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Abstract
Numerous studies have identified religious correlates of health indicators, but rel-
atively few have been conducted among Jewish populations in Israel or the dias-
pora. This study investigates the possibility of a religious gradient in physical and 
mental health and well-being across the familiar categories of Jewish religious 
identity and observance in Israel: hiloni (secular), masorti lo dati (traditional, non-
religious), masorti (traditional), dati (religious or Orthodox), and charedi (ultra-
Orthodox). Data are from Jewish respondents aged 18 and over (N = 2916) from the 
Israeli sample of the new, 22-nation Global Flourishing Study, which used strati-
fied, probability-based sampling and assessed demographic, socioeconomic, politi-
cal, religious, health-related, and other variables. This analysis investigated religious 
differences in nine indicators of physical and mental health and well-being among 
Israeli Jews. Using a strategy of one-way ANOVA and ANCOVA, adjusting for 
complex sampling design components, a statistically significant “dose-response”-
like gradient was found for eight of the outcome measures, validated by additional 
multiple comparison tests. For four “positively” worded indicators (physical and 
mental health, happiness, and life satisfaction), scores increased consistently from 
the hiloni to the charedi categories. For four of five “negatively” worded indicators 
(bodily pain, depression, anxiety, and suffering), scores decreased across the same 
categories. Results withstood adjusting for effects of age, sex, education, marital sta-
tus, urbanicity, income, and nativity (whether born in Israel). Among Israeli Jews, 
greater religiousness was associated with higher levels of health and well-being and 
lower levels of somatic and psychological distress.
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Introduction

Many determinants have been observed to drive population health disparities, 
including socioeconomic status, access to medical care, and various behavioral 
risk factors (Braverman, 2023). Often overlooked is the substantial, if not fully 
understood, body of empirical research findings on religious correlates and 
determinants of health, illness, and morbidity, both physical and mental (Koenig 
et  al., 2024). Thousands of studies have identified lower rates of many chronic 
and acute conditions and higher rates of health and well-being by religiousness, 
across religions, nations, and social and demographic groups, dating back dec-
ades (Levin, 2018). Most have been conducted among Christians or in the general 
population, so the extent to which such findings apply to Jews is inconclusive. 
Research has been relatively sparse among Jewish populations, in both Israel and 
the Jewish diaspora, although existing findings are suggestive of an association 
(Levin, 2013).

Such an association, if validated, may be of potential relevance to epidemi-
ologists, health services researchers, and healthcare policymakers. In Israel, 
especially, it has been noted that “a person’s affiliation on the religious-secular 
continuum is increasingly recognized in the research literature as the most accu-
rate predictor on a broad range of topical issues” (Cohen, 2021, p. 165), includ-
ing political identity, public policy stances, marital and family relations, use of 
mental health services, prosocial behavior, military service, and other outcomes. 
Research in Israel, the U.S., and elsewhere since the 1990s suggests that levels of 
Jewish observance may also influence rates of morbidity, both physical (Levin, 
2012a; Shmueli, 2007) and mental (Pirutinsky & Rosmarin, 2022; Rosmarin 
et  al., 2009a, 2009b), and even mortality (Kark et  al., 1996), such that greater 
observance is associated with greater well-being and longevity, depending upon 
the particular health indicators being examined as well as the specific populations 
under study.

Interestingly, there is some evidence for a religious gradient here—akin to a 
“dose-response” relationship (Porta, 2014, p. 83)—when it comes to Jewish 
observance (Levin, 2011), although this metaphor is invoked here cautiously. 
Still, a considerable number of pasukim (verses) in the Torah describe certain 
religious beliefs and practices as consequential for health (Preuss, 1993), and the 
chazal (rabbinic sages) and later rabbis devoted considerable attention to the pos-
sible health impact of fidelity to halachah (Jewish law), a notable example being 
the Rambam (Bar-Sela et al., 1964). While such a perspective may be challeng-
ing for some secular physicians and health scientists, authoritative rabbinic inter-
pretations of Jewish religious tenets inform the derivation of Jewish bioethical 
principles (Steinberg, 2001) and thus the decision-making calculus and actions 
of religious Jews when it comes to health-impacting behaviors (Feldman, 1986).

