
The Religion & Physical 
 Health Connection

What Does the Best Science Reveal?
Loren D. Marks,1 Shima B. Baughman,2 Harold G. Koenig,3  
Jared R. Robbins,4 Paul W. Lambert,5 and Elijah L. Nevares6

REPORT REPORT   

22

Religion &  Religion &  
Human FlourishingHuman Flourishing

A THREE-REPORT SERIES

EMBARGOED: Do not publish before June 4, 2026



The Religion & Physical Health Connection          2EMBARGOED: Do not publish before June 4, 2026

Religion & Human Flourishing Executive Summary .  .  .  .  3
		  Scope & Methodological Approach .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  3 
		  Overview of Findings Across Domains .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  4
		  Mental Health .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  5
		  Physical Health .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  5
		  Social and Relational Health . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5
		  Policy Implications and Recommendations  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  6
		  Conclusion .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  6
REPORT 2 - The Religion & Physical Health Connection .  .  . 7
		  What is Salvation (for Now)?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 7
		  What We Learned in Report 1: Religion and Psychological Health  .  .  .  .  .  . 7 
		  Harold Koenig and the Handbooks of Religion and Health .  .  .  .  .  .  .  .  .  .  .  8
		  Topic 1: Religion and Disease Prevention, Detection, and Compliance . . . . 10
		  Topic 2: Religion, Exercise, and Physical Activity .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  11
		  Topic 3: Religion, Diet, and Weight  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 12
		  Topic 4: Religion and Heart Disease  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 13
		  Topic 5: Religion and Hypertension/Blood Pressure  . . . . . . . . . . . . . . 14
		  Topic 6: Religion and Cerebrovascular Disease  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 15
		  Topic 7: Religion and Alzheimer’s Disease and Other Dementias .  .  .  .  .  . 16
		  Topic 8: Religion and Immune Function .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 17
		  Topic 9: Religion and Stress Hormones  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 18
		  Topic 10: Religion and Cigarette Smoking  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 19
		  Topic 11: Religion and Cancer  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  20
		  Topic 12: Religion and Basic Physical Functioning  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 21
		  Topic 13: Religion and Chronic Pain .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  22
		  Topic 14: Religion, Substance Abuse, and Addiction  .  .  .  .  .  .  .  .  .  .  .  .  .  23
		  Topic 15: Religion, Mortality, and Longevity .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  25
	 	 Conclusion: The Physical Health Dimension of Religion  
		  and Human Flourishing  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  28
Appendix A: Notable Findings  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 31
References .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  37
Executive Summary Endnotes .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  48
The Religion & Physical Health Connection Endnotes  .  .  .  .  .  .  .  .  .  .  .  50

Contents



The Religion & Physical Health Connection          3EMBARGOED: Do not publish before June 4, 2026

Religion & Human Flourishing  
Executive Summary
 

Over the past several decades, religion has moved from 
the center of American public life toward the margins. 
Most Americans now say religion is losing influence, 
and participation has declined across much of the 
developed world.1 At the same time, many Americans 
have shifted sources of identity and moral meaning away 
from religious commitments toward politics, popular 
culture, science, or some combination of the three.2 As 
this shift continues, it invites closer examination of how 
changes in religious involvement relate to individual well-
being—including mental and physical health—as well as 
to family relationships and broader social life. Drawing 
on thousands of the most rigorous medical and social science studies available,³ this three-report 
series provides a clear, evidence-based answer. Religious involvement is most often associated with 
significant benefits across domains—including linkages to better mental health, improved physical 
health, and stronger family and community connections.4 Taken together, the evidence suggests 
that religion remains a powerful but frequently overlooked resource for human flourishing, one 
whose role merits greater attention in research and policy discussions.

Scope and Methodological Approach
This executive summary synthesizes findings from the three-part series Religion and Human 
Flourishing, published by the Wheatley Institute at Brigham Young University. Each report draws 
primarily on the findings of the Handbook of Religion and Health, 3rd ed. (2024), authored 
by Harold G. Koenig, Tyler J. VanderWeele, and John R. Peteet—scholars who have played a 
central role in shaping the scientific study of religion and health since the publication of the first 
Handbook in 2001.5

The research literature expanded rapidly from the first edition in 2001, which reviewed just over 
1,200 studies,6 and the second edition in 2012, which cataloged approximately 2,800 studies from 
a single decade alone.7 By the time of the third edition in 2024, tens of thousands of peer-reviewed 
studies on religion and health were available.8 Faced with this dramatic growth, Koenig and his 
coauthors undertook an extensive screening process, systematically focusing on studies meeting 
stringent methodological criteria, including large samples, careful statistical controls, and clinically 
or socially meaningful outcomes.9

Because many studies report null findings, this series focuses specifically on studies reporting 
statistically significant associations, allowing for clearer comparisons between beneficial and 
harmful relationships between religion and mental, physical, and social health. This excludes null 
findings, which are typical in any body of medical research and which neither support nor undermine 
the central claim. The result is a careful, high-confidence synthesis of what the strongest available 
scientific evidence reveals about religion and human flourishing.

Religious involvement is 
most often associated with 
significant benefits across 
domains—including linkages 
to better mental health, 
improved physical health, 
and stronger family and 
community connections.
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Overview of Findings Across Domains
Across the three reports, we examine at least two dozen distinct mental, physical, and social health 
phenomena. At a broad level, the evidence consistently points in one direction: religious involvement 
is far more often associated with beneficial outcomes than harmful ones.10

To illustrate the distribution and strength of findings across domains, Figure 1 presents a 
comparative summary of high-quality studies examining relationships between religion and 
mental health, physical health, and social and behavioral health. The largest number of positive 
findings appears in the literature on mental health, followed by the research on physical health—
reflecting the size and maturity of those research fields. Although the corpus on social and 
relational health includes fewer total studies overall, it shows a striking pattern: positive findings 
overwhelmingly outnumber negative ones, with comparatively little evidence of harm. Figure 
1 demonstrates that across all three domains—whether measured by the volume of evidence 
or by the balance of outcomes—religious involvement is far more often associated with better 
outcomes than negative ones.

 
 
 
 
 
 
 

FIGURE 1: Comparison of high-quality studies reporting positive, negative, and mixed associations 
between religious involvement and outcomes across mental health, physical health, and social 
and behavioral health domains. Counts reflect studies meeting the inclusion criteria outlined in 
the 2024 Handbook.
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Mental Health

The first report, The Religion and Mental Health 
Connection, reviews the highest-quality studies 
on religious involvement and its relationship to 
psychological well-being, emotional functioning, and 
psychiatric outcomes. Studies reporting positive 
associations between religious involvement and mental 
health (961) outnumber those reporting negative 
associations (101) by approximately 10:1.11

The strongest evidence links religious involvement to 
lower suicide risk,12 better coping with stress,13 reduced 
substance abuse and addiction,14 and higher levels of hope, meaning, and life satisfaction.15 Although 
harmful or coercive forms of religion do exist,16 the overall pattern across the best available 
studies is clear: religious belief and practice are overwhelmingly associated with better mental and 
emotional well-being.

Physical Health

The second report, The Religion and Physical Health Connection, focuses on the most carefully 
designed studies across fifteen physical health domains. Across all domains examined, positive 
associations (876) substantially outnumber negative ones (124), with an overall ratio of 
approximately 7:1.17

Religious participation is consistently associated with lower mortality risk,18 dramatically lower rates 
of cigarette smoking,19 reduced substance abuse,20 and improved outcomes related to cardiovascular 
disease,21 and other chronic conditions.22 When studied rigorously, religious involvement shows 
meaningful and measurable links to improved physical health and longevity.

Social and Relational Health

The third and final report, The Religion and Social Health Connection, reveals the strongest pattern 
of all. Drawing on 528 of the most rigorous studies identified in the 2024 Handbook, 489 (93%) 
reported positive associations between religion and social health, compared with only 15 (3%) 
reporting negative associations—a ratio of approximately 33:1.23

The evidence linking religiosity to lower crime and delinquency is especially strong, with a positive-
to-negative ratio of 69:1.24 Studies also show robust associations between religious involvement and 
greater social support,25 higher rates of volunteering and charitable giving,26 stronger marriages, 
lower divorce rates, reduced domestic violence, and greater family stability.27 Research further 
suggests that religious involvement is associated with more positive views of children,28 along with 
higher fertility29—indicating a potential role in sustaining family life and long-term social continuity. 
 
 

Studies reporting positive 
associations between 
religious involvement 
and mental health (961) 
outnumber those reporting 
negative associations (101) 
by 10:1.
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Conclusion

Across mental, physical, and social domains, the best available scientific evidence consistently 
shows that religious involvement is associated with improved outcomes for individuals and for 
society. While religion is not a cure-all, and harmful expressions do exist, the overall pattern 
is neither mixed nor evenly divided. Instead, across hundreds of high-quality studies, positive 
associations outweigh negative ones by wide margins.

As societies confront rising rates of mental illness, addiction, social fragmentation, and family 
instability, the evidence suggests that religion remains a consequential and often underrecognized 
contributor to human flourishing. Understanding how, when, and why religion promotes well-being is 
therefore not only an academic concern but a matter of broad social importance.

