or renounce their member-
ship due to a depression. When interpreting our results, it is therefore important
to note possible reverse causation.

Nonetheless, our study contributes to the literature in several ways. First, our
study showed that the established mental health patterns in the Protestant and
Catholic population cannot be simply transcribed to the Eastern-Orthodox and
Muslim population, which to date were underrepresented in empirical research.
The same holds for the non-affiliated population, particularly within the Euro-
pean context. Second, we show that mental health in religious minorities is
highly dependent on the religious context. Future research that ignores these
contextual findings is limited in terms of generalization.

Appendix

See Table 4.
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Table 4 Majority denomination
and sample size per region

Country Region Majority
Albania Dibér Muslim
Durrés Muslim
Kukés Muslim
Lezhé Muslim
Shkodér Muslim
Elbasan Muslim
Tirana Muslim
Berat Eastern-Orthodox
Fier Muslim
Gjirokastér Muslim
Korgé Muslim
Vloré Not affiliated
Austria Burgerland Roman Catholic
Lower Austria Roman Catholic
Vienna No majority
Carinthia Roman Catholic
Styria Roman Catholic
Upper Austria Roman Catholic
Salzburg Roman Catholic
Tyrol Roman Catholic
Vorarlberg Roman Catholic
Belgium Brussels No majority
Prov. Antwerpen Not affiliated
Prov. Limburg Not affiliated
Prov. Oost-Vlaanderen Not affiliated
Prov. Vlaams-Brabant Not affiliated
Prov. West-Vlaanderen Not affiliated
Prov. Brabant Wallon Not affiliated
Prov. Hainaut Not affiliated
Prov. Liege Not affiliated
Prov. Luxembourg Not affiliated
Prov. Namur Not affiliated
Bulgaria Vidin Not affiliated
Montana Eastern-Orthodox
Gabrovo Eastern-Orthodox
Dobrich Eastern-Orthodox
Sofia (region) Eastern-Orthodox
Haskovo No majority
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Table 4 (continued)
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Country Region Majority
Switzerland Lake Geneva region No majority
Espace Mittelland No majority
Nordwestschweiz No majority
Zurich No majority
Ostschweiz No majority
Zentralschweiz No majority
Ticino Roman Catholic
Cyprus Cyprus Eastern-Orthodox
Czech Republic  Hlavni mesto Praha Not affiliated
Stredocesky kraj Not affiliated
Jihocesky kraj Not affiliated
Plzensky kraj Not affiliated
Ustecky kraj Not affiliated
Kralovehradecky kraj Not affiliated
Jihomoravsky kraj Not affiliated
Zlinsky kraj Not affiliated
Germany Baden-Wiirttemberg No majority
Bayern No majority
Berlin Not affiliated
Brandenburg Not affiliated
Bremen Not affiliated
Hamburg Not affiliated
Hessen No majority
Mecklenburg-Vorpommern Not affiliated
Niedersachsen No majority
Nordrhein-Westfalen No majority
Rheinland-Pfalz No majority
Saarland Roman Catholic
Sachsen Not affiliated
Sachsen-Anhalt Not affiliated
Schleswig—Holstein No majority
Thiiringen Not affiliated
Denmark Hovedstaden Not affiliated
Sjelland No majority
Syddanmark Protestant
Midjylland Protestant
Nordjylland Protestant
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Table4 (continued) Country Region Majority

Estonia Pohja-Eesti Not affiliated
Ladne-Eesti Not affiliated
Kesk-Eesti Not affiliated
Kirde-Eesti Eastern-Orthodox
Lduna-Eesti Not affiliated

Spain Galicia Roman Catholic
Principado de Asturias Roman Catholic
Cantabria Roman Catholic
Pais Vasco No majority
Comunidad Foral de Navarra  Not affiliated
La Rioja Roman Catholic
Aragén Roman Catholic
Comunidad de Madrid Roman Catholic
Castilla y Leon Roman Catholic
Castilla-La Mancha Roman Catholic
Extremadura Roman Catholic
Catalufia No majority
Comunidad Valenciana Roman Catholic
Illes Balears Not affiliated
Andalucia Roman Catholic
Region de Murcia Roman Catholic
Ciudad Auténoma de Ceuta ~ Muslim
Ciudad Auténoma de Melilla Roman Catholic
Canarias Roman Catholic

Finland Keski-Suomi No majority

Eteld-Pohjanmaa
Southwest Finland
Kanta-Hiame

Pohjois-Savo

Not affiliated
Not affiliated
Protestant

No majority
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Table 4 (continued)

Country Region Majority
France fle de France No majority
Champagne-Ardenne Not affiliated
Picardie Not affiliated
Haute-Normandie Not affiliated
Centre Not affiliated
Basse-Normandie No majority
Bourgogne Not affiliated
Nord-Pas-de-Calais Not affiliated
Lorraine No majority
Alsace No majority
Franche-Comté Not affiliated
Pays de la Loire Not affiliated
Bretagne Not affiliated
Poitou—Charentes Not affiliated
Aquitaine Not affiliated
Midi-Pyrénées No majority
Limousin Not affiliated
Rhone-Alpes Not affiliated
Auvergne Not affiliated
Languedoc-Roussillon Not affiliated