Longstanding research suggests that Jewish religious observance may influ-
ence physical health, or at least perceptions of one’s health, both overall (Levin, 
2015) and in terms of specific symptoms such as pain (Mechanic, 1963), per-
haps through providing psychosocial resources for positive religious coping 
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(Pargament, 2001). There is also some evidence that religious Jews tend to expe-
rience less depression (Pirutinsky & Rosmarin, 2018) and anxiety (Rosmarin 
et al., 2009a, 2009b) than the non-religious, findings consistent with decades of 
research among non-Jews (Koenig, 2018). This may indicate a protective effect 
of religiousness, epidemiologically speaking, such as through “the regulative and 
integrative function of belonging to a religious community” (Anson et al., 1991, 
p. 119). Alternatively, Jewish beliefs and practices may provide a lens to reinter-
pret one’s suffering in a way that reframes and perhaps lessens its psychologi-
cal impact (Heilman & Witztum, 2000). As well, there may be a stigma among 
the most religious Jews which could lead to an underreporting of psychological 
symptoms (Baruch et al., 2014; Pirutinsky & Rosmarin, 2022) compared to lib-
eral or secular Jews. Finally, additional research among both Israeli and diaspora 
Jews has identified religious correlates of affective and cognitive markers of gen-
eral well-being, such as happiness and life satisfaction (Levin, 2012b), again per-
haps operating through “a strong sense of belonging to a community [which] ena-
bles individuals to prioritize more hedonic aspects of their lives” (Russo-Netzer 
& Bergman, 2020, p. 233).

The present study was encouraged by an unprecedented opportunity to validate 
these observations using data from the brand new Global Flourishing Study (GFS), 
a 22-nation, multiwave population survey which includes demographic, social, eco-
nomic, political, religious, personality, childhood, community, health- and well-
being-related, and character-based measures (Johnson & VanderWeele, 2022). In 
some nations, the sample size is as great as 10,000 respondents. The GFS is one of 
the largest and most expensive global studies of its type ever conducted, and it ser-
endipitously contains a large, nationally representative population sample of Israeli 
adults and assessment of physical and mental health and Jewish religious identity 
and observance, among other religious variables (Johnson et al., 2023). This sample 
enables examination of Jewish religious differences in multiple physical and men-
tal health indicators, as well as validation of a possible Jewish religious gradient in 
these outcomes.

Method

The Global Flourishing Study

As noted, the GFS is a multinational, household population survey of adults aged 
18 or over which includes an Israeli sample. It is a joint project of Baylor Univer-
sity and Harvard University, in conjunction with the Gallup Organization which, 
at present, has collected the first of five annual waves of panel data. Sampling and 
data collection methodology varied across countries, including probability- and 
non-probability-based samples, with and without random digit dialing, and various 
forms of interviewing (Ritter et al., 2023). The GFS is administered in partnership 
with the Center for Open Science, which is overseeing data access to the project’s 
nearly 50 investigators. One year after each wave of data collection is completed, 
the previous wave’s data will become publicly accessible. This will become a great 
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resource for the scientific community, enabling investigation of both within-coun-
try and between-country patterns of and associations among numerous well-being-
related measures (Case et al., 2023).

The Israeli survey used a stratified, probability-based sampling design (N = 3669), 
with data collected through Computer-Assisted Personal Interviews in Hebrew or 
Arabic, utilizing a professionally translated and piloted questionnaire. It had an 
AAPOR Response Rate 3 of 66.6% for the final sample. Fieldwork was conducted 
from November 7, 2022, to November 23, 2023. The analyses reported below 
account for complex survey design components including weight, primary sampling 
unit (PSU), and strata variables provided by Gallup. Analyses were restricted to 
self-identified Jewish respondents (N = 2958, or 80.62% of the sample) (Ritter et al., 
2023) who were asked about the Israel-specific Jewish religious category or tradition 
with which they identify. Of these, factoring out nonresponses, out of a total of 2916 
respondents, 1220 (41.8%) identified as hiloni (secular), 564 (19.3%) as masorti lo 
dati (traditional, non-religious), 308 (10.6%) as masorti (traditional), 403 (13.8%) 
as dati (religious or Orthodox), and 421 (14.4%) as charedi (ultra-Orthodox). These 
five categories are an expansion of the familiar four-category taxonomy used to clas-
sify Israeli Jews in national data collection efforts, such as the Israel Social Survey 
and other studies (Cooperman et al., 2016). In contrast to how religiously practicing 
Jews are classified in North America (e.g., Reform, Reconstructionist, Conserva-
tive, Orthodox, etc.), these categories are not denominations or movements, strictly 
speaking, but rather labels or clusters which have religious as well as social and cul-
tural significance (Zuckerman, 1996).