Policy Implications and Recommendations
1.	 Recognize religious participation as a health-supporting factor. Strong evidence links 

sustained religious participation with better mental health, healthier behaviors, lower 
addiction rates, stronger social ties, and longer life. Public health and social service 
frameworks should recognize religious involvement as a voluntary, evidence-supported 
contributor to individual and community well-being.

2.	 Create choice-based links between health care and faith communities. Health and 
social service systems should offer opt-in pathways for individuals who want faith-
based support as part of care or recovery. Basic faith literacy for professionals can 
improve trust, engagement, and outcomes without compromising clinical standards or 
religious pluralism.

3.	 Partner with religious organizations where evidence of health benefits is strongest. 
Faith communities are well positioned to support prevention and recovery efforts 
related to substance use, suicide, family stability, and social support. Governments 
and health systems should include religious organizations as partners in cross-sector 
efforts to address these challenges.

4.	 Craft policy around protection of the freedom to practice religion. The benefits 
documented in this research depend on individuals’ ability to practice their faith freely. 
Policies and institutional practices should therefore reasonably accommodate religious 
expression and safeguard religious freedom across traditions.

5.	 Base policy decisions on evidence, not assumptions. Policy discussions about religion 
and health should be grounded in rigorous research rather than stereotypes or isolated 
anecdotes. The best available evidence shows that religious involvement is far more 
often associated with positive outcomes for individuals, families, and communities.
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REPORT 2
The Religion & Physical Health Connection
What Does the Best Science Reveal?

As we begin the second quarter of the 21st century, what do the best medical and social science studies 
tell us about connections between religion and health? This report is the second installment in a three-part 
response to this question. The first report in the Religion and Human Flourishing series focuses on religion 
and mental health, while the third and final report in the series addresses religion and social health. The 
present report summarizes key empirical findings from medicine, nursing, psychology, family studies, and 
sociology on how religion relates to various aspects of physical health and the behaviors that influence it.

There are tens of thousands of studies that address the subject of religion and health in some way, though 
many only superficially address the connection between religion and health. This report focuses on the 
most detailed and methodologically rigorous research on the subject, synthesizing the findings from Koenig, 
VanderWeele, and Peteet’s Handbook of Religion and Health (3rd ed., 2024), the most comprehensive and 
methodologically discerning review to date.

As this report outlines in the sections that follow, the findings from the most methodologically rigorous and 
highest-quality studies reveal clear associations between religious participation and several domains of physical 
health. Specifically, religious beliefs, practices, and participation in faith communities are—far more often than 
not—linked to improved physical health outcomes. This growing body of evidence linking religious involvement 
with improved health outcomes has wide-ranging implications on well-being and human flourishing. 

What is Salvation (for Now)?

The late theologian and philosopher Paul Tillich explained that the root of the word salvation in Greek, 
Latin, and German means “whole, not yet split, not disrupted, not disintegrated, and therefore healthy 
and sane.”7 In this sense, both religious salvation and optimal physical health point toward a state of 
wholeness and integration—not necessarily perfection, but a continual process of moving closer to it 
through flourishing.

Many world religions promise their adherents an experience of ultimate salvation in a life beyond this 
one.8 Yet if a faith tradition teaches that adherence to its doctrines and practices leads to eternal, 
holistic well-being, it seems reasonable to ask whether some measurable form of that wholeness 
might also manifest in physical ways here and now—perhaps through better health outcomes, 
resilience, or longevity. Whatever one’s view, we hope this exploration of the best available science on 
the relationship between religion and physical health will prove illuminating and thought-provoking.

What We Learned in Report 1: Religion and Psychological Health
In Report 1 of our three-part Religion and Human Flourishing series, we noted that influential 19th- and 20th-
century thinkers—Marx, Freud, Ellis, and the New Atheists—characterized religion as either dangerous or 
pathological. Report 1 acknowledged that toxic forms of religion exist, but the preponderance of empirical 
evidence points the other direction. Salutary correlations appear repeatedly in the most rigorous studies, as 
reviewed by Koenig et al.9 The findings of the studies across nine mental health conditions are presented at a 
glance in Figure 1.
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However, the preponderance of empirical 
research indicates that religious beliefs, 
practices, and participation in faith communities 
are strongly and consistently associated with 
positive mental and psychological health 
outcomes. The findings of the studies across 
nine mental health conditions are presented at a 
glance in Figure 2.

In summary, across the mental health 
phenomena examined in Report 1, 961 high-
quality studies reported positive correlations 
between religion and various indicators of better 
mental health, while 101 studies found negative 
correlations—an overall positive-to-negative ratio of approximately 10:1. The report concluded that “a 
science-informed awareness of the now voluminous body of established research offers empirical support for 
healthy and active religious involvement.”10

  
In the present report, our focus shifts from psychological health to a careful examination of physical health 
and its relationship to religion.

Harold Koenig and the Handbooks of Religion and Health

In the foreword to the first Handbook of Religion and Health (2001), research pioneer Jeff Levin reflected, 
“There was a time . . . [circa 1985] when those of us actively investigating the linkages between religion and 
health could have fit around a single conference table. A very small one.”11 Even so, after a labored start, the 
scientific study of religion and health has expanded exponentially over the past four decades. 

That first edition of the Handbook of Religion and Health in 2001 systematically reviewed more than 1,200 
studies and 400 research reviews conducted during the 20th century.12 The second edition in 2012 expanded 
dramatically, cataloging approximately 2,800 studies from just one decade, 2000–2010, evidence of an 
accelerating field.13 By the time of the third edition in 2024, the scope and volume of research had increased 
many times over.

Google Scholar searches in September 2025 using the prompt “religion and health peer-reviewed studies” 
yielded the following approximate number of studies for each decade:

•	 1985–1994: 2,980
•	 1995–2004: 16,600
•	 2005–2014: 19,900
•	 2015–2025: 17,400 

Given this significant increase in volume of studies, Koenig and his coauthors—Harvard professors Tyler 
VanderWeele and John Peteet—chose to prioritize quality over quantity in the third edition of the Handbook of 
Religion and Health. They focused only on the most rigorous and methodologically sound studies, resulting in what 
Professor Howard Koh has described as a “stunningly ambitious” effort.14 This third edition provides the primary 
empirical foundation for the present report.
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FIGURE 3: Significant Findings in High-Quality Studies on 
Religion and Physical Health by Outcome (%)

Across 1,069 of the most 
rigorous studies, religion 
was associated with better 
physical health more than 
7 times as often as worse 
health — and the relationship 
strengthens across the most 
life-altering domains.

Given that this stunningly ambitious third Handbook spans roughly 1,100 oversized pages in 10-point font, our 
aim here is to offer a concise yet careful overview of its key findings. Readers are encouraged to consult the 2024 
edition of the Handbook and the primary studies it references for a deeper exploration of specific areas of interest.

Systematic, empirical research enables thoughtful, scientifically-minded readers to move beyond dogmatic 
assertions—whether from religious advocates or critics—and instead examine how, when, and why religion may help 
or harm individual, family, and community flourishing. As Jeff Levin observed in the preface to the third Handbook: 

Many well-meaning people—health professionals, pastoral professionals, academics, laypeople, 
skeptics, believers—seem to have strong opinions about this subject, but the Handbook is 
indispensable for a simple reason: it contains actual data, from every important study, bearing on 
the relationship between religion and health.15

The authors devoted 3 chapters of the 2024 Handbook of Religion and Health to the relationship between religion 
and particular health behaviors—specifically cigarette smoking (ch. 17), exercise (ch. 18), and diet and weight (ch. 
19)—and an additional 11 chapters to various aspects of religion and physical health. In this report, we also include 
the closely related topic of substance abuse (ch. 10), given its strong ties to both mental and physical health, 
bringing the total to 15 key phenomena under review.

Drawing on the most rigorous, high-quality studies that met the 
Handbook’s stringent inclusion criteria, 876 of 1,069 studies 
reporting significant findings identified positive correlations 
between religion and physical health (82%). In contrast, 124 
studies (12%) reported negative associations (for example, 
unhealthy religious influences), while 69 studies (6%) yielded 
mixed or complex results. Taken together, among the best available 
evidence, positive associations outnumber negative ones by 
approximately 7:1. [See Figure 3.]

For all 15 physical health phenomena that have been studied 
in relation to religion, the highest-quality 
research generally finds significant positive 
correlations between higher religiosity and 
better physical health. However, the strength 
of these relationships varies widely depending 
on the specific phenomenon. Across different 
areas, the ratio of rigorous studies showing 
positive (healthy) versus negative (unhealthy) 
connections ranges from less than 2:1 to as high 
as 90:1.16 

We begin this report with the three phenomena 
that display the most mixed or inconsistent 
results: disease prevention, disease detection, 
and compliance with medically prescribed treatments. Later in the report, we present those with the most 
impressive findings.
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TOPIC 1: Religion and Disease Prevention, Detection, and Compliance 
Disease prevention, disease 
detection, and compliance with 
medically prescribed treatments 
were examined together by the 
authors of the 2024 Handbook. As 
with the other 14 physical health 
phenomena analyzed in both the 
Handbook and this report, only 
high-quality studies were included. 
Among the most rigorous studies investigating links between 
religion and these three health behaviors, 97 reported significant 
findings. Of these, 60 identified positive associations between 
higher religiosity and healthier rates of disease prevention, 
detection, and compliance, while 33 found negative or unhealthy 
associations. Although positive results still significantly 
outnumber negative ones—by approximately 2:1—this ratio 
represents the smallest positive-to-negative advantage of any 
physical health phenomenon considered by the authors of the 
most recent edition of the Handbook or in the present report.