Provence-Alpes-Cote d’Azur ~ Not affiliated

UK North East Not affiliated
North West No majority
Yorkshire and the Humber Not affiliated
East Midlands Not affiliated
West Midlands No majority
East of England Not affiliated
London No majority
South East Not affiliated
South West Not affiliated
Wales Not affiliated
Scotland Not affiliated
Northern Ireland No majority
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Table4 (continued) Country Region Majority
Hungary Budapest Not affiliated
Pest Not affiliated
Komarom-Esztergom No majority
Vas Not affiliated
Somogy No majority
Heves Not affiliated
Jasz-Nagykun-Szolnok No majority
Békés Roman Catholic
Ireland Border Roman Catholic
Midland Roman Catholic
West Roman Catholic
Dublin Roman Catholic
Mid-East Roman Catholic
Mid-West Roman Catholic
South-East Roman Catholic
South-West Roman Catholic
Iceland Hotfudborgarsvaedid Not affiliated
Landsbyggd Not affiliated
Italy Piemont Roman Catholic
Liguria No majority
Lombardia Roman Catholic
Abruzzo Roman Catholic
Campania Roman Catholic
Puglia Roman Catholic
Basilicata Roman Catholic
Calabria Roman Catholic
Sicilia Roman Catholic
Sardegna Roman Catholic
South Tyrol Roman Catholic
Trento Roman Catholic
Veneto Roman Catholic

Friuli-Venezia Giulia
Emilia-Romagna
Toscana

Umbria

Marche

Lazio

Roman Catholic
Roman Catholic
Roman Catholic
Roman Catholic
Roman Catholic

Roman Catholic
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Table 4 (continued)

Country Region Majority
Lithuania Alytaus apskritis Roman Catholic
Kauno apskritis Roman Catholic
Klaipédos apskritis Roman Catholic
Marijampolés apskritis Roman Catholic
Panevépio apskritis Roman Catholic
Diaulig apskritis Roman Catholic
Tauraggs apskritis Roman Catholic
Teldig apskritis Roman Catholic
Utenos apskritis Roman Catholic
Vilniaus apskritis Roman Catholic
Netherlands Groningen Not affiliated
Friesland Not affiliated
Drenthe Not affiliated
Overijssel Not affiliated
Gelderland Not affiliated
Flevoland Not affiliated
Utrecht Not affiliated
Noord-Holland Not affiliated
Zuid-Holland Not affiliated
Zeeland Not affiliated
Noord-Brabant Not affiliated
Limburg Not affiliated
Norway Oslo og Akershus Not affiliated
Hedmark og Oppland Not affiliated
Sgr-Ostlandet Not affiliated
Agder og Rogaland Protestant
Vestlandet No majority
Trgndelag Not affiliated
Nord-Norge Protestant
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Table 4 (continued)

Country Region Majority
Poland Lodzkie Roman Catholic
Mazowieckie Roman Catholic
Malopolskie Roman Catholic
Slaskie Roman Catholic
Lubelskie Roman Catholic
Podkarpackie Roman Catholic
Swietokrzyskie Roman Catholic
Podlaskie Roman Catholic
Wielkopolskie Roman Catholic
Zachodniopomorskie Roman Catholic
Lubuskie Roman Catholic
Dolnoslaskie Roman Catholic
Opolskie Roman Catholic
Kujawsko-pomorskie Roman Catholic
Warminsko-mazurskie Roman Catholic
Pomorskie Roman Catholic
Portugal Norte Roman Catholic
Algarve Roman Catholic
Centro Roman Catholic
Lisboa Roman Catholic
Alentejo Roman Catholic
Sweden Stockholms ldn Not affiliated
Uppsala lén Not affiliated
Kronobergs ldn Not affiliated
Dalarnas lidn Not affiliated
Slovenia Dalarnas lidn Not affiliated
Podravska Roman Catholic
Gorenjska Roman Catholic
Slovakia Gorenjska Roman Catholic

Trnavsky kraj
Treneiansky kraj
Banskobystricky kraj
Kosicky kraj

Roman Catholic
Roman Catholic
Roman Catholic

No majority
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Table 4 (continued)

References

Country Region Majority

Ukraine Kosicky kraj No majority
Vynnytska oblast Eastern-Orthodox
Volynska oblast Eastern-Orthodox
Dnipropetrovska oblast Eastern-Orthodox
Donetska oblast Eastern-Orthodox
Zhytomyrska oblast Eastern-Orthodox
Zakarpatska oblast Eastern-Orthodox
Zaporizska oblast Eastern-Orthodox
Kyivska oblast Eastern-Orthodox
Kirovogradska oblast Not affiliated
Luganska oblast Eastern-Orthodox
Lvivska oblast Roman Catholic
Mykolaivska oblast Not affiliated
Odesska oblast No majority
Poltavska oblast No majority
Rivenska oblast Eastern-Orthodox
Sumska oblast Eastern-Orthodox
Ternopilska oblast Eastern-Orthodox
Kharkivska oblast Eastern-Orthodox
Khersonska oblast Eastern-Orthodox
Khmelnitska oblast Eastern-Orthodox
Cherkasska oblast Eastern-Orthodox
Chernovytska oblast Eastern-Orthodox
Chernigivska oblast Eastern-Orthodox
Kyiv city Eastern-Orthodox

Kosovo Pristhina Muslim
Mitrovica Muslim
Prizren Muslim
Gjakova Muslim
Gjilan Muslim
Peja Muslim
Ferizaj Muslim
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