Measures

Nine single-item indicators are investigated in the present study. These include 
physical health and mental health (both assessed by a self-rating ladder scale 
coded: 0 = poor health to 10 = excellent health), presence of health problems that 
restrict activity (coded: 0 = no, 1 = yes), bodily pain during the past 4 weeks (coded: 
1 = none at all, 2 = not very much, 3 = some, 4 = a lot), feelings of depression and 
anxiety in the last 2 weeks (both coded: 1 = not at all, 2 = several days, 3 = more than 
half the days, 4 = nearly every day), any type of physical or mental suffering (coded: 
1 = not at all, 2 = not very much, 3 = some, 4 = a lot), happiness (a self-rating ladder 
coded: 0 = extremely unhappy to 10 = extremely happy), and life satisfaction (a self-
rating ladder coded: 0 = not all satisfied with your life to 10 = completely satisfied 
with your life).

Analyses adjust for effects of several known sociodemographic correlates of phys-
ical and/or mental health. These are age (in years), sex (coded: 0 = male, 1 = female), 
education (9 categories coded: 0 = no formal education to 8 = Ph.D.), marital sta-
tus (6 categories collapsed to: 0 = not married, 1 = married), urbanicity (coded: 1 = a 
rural area or on a farm, 2 = a small town or village, 3 = a suburb of a large city, 
4 = a large city), nativity (coded: 0 = born in another country, 1 = born in Israel), 
and income (an assessment of feelings about household income, coded: 1 = find-
ing it very difficult on present income, 2 = finding it difficult on present income, 
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3 = getting by on present income, 4 = living comfortably on present income). This 
latter measure was used in lieu of the survey’s more standard monthly household 
income variable due to numerous missing values that would have lowered the avail-
able sample size considerably.

Data Analysis

Descriptive statistics for the study’s health and well-being indicators and sociode-
mographic covariates include means, standard deviations, and Pearson (r) correla-
tions as calculated using Stata 18. These analyses partial out (i.e., adjust for effects 
of) three complex sampling design variables (accounting for annual nation-specific 
weight, PSU, and sampling strata), which by default requires listwise deletion of 
missing values (N = 2801).

Differences in health and well-being across Jewish categories are analyzed 
through a strategy of one-way ANOVA (bivariate) and ANCOVA (multivariable) 
analyses conducted separately for each outcome variable, again using Stata 18. The 
ANCOVAs adjust for effects of the sociodemographic covariates (age, sex, educa-
tion, marital status, urbanicity, nativity, and income). Both sets of analyses also 
adjust for effects of the three sample weighting variables. The F-test and P-value 
results reported in Table 2 are based on the “Type III” solution, which is calculated 
adjusting for effects of all other variables in a respective model (Littell et al., 2002). 
Additionally, multiple comparison tests are run to identify any statistically signifi-
cant differences among each pair of the five respective religious categories, not just 
overall across all of them. There are many types of such tests (Midway et al., 2020), 
and the present analyses are run with a Bonferroni correction (Abdi, 2007), which 
uses a corrected p-value of 0.005 (i.e., 0.05/10, for the ten different comparisons 
among the five religious categories for each dependent variable), an appropriate 
choice for this type of analysis (VanderWeele & Mathur, 2019). Due to missing val-
ues, N’s vary modestly across outcome variables (from 2808 to 2824).