A brief snapshot of studies illustrates the complexity of the relatively mixed findings on the connection 
between religion and disease prevention, detection, and compliance:17

•	 (negative) Salmon et al. (1999) reported measles outbreaks among small, nontraditional religious 
groups that claimed religious exemptions from vaccination laws.

•	 (no difference) Holt et al. (2013) conducted two different educational interventions on cancer 
screening across 16 Alabama churches and found no significant differences between the “spiritual” 
and “nonspiritual” intervention groups.

•	 (positive) In contrast, other studies have identified positive associations between religiosity and 
preventive health behaviors. For example, Best et al. (2016) and Fox et al. (1998) found that higher 
religiosity and spiritually framed health messages were linked to higher rates of cancer screening.

Important Considerations Involving Disease Prevention, Detection, and Compliance
The available research indicates that, for many individuals, both healthcare professionals and prominent religious 
leaders play crucial roles in providing education and shaping attitudes toward vaccination, cancer screening, and 
adherence to medical treatments.18 However, some individuals resist medical consultation or disregard professional 
advice, relying solely on religious beliefs and practices for healing. The authors of the Handbook emphasize that 
religious healing should be viewed as complementary to, rather than a replacement for, medical care.19

Although certain nonmainstream religious groups show lower rates of vaccination and medical intervention, 
numerous studies have found that higher religiosity is often associated with greater compliance with medical 
recommendations.20 Notably, however, the strength of these positive associations appears to have declined 
in recent years. Over the past 15 years (including post–COVID-19), studies have increasingly reported mixed 
or negative findings regarding compliance and screening behaviors. These trends contrast with the pre-2010 
research, which largely found positive correlations.21

Disease Prevention, Detection, & Compliance
Number of High-Quality Studies
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Mixed or 
Complex (?)
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Disease prevention, detection, 
and compliance show the weakest 
positive-to-negative ratio of any 
physical health phenomenon we 
examined (2:1) — and the strength 
of these associations has declined 
post-2010.
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TOPIC 2: Religion, Exercise, and Physical Activity

Among the most rigorous studies 
exploring the relationship between 
religion and exercise or physical 
activity, 25 reported significant 
findings. Of these, 19 identified 
positive associations between 
higher religiosity and greater levels 
of physical activity or exercise,22 
while only 3 studies found negative 
associations.23 Overall, positive findings outnumber negative ones by a ratio of approximately 6:1.

Important Considerations Involving Exercise and Physical Activity

“The United States has one of the highest adult physical inactivity rates in the world at 40%.”24 Physical 
activity levels have declined so sharply in recent decades that inactivity is now regarded as one of the 
most pressing public health problems of the 21st century, resulting in an estimated $131 billion annually in 
healthcare costs related to low activity rates.25 

Religious teachings can play a meaningful role in addressing this concern. As one religious leader of the late 
20th century observed, “It is not enough to be good; we must be good for something.”26 Physical fitness 
enhances one’s ability to serve both God and others—allowing individuals to participate more fully in 
meaningful work and community service with fewer physical limitations.

Most world religions emphasize the importance of caring for the body, often teaching that it is a sacred 
vessel or temple for the spirit.27 Many also hold that the condition of the body can either strengthen or hinder 
one’s spiritual life. When these beliefs are understood and applied, they can serve as powerful motivators for 
physical activity, exercise, and self-care grounded in faith.28 

200 4010 5030

Exercise / Physical Activity
Number of High-Quality Studies

3
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TOPIC 3: Religion, Diet, and Weight 

Among the most rigorous studies 
examining the relationship between 
religion and diet or weight, 149 
reported significant findings. Of 
these studies, a majority—109—
found that higher religiosity was 
associated with healthier dietary 
habits, weight levels, or both.29 
Twenty-seven studies reported 
negative associations,30 yielding a positive-to-negative ratio of approximately 6:1. Notably, compared with 
other health-related phenomena, an unusually large number of studies—13 in total—found mixed results, 
suggesting that the connection between religion, diet, and weight may be more complex and context-
dependent than other areas of physical health research.31

Important Considerations Involving Diet and Weight

The relationship between religion, diet, and weight is complex and influenced by many interacting factors. 
While numerous religions encourage their followers to avoid harmful substances such as tobacco, alcohol, 
and illicit drugs (addressed later in this report), diet and weight are also affected by cultural, social, 
economic, and behavioral variables that extend beyond religious practice alone.

Cholesterol is a major risk factor for developing obesity-related conditions such as heart disease. Some 
religious traditions prescribe or promote dietary practices that naturally limit harmful fats and red meat, 
emphasizing vegetables and lean protein sources such as poultry and fish. Yet some faith communities 
also contribute to unhealthy eating patterns through frequent social gatherings that feature high-fat, high-
cholesterol foods.32 

Specific dietary codes play a central role in several religions. In Orthodox Judaism, the laws of kashrut 
(keeping kosher) govern food preparation and consumption, while Islam emphasizes halal dietary laws and 
avoidance of forbidden (haram) foods. The Seventh-day Adventist Church and The Church of Jesus Christ of 
Latter-day Saints also promote distinct health codes that encourage moderation in diet, as well as avoidance 
of harmful substances. Many forms of Buddhism and Hinduism advocate a low-fat vegetarian diet.33

Fasting—abstaining from food and drink for set periods—is another common religious practice with both 
spiritual and potential physical benefits. It is especially prominent in Islam during Ramadan, a month-
long observance in which adherents refrain from eating and drinking between sunrise and sunset.34 When 
practiced regularly and in moderation, fasting appears to offer several physiological benefits35—as well as 
drawing heightened attention to the plight of the poor and hungry. Indeed, the payments of zakat in Sunni 
Islam, tzedakah in Judaism, and fast offerings in some Christian denominations all transform fasting and 
gratitude into financial assistance for those in need, thereby improving physical health for others in addition 
to the fasting individual.36 Modern clinical research has begun catching up with what religious traditions 
have practiced for millennia: periodic fasting appears to trigger cellular repair processes, improve insulin 
sensitivity, and lower cardiovascular risk (de Cabo & Mattson, 2019). 
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TOPIC 4: Religion and Heart Disease

The authors of the 2024 edition of 
the Handbook identify nine primary 
pathways through which religiosity 
may influence the development or 
prevention of coronary heart disease 
(CHD). These pathways include 
demographic, socioeconomic, 
genetic, biological, environmental, 
cultural, social, psychological, 
and behavioral factors. Importantly, these same mechanisms are also relevant to many of the other health 
phenomena examined in this report.

Of the most rigorous studies examining religion in connection with heart disease, 36 reported significant 
findings. Of these studies, 26 found a positive relationship between higher religiosity and better heart health 
(i.e., lower rates of heart disease).37 Six studies reported negative findings,38 resulting in a positive-to-
negative ratio of approximately 4:1.39 Four studies reported mixed or complex findings.  

Important Considerations Involving Heart Disease

Across the world’s religious and wisdom literature—including the Torah, the New Testament, the Qur’an, the 
Bhagavad Gita, and the Book of Mormon—the heart is often described as central and vital to human life. These 
texts frequently emphasize purity of heart, a concept that carries implications not only for spiritual well-being 
but also for psychological, emotional, and physical health.40

Personality also plays an important role in heart health. Research has long shown that individuals with more 
hostile, angry, or aggressive tendencies—often associated with the Type A personality—face greater risk 
for coronary heart disease (CHD) and cardiovascular disease (CVD). In contrast, those who score higher 
in agreeableness or conscientiousness are less likely to develop these conditions. Religiosity has been 
linked with reduced anger and aggression, as well as with more positive personality traits that may support 
cardiovascular health.41 

Marital status appears to be another important factor. Married individuals experience better cardiac 
outcomes; religious involvement supports marriage; therefore, faith participation may indirectly reduce 
heart disease risk. Conversely, loneliness—particularly among unmarried men—has been associated 
with increased risk of developing and dying from CHD.42 Because religious involvement often supports 
and stabilizes marriage43 and stable marriage is correlated with reduced rates of heart disease,44 faith 
participation may indirectly contribute to reduced rates of heart disease through this channel.

Finally, social capital—defined by strong relationships and community connections—has been shown to lower 
the risk of CHD in both women and men. Religious involvement tends to enhance social capital by fostering 
belonging, support, and shared purpose, thereby adding a protective layer against coronary heart disease.45

200 4010 5030

Heart Disease
Number of High-Quality Studies

4

6

26

0

Positive (+)

Negative (-)

Mixed or 
Complex (?)



The Religion & Physical Health Connection          14EMBARGOED: Do not publish before June 4, 2026

TOPIC 5: Religion and Hypertension/Blood Pressure

Of the most rigorous studies 
examining religion in connection 
with hypertension, 52 reported 
significant findings. Of these studies, 
38 found a relationship between 
higher religiosity and lower rates 
of hypertension.46 Eight studies 
reported negative findings,47 
reflecting a positive-to-negative ratio 
of approximately 5:1.48

Important Considerations Involving Hypertension/Blood Pressure
A variety of psychological factors influence hypertension, including a person’s overall sense of well-being. 
Positive emotions, optimism, and meaningful engagement with others are all associated with a lower risk of 
developing high blood pressure. Religious participation and activity often reinforce these same protective 
factors, promoting emotional health and social connectedness.49

Conversely, negative psychological states such as depression and anxiety are linked to a significantly higher 
risk of hypertension.50 When depression and hypertension occur together, the likelihood of developing 
cardiovascular disease increases even further. Religious involvement appears to buffer against depression and 
anxiety and in doing so may also provide indirect protection against hypertension.51 

Roughly 40% of hypertension cases are estimated to have a genetic basis. However, reducing stress reactivity 
through positive religious coping may not only benefit individuals but could also influence the next generation by 
lowering environmentally transmitted risk factors for hypertension.52
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TOPIC 6: Religion and Cerebrovascular Disease

Among the most rigorous studies 
examining the relationship between 
religion and cerebrovascular disease 
(CBVD)—which includes stroke 
and other disorders affecting blood 
flow to the brain—11 reported 
significant findings. Ten of these 
studies, or approximately 91%, 
found that higher levels of religiosity 
were associated with lower rates of cerebrovascular disease,53 while only one study (9%) reported negative 
findings,54 a 10:1 positive-to-negative ratio.55

Important Considerations Involving Cerebrovascular Disease
Religiosity and stroke have a complex relationship, and establishing a direct connection between the two is 
challenging. One common connection is heart disease, a condition that can lead to strokes. Religiosity directly 
affects heart disease, which can in turn indirectly affect an individual’s likelihood of experiencing a stroke.56

Hypertension is a prevalent risk factor for the occurrence of a stroke, increasing risk for both hemorrhagic 
strokes (brain bleeds or ruptures) and ischemic ones (clots in the brain). High blood pressure weakens blood 
vessels, making them more prone to rupture or blockage. Religiosity has been shown to decrease blood 
hypertension, in turn reducing the risk of stroke occurrence.57

Psychological factors such as depression and chronic stress increase the risk of both ischemic and hemorrhagic 
stroke. Religiosity and positive forms of religious coping have been shown to aid in managing stress and 
reducing depressive symptoms, which may in turn help lower the risk of stroke for many individuals.58

Many controllable lifestyle factors—such as smoking, alcohol consumption, physical activity, and weight 
management—play a major role in stroke risk (as well as in heart disease). Religion often encourages the 
development of self-control, helping individuals take responsibility for their actions rather than falling into 
unhealthy or addictive habits. Those who cultivate greater self-discipline, a trait frequently reinforced through 
religious beliefs and practices, tend to exhibit a lower risk of stroke.59
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TOPIC 7: Religion and Alzheimer’s Disease and Other Dementias
Among the most rigorous studies 
investigating the relationship 
between religion and Alzheimer’s 
disease and other dementias—
including research on cognitive 
functioning—38 reported significant 
findings. Twenty-eight of these 
studies, or about 74%, found that 
higher levels of religiosity were 
associated with lower rates of Alzheimer’s disease and other forms of dementia.60 Six studies (16%) reported 
negative findings,61 an approximately 5:1 positive-to-negative ratio.62

Important Considerations Involving Alzheimer’s Disease and Other Dementias
During pregnancy, maternal religiosity has been shown to affect the overall health of the developing (prenatal) 
child. Specifically, significantly lower rates of alcohol, tobacco, and illicit drug use among highly religious women 
have direct benefits for both mother and child, including prenatal and lifespan cognitive advantages and a lower 
risk of fetal alcohol syndrome (FAS).63

Another possible pathway through which religiosity may influence Alzheimer’s disease and other dementias 
involves volunteering and other prosocial activities. Such behaviors have been linked to improved cognitive 
functioning over time, including healthier hippocampal growth in older adults. Because volunteering—especially 
service within faith communities—is a common and frequent practice among religious individuals, it may 
contribute to better long-term brain health.64 

Loneliness has been shown to harm cognitive functioning and is associated with a higher risk of developing 
dementia. Religious involvement can help reduce loneliness by fostering larger and more meaningful social 
networks, providing community belonging, and strengthening interpersonal connections—benefits that appear 
especially significant among racial and ethnic minority groups.65 In these and other ways, faith community can 
protect against social isolation.66 

A healthy diet—particularly one rich in fruits and vegetables—has been linked to a reduced risk of dementia. 
As discussed earlier in Topic 3: Religion, Diet, and Weight, religious individuals often maintain healthier 
eating patterns, which may in turn support stronger cognitive functioning and help protect against dementia 
over time.67

Physical activity enhances blood flow to the brain, helping to preserve cognitive function over time. Older adults 
who remain physically active show a lower risk of dementia and cognitive decline. Since religious individuals are 
on average more likely to engage in regular physical activity throughout their lives, this behavior may contribute 
to their improved cognitive health in later years.68
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TOPIC 8: Religion and Immune Function

Of the most rigorous studies 
examining religion in connection 
with immune function, 70 
reported significant findings. Of 
these studies, 61 (87%) found 
a relationship between higher 
religiosity and more positive 
immune function.69 Eight studies 
(11%) reported negative findings,70 
indicating that positive findings outweighed negative ones by approximately 8:1.71

Important Considerations Involving Immune Function
Individuals who have experienced adverse childhood experiences (ACEs)—such as abuse, neglect, or trauma—
are more likely to suffer long-term impairments in immune function. However, such adverse experiences tend to 
be less common among religious individuals.72 

Conscientiousness, a positive personality trait associated with responsibility and self-discipline, is often 
taught, practiced, and reinforced within religious communities. This trait has been linked to improved 
immune function, partly through lower levels of C-reactive protein, a marker associated with infection and 
cardiovascular disease.73

Religious individuals also tend to be more physically active, and regular physical activity is well established as a 
contributor to better immune function.74 

Illicit drug use, by contrast, increases the risk of infections—such as hepatitis A, B, and C; HIV; and other 
bacterial and fungal diseases—while also suppressing immune response. Religiosity is consistently associated 
with lower rates of drug use and addiction.75 

Finally, Koenig et al. note that “literally hundreds of studies have found that religious involvement is related to 
more social support and greater social integration,” both of which are linked to improved immune function. They 
conclude that these social resources provide “another route by which religiosity . . . may result in a stronger 
immune system.”76
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TOPIC 9: Religion and Stress Hormones

Of the most rigorous studies 
examining religion in connection 
with stress hormones, 28 
reported significant findings. 
Of these studies, 24 (86%) 
found a relationship between 
higher religiosity and healthier 
stress hormone levels.77 Three 
studies78(11%) reported negative 
findings, an 8:1 positive-to-negative ratio.79 

Important Considerations Involving Stress Hormones
There is some evidence that religiosity may correlate with healthier acute and chronic stress responses, but 
some findings in this area are only cross-sectional, and there are many specifics that remain unknown.80 Even 
so, there are some important considerations linking religion and stress hormones.81  

As repeatedly documented across all three reports in this Religion and Human Flourishing series, religiosity is 
correlated with significantly lower rates of tobacco, alcohol, and drug use.82 Many smokers turn to cigarettes 
as a way to cope with stress, but this is ineffective because cigarette smoking increases cortisol levels 
and nervous system activity.83 Similarly, alcohol consumption can acutely and chronically raise levels of 
cortisol and other stress hormones. Across time, tobacco- and alcohol-based coping strategies are not only 
ineffective but counterproductive. 

Depression and anxiety are associated with higher levels of cortisol and other stress hormones. As discussed 
in Report 1, religiosity is potently correlated with lower rates of depression (e.g., 183 positive studies vs. 27 
negative studies). Further, religious persons with depression and anxiety disorders tend to have faster recovery 
back to baseline, including decreasing stress hormone levels in the body.84

Certain religious beliefs and practices can help prevent specific stressors, such as addiction and its related 
financial and health consequences.85 While many sources of stress cannot be avoided, most religions provide 
a set of coping tools and frameworks that help individuals manage stress more effectively and reduce its 
harmful effects.86

As discussed in Report 1, religiosity has been strongly associated with positive emotions—with 233 studies 
reporting positive findings and only 9 reporting negative ones (an approximately 26:1 ratio). Emotions such 
as happiness, peace, and a strong sense of purpose in life are linked to lower levels of cortisol and other stress 
hormones in the body, suggesting one mechanism through which religious involvement may promote better 
overall health.87
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TOPIC 10: Religion and Cigarette Smoking 

As discussed in Topic 11: Religion 
and Cancer (the next section), the 
authors of the 2024 Handbook 
identified only 21 high-quality 
studies examining religion’s 
relationship to cancer in general. 
However, they found 92 high-quality 
studies exploring the link between 
religion and cigarette smoking, a significant cancer risk 
behavior. Of those 92 studies, 90 (98%) reported a positive, 
health-promoting association,88 indicating that higher 
religiosity was linked with lower rates of smoking, while only 1 
study (1%) reported a negative, unhealthy connection.89 This 
90:1 positive-to-negative ratio is the most pronounced of any 
health phenomenon analyzed in our three-part series.90

Important Considerations Involving 
Cigarette Smoking
As previously noted, in most world religions the physical 
body is regarded as sacred—a divine gift from the Creator. 
Across many scriptures and wisdom traditions, the body is described as sacred or even as a temple.91 The 
harmful and addictive behavior of smoking stands in direct opposition to religious principles that emphasize 
protecting and honoring the body. In some faiths, tobacco use is explicitly forbidden.92

Research consistently shows that youth who are active in religious communities are more likely to engage in 
prosocial behaviors and obey the law. Those who are deeply devoted to their faith traditions tend to experience 
a range of positive outcomes.93 With regard to smoking, these young people are more likely to associate with 
nonsmoking peers and to experience less pressure to use tobacco at an early age.