Results

The results in Table 1 present descriptive statistics for all of the outcome and soci-
odemographic variables, as well as the correlations among them. There is much 
more to report than can be summarized here in the text. However, among the most 
interesting findings are that self-rated physical health is higher among younger, 
male, urban, higher-income, and native-born respondents; while, self-rated mental 
health is higher among the same groups plus married individuals. Depression and 
anxiety are higher among older, female, unmarried, non-urban, lower-income, and 
non-native respondents. Happiness and life satisfaction are higher among younger, 
male, married, urban, higher-income, and native-born respondents.

Differences in physical and mental health and well-being across categories of 
Jewish identity and observance show a consistent gradient for eight of the nine indi-
cators such that identifying with a category characterized by greater religiousness 
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is associated with greater health and well-being and less illness and 
distress (see Table  2). For the four “positively” worded indicators 
(physical and mental health, happiness, and life satisfaction), scores 
increase from the hiloni to the charedi categories. For four of the five 
“negatively” worded indicators (bodily pain, depression, anxiety, and 
suffering), scores decrease across the same categories. Only for health 
problems is there no consistent gradient, although results nonetheless 
point to a statistically significant difference across categories. Further, 
adjusting for effects of well-known sociodemographic correlates of 
these outcomes does not eliminate the statistical significance of these 
findings. Finally, results of multiple comparisons tests (see Table  2 
footnote) underscore the presence of a health-promoting gradient from 
the least religious (hilonim) to the most religious (charedim) respond-
ents for eight of the nine outcome variables.

Discussion

As anticipated, based on prior research on Jewish and other popula-
tions, a generally salutary association is observed between the five cat-
egories of religious identity and observance and several indicators of 
health and well-being among Israeli Jews. Besides the ability to vali-
date this observation using a nationally representative population sam-
ple, what the present findings show are the uniformity of such an asso-
ciation regardless of the indicators examined as well as the consistency 
of this association in almost a “dose-response” fashion across the 
five religious categories used for Israeli Jews. Based on these results, 
which mostly confirm and elaborate on those of earlier studies using 
smaller samples and a more limited set of outcomes, positive findings 
among Israeli Jews can be safely (if cautiously) read into the ongoing 
empirical research literature on religion and health.

Limitations

A few study limitations can be identified, but we do not believe that 
they significantly diminish the value of these findings. These include 
issues related to study design, measurement, and data collection.

First, an important limitation is the use of a prevalence survey (i.e., 
cross sectional) design and reliance on single-item outcome measures. 
As with all prevalence surveys, this design feature limits attribution of 
positive findings to etiologic or other causal mechanisms, and inhib-
its accurate estimation of risk or odds (Lash & Rothman, 2021). This 
concern, however, generally does not come into play in a prevalence 
survey, as the intention is not to estimate associations but to document 
the magnitude of “caseness” in a population for respective disease or 
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health outcomes at one point in time (point prevalence) or over a period of time 
(period prevalence) (Habibzadeh & Habibzadeh, 2020). In this instance, the first 
wave of the GFS data simply served to identify cases of the outcomes under study 
roughly during the year of 2023.

Regardless, this putative limitation is countered in the present study with signifi-
cant advantages: use of a nationally representative probability-based sample of the 
adult Israeli population; a large sample totaling nearly 3000 Jewish respondents; and 
the potential to compare findings, on health and other constructs, to data from the 
other 21 countries surveyed in the GFS. Because the GFS will eventually consist 
of five waves of panel data, the present findings can also serve as a baseline that 
may be validated longitudinally and prospectively. Through epidemiologic methods 
there thus will be an opportunity to estimate true risk or odds, not solely prevalence-
based associations, as well as to map trajectories of physical and mental health and 
well-being in the Israeli population over time stratified by any of the other socio-
economic, behavioral, psychosocial, and religious measures in the study. This alone 
promises to be a major contribution to population-health research in Israel.

Second, there is a lack of conceptual specificity in certain indicators due to their 
wording. For example, one of the health indicators assesses “health problems that 
restrict activity,” and it is measured on a binary (yes/no) metric. There is no probe, 
however, to identify what such health problems are, although the main target of 
what is assessed is specifically whether such problems restrict activity. In that sense, 
this variable is roughly equivalent to a standard, single-item, self-report indicator 
of activity limitation or overall disability or what is sometimes termed functional 
health (Haley & Andel, 2010).