Parental example also plays a powerful role in shaping behavior. Children whose parents do not smoke are 
significantly less likely to adopt the habit themselves. Although substance addictions often begin through 
parental modeling, religiosity may help individuals break these generational patterns and establish healthier 
habits—even if they were exposed to them at home.94

As the authors of the 2024 Handbook note, “Religious families are more likely to monitor their children’s 
activities . . . and more likely to educate them about the dangers of smoking.”95 Such families tend to emphasize 
the broader dangers of addiction and the way smoking can serve as a gateway to other harmful substances.

Finally, religion can serve as a powerful resource for managing stress, offering far healthier alternatives to 
smoking. Faith-based coping strategies—such as prayer, meditation, rituals, scripture study, and the support of 
fellow believers—provide constructive alternatives to substance use or addiction and promote lasting physical 
and emotional well-being.96
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TOPIC 11: Religion and Cancer 
Forty years of research consistently 
shows that religious involvement is 
associated with lower cancer rates, 
particularly among traditions with 
explicit health codes. These groups 
were initially studied because their 
religiously based dietary and health 
practices closely aligned with the 
guidelines of the National Cancer 
Institute (now the NCCN) and the 
recommendations of the American Cancer Society.97 

Between 1979 and 1987, a UCLA research team led by James Enstrom conducted a landmark longitudinal study 
on cancer incidence and cancer-related mortality among 9,844 middle-aged members of The Church of Jesus 
Christ of Latter-day Saints who reported themselves to be religiously active. The study found that cancer-related 
mortality rates were roughly one-third lower for Latter-day Saint women and about one-half lower for Latter-
day Saint men compared to the general population.98 However, Enstrom’s team discovered that this was not a 
denomination-specific effect; they “largely replicated” the same lower cancer rates among a subgroup of physically 
active, nonsmoking individuals who attended any church weekly.99 These findings suggest that the combination 
of physical activity, smoking abstinence, and regular religious attendance is linked to significant health benefits 
across faith traditions—not solely among Latter-day Saints.

Of the more recent studies on religion and cancer reviewed in the 2024 Handbook, 21 reported significant findings. 
Of these, 17—representing about 81%—found that higher levels of religiosity were associated with lower rates of 
cancer,100 while 4 (19%) found unhealthy connections (e.g., more cancer among the more religious).101

Important Considerations Involving Religion and Cancer
Psychological stress has been shown to increase a person’s risk of cancer. Religious individuals who are active 
in their community and abide by the moral principles of their faith tend to experience lower levels of chronic 
psychological stress, leading to a decreased risk and prevalence of various types of cancer.102

In immune health, natural killer cells (NK) and cytotoxic T cells are present to kill any foreign invaders in an 
organism. Among individuals who have cancer, those with greater social networks tend to exhibit higher levels of 
NK cells and cytotoxic T cells, which help stop tumor growth. Social isolation has been shown to increase tumor-
stimulating norepinephrine levels, whereas religion promotes greater social networking and support groups, 
which may lead to better immune health against cancer.103

Many faith traditions, including Judaism and Islam, have dietary restrictions and guidelines that may impact cancer 
rates. Adherents of other traditions, including but not limited to Seventh-day Adventists and Latter-day Saints, have 
health codes that include both dietary guidelines and explicit prohibitions against tobacco and alcohol use.104

Beyond explicitly stated health codes, many religious traditions ground their health practices in theological 
beliefs about the sacred nature of the human body—something to be treated with reverence and care as part 
of one’s spiritual duty. Both formal teachings and the supportive social environments within faith communities 
encourage healthier choices and lifestyles, likely working together to produce lower cancer rates among the 
more religious. These reduced cancer rates, along with significantly lower cancer-related mortality, contribute to 
the overall lower mortality and longer life expectancy observed among religious individuals, as discussed later in 
Topic 15: Mortality and Longevity. 
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TOPIC 12: Religion and Basic Physical Functioning
In medical studies, basic physical 
functioning is defined as the ability 
or inability to perform activities 
of daily living (ADLs). Among the 
most rigorous studies examining 
the relationship between religion 
and basic physical functioning,105 
38 reported significant findings. Of 
these studies, 27 (71%) found that 
higher levels of religiosity were associated with lower rates of physical disability,106 while 7 (18%) reported 
negative associations.107 Overall, positive findings outweighed negative findings by approximately 4:1.108

Important Considerations Involving Religion and Basic Physical Functioning
A strong sense of purpose in life has been linked to a lower likelihood of developing disabilities that interfere 
with daily functioning. Individuals who live with a sense of meaning—especially one rooted in religious or 
spiritual purpose—are less likely to experience severe physical limitations. This psychological resilience often 
provides the emotional and mental strength needed to maintain functional fitness throughout life.109

Depression is the leading cause of disability worldwide, with anxiety close behind. Most world religions 
teach principles such as faith, hope, optimism, and purpose—all of which are associated with lower rates of 
depression, anxiety, and physical disability.110

Religiously active individuals also tend to participate in prayer, rituals, and social gatherings that require a basic 
level of mobility and fitness. This regular engagement can serve as motivation to preserve or restore physical 
functioning so they can continue participating in their faith community.111

Finally, many faith traditions teach that pain, disability, and other hardships are permitted by God as 
opportunities for learning and growth. When faced with ongoing limitations, religious individuals often reframe 
their challenges as spiritual tests rather than purely negative experiences, relying on divine strength to endure 
them with patience and faith, which can decrease depression.112
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TOPIC 13: Religion and Chronic Pain 
Among the most rigorous studies 
investigating the relationship 
between religion and chronic pain 
(including somatic symptoms), 
32 reported significant findings. 
Of these studies, 22 (69%) found 
that higher levels of religiosity were 
associated with lower levels of 
chronic pain.113 Six studies (19%) 
reported negative findings,114 a positive-to-negative ratio of approximately 4:1.115

Important Considerations Involving Religion and Chronic Pain
From a cognitive appraisal perspective, religious individuals are more likely to interpret pain in a positive or 
meaningful way—often viewing it as an opportunity for personal or spiritual growth. This reframing can give pain 
a sense of purpose. Moreover, the multiple dimensions of religion—such as beliefs, practices, faith communities, 
and sacred experiences—provide individuals with a broader range of psychological and social resources for 
coping with pain and other life challenges.116

Religious involvement is often associated with healthier lifestyle habits, including greater physical activity, more 
balanced diets, and lower rates of addiction. These behaviors, in turn, are linked to both lower levels of pain and 
faster recovery when pain does occur.117 More rapid recovery and lower levels of pain can offer further help, by 
preventing addiction to opioids and other pain medications. 

200 4010 5030

Chronic Pain
Number of High-Quality Studies

4

6

22

0

Positive (+)

Negative (-)

Mixed or 
Complex (?)



The Religion & Physical Health Connection          23EMBARGOED: Do not publish before June 4, 2026

TOPIC 14: Religion, Substance Abuse, and Addiction 
Substance abuse and addiction 
represent the only topic addressed 
across all three reports in the 
Religion and Human Flourishing 
series—the present report on 
physical health, as well as the 
companion reports on psychological 
and social health. This repeated 
focus reflects the profound and 
far-reaching impact of substance abuse on physical, mental, familial, and societal well-being. The harm 
of substance abuse and addiction has been widely documented; for instance, the Oxford Handbook of 
Adolescent Substance Abuse identifies such abuse as perhaps the foremost public health challenge facing 
the United States.118

The suppressive effect that religion has on substance abuse is closely tied to many of the mental health 
benefits outlined in Report 1. For instance, the significantly lower rates of alcohol use among highly religious 
individuals likely contribute to their lower levels of depression. Similarly, the relatively low incidence of 
alcohol and drug abuse among religious populations also helps explain the reduced rates of several physical 
health behaviors or conditions discussed in this report, including cigarette smoking, heart disease, and 
cancer, among others.

From the 271 highest-quality studies on the religion and 
substance abuse connection that reported significant 
findings, 256 studies (94%) found that religion correlated 
with lower rates of substance abuse and addiction.119 Only 
6 studies (2.2%) found religion to be correlated with 
higher rates of substance abuse120—an approximately 43:1 
positive-to-negative ratio.121

Given the extensive psychological, physical, relational, 
and societal harm associated with substance abuse and 
addiction, researchers have devoted substantial attention 
to identifying effective strategies for both prevention and 
treatment.122 Notably, religion has been repeatedly recognized as a significant protective factor—serving as a 
leading source of prevention for many individuals and as a rehabilitative resource for others.123

Regarding substance abuse more broadly, the authors of the 2024 Handbook observed that “in almost no 
other area of mental health (except perhaps suicide) is there more evidence that religion makes a difference 
than in alcohol and drug use problems.”124
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Important Considerations Involving Religion, Substance Abuse, and Addiction
Religion shapes the social environment and peer networks in meaningful ways: it curbs negative peer influence, 
reduces access to alcohol and drugs, and provides positive role models.125 Within families, religious involvement 
is associated with stronger two-parent households and more effective parental monitoring.126 By contrast, 
well-established risk factors for substance abuse include maltreatment in childhood, low parental monitoring, 
neglectful parenting, parental substance abuse, poor parental adjustment, parental divorce, early initiation of 
drinking, and association with substance-abusing peers. Each of these risk factors tends to be more prevalent 
where religious involvement is weaker. As the 2024 Handbook notes, “Every one of these risk factors [has] been 
shown to be inversely related to religious involvement.”127

The mechanisms described above primarily involve prevention. With respect to rehabilitation and recovery 
from substance abuse and addiction, the authors of the 2024 Handbook suggest that “one of the most 
important ways that religiosity could [help with] . . . recovery is by surrounding the vulnerable individual 
with a community of peers and friendship networks who do not use or abuse alcohol/drugs. . . . Religious 
communities typically discourage or prohibit the use of addictive substances by members, thus providing an 
alternative support system.”128

A central focus in contemporary addiction research is the U.S. opioid epidemic, with overdose mortality 
increasing from 33.3 deaths per million in 2000 to 130.7 deaths per million in 2016.129 Neuroscientific findings 
provide additional insight. Using functional MRI, Ferguson et al. found that “the reward and salience circuits 
affected by opioids . . . are also activated during religious experiences and devotional practices.”130 The authors 
of the Handbook propose that this neural overlap “may have implications for the kind of intervention necessary 
to recapture the hijacked reward systems,” suggesting that “life-changing religious experiences” or “establishing 
or re-establishing a connection with God . . . for some may be the only experience capable of replacing the 
cravings associated with opioid addiction.”131 

Substance abuse and addiction represent maladaptive forms of coping with stress, pain, or adversity. In 
contrast, religion—through beliefs and practices—encourages positive coping mechanisms such as prayer, 
ritual, worship, and the study of sacred texts.132 Whether or not these religious coping strategies are inherently 
efficacious, they are undeniably less harmful and more constructive than substance abuse or addiction.

In summary, the evidence reveals a consistent pattern: “Religious involvement affects virtually every factor that 
influences the development and persistence” of substance abuse and addiction.133 
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TOPIC 15: Religion, Mortality, and Longevity

Of the high-quality studies on 
religion and mortality/longevity 
identified in the 2024 Handbook, 
107 reported significant findings. 
Of these, 89 (83%) reported 
positive correlations between 
higher religiosity and greater 
longevity and lifespan,134 while 
only 6 (6%) of the studies found 
negative connections.135 It is probable that the pronounced 
longevity advantage of frequent church attenders is a 
composite effect of the cumulative impact of the other 14 
topics outlined in this report. Even small improvements in 
each of the 14 described domains likely contribute to the 
notable and significant increase in longevity. We now turn to 
longevity-related science.

The same UCLA research team that conducted the 
longitudinal study on cancer rates and cigarette smoking 
among 9,844 middle-aged members of The Church of Jesus 
Christ of Latter-day Saints discussed in the previous section 
also examined overall longevity and mortality. Their findings 
revealed that life expectancy was approximately 8 years longer for Latter-day Saint women and 11 years 
longer for Latter-day Saint men, compared to the general population.136 

As noted in a preceding section of this report (Topic 11: Cancer), Enstrom found that the lower cancer 
rates observed among Latter-day Saints could be largely replicated among physically active, nonsmoking, 
weekly churchgoers from various faith traditions.137 Subsequent studies identified similar patterns with 
respect to longevity. Building on Enstrom’s findings, researchers documented substantial life expectancy 
advantages among highly religious individuals across various 
denominations. For example, Hummer et al. analyzed a 
nationally representative sample of more than 20,000 U.S. 
adults and found that individuals who attended religious 
services more than once a week lived, on average, 7.6 years 
longer than those who never attended. Among African 
American participants, this difference was even more 
pronounced—nearly doubling to 13.7 years longer (80.1 
years versus 66.4 years) for frequent attenders.138 

Although the studies published by Enstrom in 1998 and Hummer et al. in 1999 were methodologically rigorous, 
they are dated. More recent research, however, has produced similar findings. Fifteen years after Enstrom’s 
foundational work, Pantell et al. surveyed 16,849 U.S. adults aged 25 and older, reporting a 27–35% higher 
mortality rate among infrequent religious attenders.139 Similarly, in 2017 Idler et al. used data from 18,370 U.S. 
adults aged 50 and older and found a 35% lower mortality rate among frequent church attenders.140  

Mortality / Longevity
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Positive (+)

Negative (-)

Mixed or 
Complex (?)

11

6

89

6020 1000 40 8010 5030 9070

Of the high-quality studies 
on religion and mortality/
longevity … 89 reported 
positive correlations between 
higher religiosity and greater 
longevity and lifespan, while 
only 6 of the studies found 
negative connections.

Among African American 
participants, frequent 
religious attenders lived an 
average of 13.7 years longer 
than non-attenders — 80.1 
years versus 66.4.
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In 2019 Kim and VanderWeele analyzed a sample of 5,200 U.S. adults 
in the same age range and observed that regular attenders were 39% 
less likely to die over a four-year period than nonattenders. Drawing on 
the Black Women’s Health Study  
(N = 36,613), VanderWeele and colleagues reported in 2017 a 32% 
reduction in mortality risk for frequent attenders. 

Likewise, in one of the largest U.S. studies to date  
(N = 74,534), Li et al. in 2016 found a 33% lower mortality risk 
among those attending services more than once per week compared 
with nonattenders. Collectively, these findings align closely with the 
conclusions of Enstrom and Hummer: Across these more recent, large-scale, methodologically rigorous U.S. studies, 
frequent religious attendance is associated with an average reduction in mortality risk of approximately 34%.141

In recent years, additional religion and mortality studies have emerged from other nations with diverse religious and 
political cultures. Rigorous studies from the last 15 years, including studies with sample sizes of about 15,000 from 
Mexico and China142 and five additional studies from the U.S. with samples ranging from 5,200 to 74,534143 have also 
reported significantly lower mortality rates among the highly religious. Frequent religious attenders in China and Mexico 
have been found to be an average of 20% less likely to die than nonattenders during the monitored timeframes. These 
lifespan advantages for the highly religious in China and Mexico are notable, but they are significantly lower than the U.S. 
rate of about 34%, indicating varying religious influence on mortality in diverse global settings.

Important Considerations Involving Religion, Mortality, and Longevity
A growing body of empirical research indicates that religious involvement is associated with lower rates of tobacco use, 
alcohol consumption, and drug abuse. Substance abuse carries both direct and indirect health risks—illegal drug use, for 
instance, not only damages health but is also linked to high-risk behaviors, criminality, exposure to violent victimization, and 
the dangers associated with the “street life,” including gang activity.144

Consistent religious participation is also strongly correlated with enhanced social support,145 a benefit that appears 
especially pronounced among racial and religious minorities146 and among low-income populations.147 Some researchers 
have observed a threshold effect:  namely, that measurable benefits arise primarily among those who attend religious 
services regularly, whereas nominal or infrequent participants do not experience the same effects. In particular, weekly 
attendance appears to mark the level at which substantial longevity advantages emerge.148

Religious teachings that emphasize compassion and service—such as the principle to “love thy neighbor”—foster stronger 
social networks and greater stores of social capital.149 Highly religious individuals also demonstrate higher rates of charitable 
giving and volunteerism.150 Beyond their social value, such prosocial behaviors have been linked to tangible health benefits; a 
meta-analytic review found a 24% reduction in mortality among adults engaged in regular volunteering.151

Finally, from a positive psychology perspective, many religions encourage emotional dispositions such as hope, optimism, 
and gratitude—attitudes that have been empirically associated with improved health outcomes and increased longevity.152

Extensive research demonstrates that excessive or chronic stress is strongly correlated with premature mortality. 
Elevated stress contributes to biological wear and tear, including heightened inflammation and the shortening of 
telomere length in chromosomes—changes that accelerate aging and increase mortality risk. Notably, “greater 
religious involvement has been associated with longer telomere length in at least three studies,”153 suggesting that 
religion may buffer some of the physiological effects of stress. 

Across faith traditions, frequent 
religious attenders live roughly 7 
to 14 years longer than those who 
never attend — with the largest 
advantages observed among 
physically active, nonsmoking 
weekly churchgoers.
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FIGURE 4: Significant Positive & Negative Findings across 15 Physical Health Phenomena

In summary, religious involvement has a positive influence on “lifestyle, health, perspective on life, stress 
management, faith, belief in a positive outcome, attitude, . . . depression, and life management,” and the beneficial 
cumulative effect of these phenomena serves to measurably enhance both the quality and duration of life.154  
[See Figure 4.]
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“High religious involvement 
is significantly associated 
with more than a dozen 
measurable benefits for 
physical health.”