Third, as data collection took place in Israel through November 23, 2023, the 
study was thus still in the field following the October 7th terrorist attacks. No data 
are available on whether or how either the response rate or actual responses to ques-
tions (e.g., on mental health) in this study differed among respondents sampled 
before and after the attacks, although there is evidence from other research that 
reports of psychopathology were elevated among some Israelis post-attack, but not 
primarily Israeli Jews (Groweiss et al., 2024). Regarding the present study, as these 
events occurred at the tail end of the first year’s wave of data collection, 11 months 
in, we do not believe that this would have appreciably impacted on the overall find-
ings from the entire sample reported in these analyses. To be clear, however, this 
is conjecture; there is no way to know for certain. Perhaps something here may be 
deduced when comparing these findings to those from the subsequent waves of data.

Implications

The magnitude and consistency of these findings suggest some useful applications. 
First, they may provide helpful information on Jewish religion for healthcare plan-
ners and policymakers in Israel (Halevy & Halevy, 2015). The distribution and utili-
zation of health and mental health services varies by religious subgroups, including 
among Jews, an observation first made decades ago in the U.S. in the famous Mid-
town Manhattan Study (Srole & Langner, 1962).Some evidence exists of disparities 
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in healthcare use in Israel by ethnic origin and religion (Clarfield et  al., 2017), 
although this has not been as widely studied or documented.

Second, these findings can inform the work of clinicians, especially mental health 
providers who treat religious Jews (Loewenthal, 2006). The gradient observed here, 
reinforced by the consistent findings of the multiple comparison tests, may provide 
insights that better direct clinical and pastoral resources to particular individuals and 
geographical enclaves where they can have the greatest impact. The needs of charedi 
patients, especially, may differ from those of other Jews and thus require special sen-
sitivity (Stolovy et al., 2013), although, at least according to the present study, they 
appear to be doing very well compared to other Israeli Jews.

Third, observation of a religious gradient, and its direction, may challenge pre-
vailing perceptions about the psychological status and quality of life of religious 
Jews and those whose lives are organized around strict observance of religious ritu-
als (Dein & Loewenthal, 2013). Social and behavioral scientists in Israel and the 
diaspora may have jaundiced views about mental health and well-being among 
datim and charedim, and among religious patients or clients in general, based on 
secular perspectives that, historically, have tended to dominate the psychiatry and 
the mental health professions (Nissen et al., 2018). There is evidence that this is less 
the case today than it has been in the past (Curlin et al., 2007), so, also taking into 
account the present findings, these tacit views about mental health among very reli-
gious patients may require some updating.

Fourth, Israeli demographers may find these results instructive for understand-
ing the complex and dynamic relationships over time among religion, population 
age structure, economic development, and population health (Deaton, 2011). A 
study using data from the 2004 Israel National Health Survey found the associa-
tion between religiousness and physical and mental health among Israeli Jews to be 
U-shaped—that is, better among hilonim and charedim and worse among those in 
the middle (Brammli-Greenberg et al., 2018), a finding also observed in a 2005 anal-
ysis of self-reported mental health in a sample of Jewish Israeli students (Vilchinsky 
& Kravetz, 2005). The present findings suggest that the situation has since evolved, 
such that health and well-being increase consistently as one moves “rightward” on 
the religious spectrum. As the most religious Jews also exhibit the highest total fer-
tility rate (Stone, 2023)—i.e., the average number of live births per woman over her 
lifetime—it will be interesting to observe how demographic changes over the next 
couple generations impact on the health of the Israeli population.

Conclusion

Findings from the nationally representative Israeli sample of the population-based 
Global Flourishing Study point to a consistent religious gradient in multiple indi-
cators of physical and mental health and well-being. The greater the level of one’s 
Jewish religious observance, according to self-reported religious identity, the higher 
the ratings of “positive” indicators (physical health, mental health, happiness, life 
satisfaction) and the lower the ratings of “negative” indicators (health problems, 
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bodily pain, depression, anxiety, suffering). These findings have implications for 
policymakers, clinicians, social scientists, and demographers in Israel.
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