Conclusion 
The Physical Health Dimension of Religion and Human Flourishing
This second report in the Religion and Human Flourishing series examined the relationship between 
religious involvement and measurable physical health outcomes. Across the most methodologically rigorous 
and highest-quality studies, the evidence reveals consistent and salutary associations between religious 
participation and all 15 physical health domains analyzed. The strongest positive relationships were observed 
in connection with cerebrovascular disease (10:1), all-cause mortality and longevity (an approximately 15:1 
ratio), substance abuse and addiction (approximately 43:1), and cigarette smoking (90:1).

Taken together, the best available evidence indicates that religious beliefs, practices, and participation in 
faith communities are—far more often than not—linked to improved physical health outcomes. Because 
the field of religion and health includes tens of thousands of studies—many addressing religion only 
superficially—this report focuses on the most detailed and methodologically rigorous research. Specifically, 
our analysis synthesized findings from the 2024 Handbook, representing the most comprehensive and 
methodologically discerning review to date.

Across 15 domains of physical health, this curated body 
of higher-quality evidence reports 876 studies identifying 
beneficial associations between religious involvement and 
health outcomes, compared with 124 reporting adverse 
associations—an overall positive-to-negative ratio of 
approximately 7:1. These findings underscore a consistent 
conclusion: when studied carefully and rigorously, high 
religious involvement is significantly associated with more 
than a dozen measurable benefits for physical health.

Research consistently shows a threshold effect: the benefits of religion concentrate among those with 
sustained, high engagement. Active participation is linked to better mental and physical health—including 
lower cancer rates, greater longevity,155 and stronger marriages and families.156 Meaningful commitment tends 
to yield the greatest benefits, typically seen among weekly attenders across ages and faiths.157 From a health-
promotion perspective, this growing body of evidence provides science-based support for active religious 
involvement, with wide-ranging mental, physical, and relational benefits extending across individuals, 
families, and communities.
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Accordingly, we offer several closing considerations:
•	 Religion and cigarette smoking: Higher religiosity is overwhelmingly associated with lower rates of 

cigarette smoking, with positive findings outnumbering negative ones by 90:1—the strongest ratio 
of any health phenomenon examined in this series. This protective effect likely arises from religious 
teachings that honor the body as sacred; from strong parental and community modeling; from prosocial 
peer networks; and via faith-based coping practices that offer healthy alternatives to addiction.

•	 Religion and substance abuse: Religion exerts one of its strongest protective effects against 
substance abuse, with 94% of high-quality studies showing lower rates of addiction among the more 
religious. This protective influence operates through multiple pathways—strengthening internal 
self-control, fostering prosocial peer and family networks, and even engaging the same neural 
reward circuits implicated in addiction—thereby reducing both the development and persistence of 
substance abuse disorders while promoting healthier, more adaptive coping.

•	 Religion and stress and immunity: Higher religiosity is linked to stronger immune function and 
healthier stress regulation (approximately 8:1 positive ratio), supported by lower substance abuse, 
reduced depression and anxiety, greater social support, and faith-based coping that helps moderate 
cortisol and enhance resilience.

•	 Religion, heart disease, and stroke: Higher religiosity is associated with lower rates of coronary 
heart disease (approximately 4:1), hypertension (approximately 5:1), and cerebrovascular disease 
(approximately 10:1). These protective effects appear to operate through biological, psychological, 
behavioral, and social pathways—reducing anger and stress, strengthening relationships and social 
capital, and promoting healthier lifestyles that lower cardiovascular and stroke risk. We note that 
while religion is generally associated with healthier patterns of general disease prevention, detection, 
and treatment compliance, this domain shows the weakest positive-to-negative ratio (approximately 
2:1) among all 15 physical health phenomena.

•	 Religion and Alzheimer’s: Higher religiosity is associated with lower rates of Alzheimer’s disease 
and other dementias, with positive findings outnumbering negative ones by approximately  5:1. This 
protective relationship appears to operate through multiple pathways—including healthier prenatal 
behaviors, greater social connection, higher rates of volunteering and prosocial activity, better diet 
and physical health, and reduced loneliness.

•	 Religion and physical limitations: Higher religiosity is linked to lower levels of chronic pain 
(approximately 4:1) and physical disability (approximately 5:1), likely due to religion’s promotion of 
purpose, hope, resilience, and healthy habits that reduce depression and anxiety and support physical 
and emotional well-being.

•	 Religion, lifestyle, and health behaviors: Higher religiosity is linked to healthier lifestyle habits, 
including greater physical activity (approximately 6:1) and better diet and weight outcomes 
(approximately 6:1). Religious teachings and dietary codes encourage moderation and purpose, 
though social traditions involving unhealthy communal meals may occasionally offset these benefits.
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By extension, we offer five policy considerations:
•	 Recognize the importance of religious participation in population health. Consistent evidence 

links active religious participation with healthier behaviors, lower addiction rates, reduced stress, 
and greater longevity. Public health frameworks should acknowledge the role of personal faith 
engagement as a meaningful factor influencing individual, familial, and community well-being.

•	 Encourage faith-sensitive and culturally competent care. Health and social service professionals 
should be equipped to understand how spiritual beliefs and religious practices affect coping, 
treatment adherence, and recovery. Integrating faith literacy into professional training can strengthen 
trust, engagement, and outcomes—without compromising critical health care or clinical standards. 
Such efforts would empower health care workers to better treat and care for the “whole patient.” 
Most patients value this aspect of care, but few physicians are trained or experienced in this aspect, 
aside from palliative care specialists.

•	 Support research and evidence-based partnerships. Continued funding for rigorous, longitudinal 
research is needed to clarify how religion influences health through biological, psychological, and 
social pathways. A new generation of studies can build on strong existing evidence connecting 
religiosity with lower rates of cancer, stroke, and heart disease—helping identify the mechanisms 
through which faith contributes to physical health and longevity.

•	 Engage faith organizations and communities as key partners in health promotion. Religious 
organizations and community-based faith groups should be recognized as vital collaborators in 
advancing public health. Cooperative engagement with these networks can strengthen prevention 
efforts, expand outreach, and foster holistic approaches to community well-being.

•	 Advocate for policies and practices that build religious pluralism. The benefits from religious living 
identified in this report are dependent upon the ability of individuals and groups to freely practice and 
live out their specific faith commitments. Legal and cultural norms that protect the right of religious 
freedom for all and recognize the benefits that religious life and commitments bring to individuals and 
society as a whole will enhance the likelihood of society experiencing such benefits.
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Appendix A: 
Notable Findings 
In this appendix, we offer a closer look at notable findings and a few of the best-available studies on 
religion and the 15 physical health phenomena discussed in the body of the report. These phenomena 
respectively include: (1) disease prevention, detection, and compliance; (2) exercise and physical activity; 
(3) diet and weight; (4) heart disease; (5) hypertension/blood pressure; (6) cerebrovascular disease; 
(7) Alzheimer’s disease and other dementias; (8) immune function; (9) stress hormones; (10) cigarette 
smoking; (11) cancer; (12) mortality and longevity; (13) basic physical functioning; (14) chronic pain; and 
(15) substance abuse and addiction.

Religion and Disease Prevention, Detection, and Compliance 
Shin et al. (2020) reported that among 525 South Korean patients who had attempted suicide, persons who 
were religious were 80% more likely to accept a follow-up psychiatric visit. 

Pecoraro et al. (2016) found that in a Russian study of 240 HIV+ patients (96% heterosexual) at the 
Leningrad Regional AIDS Center (LRAC) or Botkin Hospital for Infectious Diseases, “80% indicated that they 
‘called on God or a Higher Power for help, healing, or protection.’ Interestingly, those who did so were more 
likely to be compliant with their antiretroviral treatment.”158

Religion, Exercise, and Physical Activity
In a U.S. study of 5,200 adults over the age of 50, Kim and VanderWeele (2019) examined religious 
attendance and all-cause mortality. Higher religious attendance predicted lower mortality rates, with 
physical exercise identified as one of the mediating factors, accounting for 5.4% of the survival effect. 

In a study of 26,243 individuals over the age of 16, Pawlikowski et al. (2019) found that individuals who 
attended religious services more than four times a month were nearly one-third (32%) more likely to be 
involved in practicing a sport or engaging in other regular physical activity. 

In a 29-year longitudinal study of 2,676 adults, Strawbridge et al. (2001) found that persons who attended 
religious services weekly or more were 50% more likely to be physically active than those who attended less often. 

Religion, Diet, and Weight
In a study of 57,182 women (mean age = 62), Salmoirago-Blotcher et al. (2011) found that religious attendance 
was correlated with a 31% higher intake in healthy fiber among weekly attenders (compared to nonattenders). 

In an 8-year study of 3,617 U.S. adults, Cline and Ferraro (2006) found that those who engaged in frequent 
religious attendance had a lower risk for obesity. However, watching or listening to religious programs on 
TV or radio predicted a greater likelihood of becoming obese.

In a Canadian study of 26,078 adolescents (ages 11–15), Michaelson et al. (2014) found that frequent 
religious participants were: (a) 22% less likely to skip breakfast, (b) 27% less likely to eat infrequently, and 
(c) 19% less likely to consume fruits infrequently. In sum, all results indicated moderately healthier and 
more consistent eating habits among more religious adolescents. 
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Religion and Heart Disease

In an Israel-based, 23-year follow-up study of 9,245 Jewish adults (aged 40–55), Eilat-Adar and Goldbourt 
(2019) found that those who scored a 1 on the scale (i.e., nonbelievers and the least religious) were 33% 
more likely to die from CHD than those who scored a 5 (i.e., Haredim or most religious). 

In a Mexico-based, 9-year follow-up study of 772 adults (aged 50 and over), Hill et al. (2017) found that 
baseline religious attendance (and increased religious attendance during the follow-up years) were both 
related to a lower heart rate. 

In a U.S.-based, 18-year follow-up study of 74,534 women, Li et al. (2016) found that religious attendance 
more than once a week was related to a 27% decrease in death by cardiovascular disease and a 48% 
decrease in death by heart attack among the frequent religious attendees. 

Religion and Hypertension/Blood Pressure

In a 12-year study of 44,281 women, Spence et al. (2020) found that 11,773 self-reported being diagnosed 
hypertensive by a physician—and that the more a person attended church, the lower the risk of hypertension 
(although the differences were not large, i.e., 3–9%). 

In an 8-year follow-up study of 43,179 Black women (mean age = 45), Cozier et al. (2018) found that high 
levels of (positive) religious spiritual coping correlated with a 13% reduced risk of hypertension. 

Religion and Cerebrovascular Disease

In a U.S.-based, 20-year follow-up study of 2,433 young adults, Feinstein et al. (2012) examined the 
relationship between religious attendance and problems with coronary artery thickness (or CA-IMT, a 
substantial risk factor in strokes). Those who noted any level of religious participation were at significantly 
lower risk for CA-IMT.

In an 11-year European study of 23,864 individuals over the age of 50, Ahrenfeldt et al. (2019) found that 
those who were participating in a religious organization were 32% less likely to have a stroke. 

In a four-year multiethnic study of 6,814 individuals (mean age = 63), Feinstein et al. (2010) found that 
those who reported as daily religious attendees were 64% more likely to be in the 90th percentile of CA-IMT 
health, compared to those who did not attend religious services. 

Religion and Alzheimer’s Disease and Other Dementias

In a systematic review of 18 longitudinal studies (N = 2,119,627 total participants aged 55–81), Chan et al. 
(2019) found that depression raised the risk of developing dementia by 31%–50%, regardless of whether 
participants took antidepressant medication or not.159 



The Religion & Physical Health Connection          33EMBARGOED: Do not publish before June 4, 2026

In a 12-year U.S.-based study (N = 1,135 adults over the age of 50), Lekhak et al. (2020) examined prayer 
and meditation in connection with episodic memory. After noting controls and other factors, the study 
showed that prayer correlated with preserved memory as the patients grew older. The researchers concluded, 
“This study illustrates the benefits of prayer in preserving memory and provides much-needed empirical 
basis for community-level interventions to enhance memory in later life.”160 

In an 11-year follow-up study (N = 2,759 Mexican Americans), Reyes-Ortiz et al. (2008) found that religious 
attendance predicted higher cognitive function throughout the 11 years of the study. Specifically, decreases in 
church attendance were associated with increasing depressive symptoms and increasing cognitive decline.

Religion and Immune Function

In a U.S. study (N = 2,912 adults over the age of 50), Suh et al. (2019) found that frequency of religious 
attendance in those individuals showed a decrease in C-reactive protein (CRP) levels (CRP is an 
inflammatory connected with lower immune function). These individuals’ likelihood of having high CRP levels 
was 16% less if they attended religious services weekly compared to those who do not attend. 

In a study of 413 African American adults (mean age = 29), Simons et al. (2019) found that higher levels of 
religiosity were correlated with a decrease in inflammation and an increase in expression of the Tp53 cancer-
suppressor gene. Both findings were consistent with greater immune function. 

In a random sample of 1,977 U.S. adults aged 57–85, Hill et al. (2014) found that higher religious attendance 
correlated with a 15% greater likelihood of having low Epstein-Barr virus (EBV) antibody levels, meaning a 
greater immune control over the virus.

Religion and Stress Hormones

In a U.S. study of 1,470 adults ages 25–74, Tobin and Slatcher (2016) measured salivary cortisol levels over a 
10-year period and found that religious participants showed a healthier cortisol slope during the day. 

In a study of 79 HIV-positive patients, Kelsch et al. (2013) found that higher levels of spirituality indicated 
higher oxytocin (happy hormone) levels. Further, those who indicated having a spiritual transformation in 
their life experienced median levels of oxytocin that were twice as high as those who did not. 

In a study of 60 pregnant Iranian women during the first stage of labor, Sahmeddini et al. (2014) randomized 
the women into: (1) a control group and (2) a group who listened to the Qur’an for 45 minutes. Cortisol levels 
were assessed before and after the treatment. Those who listened to the Qur’an reported significantly lower 
levels of cortisol after the treatment.

Religion and Cigarette Smoking

In a U.S. study of 4,496 middle-aged adults, Bailey et al. (2015) found that the probability of being a 
persistent smoker or an ex-smoker was lower among highly religious attendees, and those who reported 
high religious importance, and high spiritual importance. Even so, religious involvement was not significantly 
correlated with smoking cessation. 

In an 8–14-year study of 5,681–7,458 U.S. adolescents, Chen and VanderWeele (2018) found that those who 
attended religious services weekly or more were at 15% lower risk of cigarette smoking. Those who prayed or 
meditated at least daily were at 11% lower risk of cigarette smoking. 
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In a Poland-based study of 26,243 individuals over the age of 16, Pawlikowski et al. (2019) found that 
religious attendance 1–3 times a month correlated with a 32% reduction in smoking, attending 4 times a 
month gave a 43% reduction, and attending more than 4 times a month gave a 66% reduction in smoking.

In a study of 543 mothers and their children from age 14 to 53, Zhang et al. (2021) found that persons who 
reported weekly religious attendance were at the lowest prevalence of nicotine dependence compared to 
all other groups (i.e., 8.1% vs 20.7–37.3%). At age 14, those who transitioned from weekly attendance to 
nonattendance were 4 times more likely to have a nicotine dependency disorder at age 43. 

Religion and Cancer 

In a 6-year study of 4,636 U.S. women, Chen and VanderWeele (2018) found that those who attended 
religious services at least once a week were 18% less likely to have precancer abnormalities. Those who 
prayed at least once a day were 26% less likely to have precancer abnormalities. 

In a European study of 23,864 patients, Ahrenfeldt et al. (2019) found that those who were involved in a 
religious organization at the beginning of the study were 22% less likely to have developed cancer in the 
subsequent 11 years. 

In a 16-year study of 74,534 U.S. nurses, Li et al. (2016) found that those who attended religious services at 
least once a week were 21% less likely to die of cancer. As attendance increased, likelihood of cancer-related 
mortality decreased. 

In a Finland-based study of 1.7 million men and 1.7 million women in the working class, Noon et al. (2018) 
found that 17,999 individuals developed bladder cancer over the 34-year period. Those who identified as 
religious had significantly lower cancer and mortality rates. 

In a 30-year U.S. cancer prevention study (N = 580,182 participants aged 30 or older), Alcaraz et al. (2019) 
found that less-religious persons were at greater risk of cancer mortality over the 30-year period. Among 
Black women, those who were low in religiosity were almost a third more at risk to die of cancer than highly 
religious Black women.

Religion and Basic Physical Functioning

In a two-year U.S. study of 5,200 retired participants, Kim and VanderWeele (2019) found that attendance at 
religious services was correlated with less decline in functioning. 

In a study of 6,122 adults over the age of 50 in Ireland, Orr et al. (2020) found that frequent religious 
attendance correlated with more positive results in a physical functioning test—especially for Catholic women. 

In a 17-year study of 2,482 Hispanic adults in the U.S., Hill et al. (2016) found that those who attended 
religious services regularly were less likely to have low mobility. 

Religion and Chronic Pain

In a U.S. sample of 382 adults, Cronan et al. (1989) found that prayer is the most common “unconventional” 
pain-coping method. 
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Glover-Graf et al. (2007) also determined prayer to be the second leading method for coping with pain (61%), 
exceeded in frequency only by medication (89%). 

Keivan et al. (2019) studied 64 burn patients in Iran and divided them into a control group and a spiritual 
care group, during dressing changes. Those in the spiritual care group experienced decreasing daily levels of 
pain intensity.

Religion, Substance Abuse, and Addiction

We briefly overview a few of the highest-quality studies that have been identified by the authors of the 
2024 Handbook in a developmental manner, moving from younger to older samples. Notable findings 
regarding religion and substance abuse/addiction have included Chen and VanderWeele’s (2018) 
8–14-year-long prospective study with an adolescent sample (N = 5,681 to 7,458) that found that youth 
who attended religious services at least weekly were less likely to use marijuana and illicit drugs, and to 
misuse prescription drugs. A similar preventative effect was found among youth who prayed or meditated 
at least once/day compared with those who never prayed or meditated. 

The authors of the 2024 Handbook note that “despite economic prosperity and abundant resources, rates 
of SUD [substance use disorders] in the United States are among the highest in the world.”161 Even within 
the U.S., however, economically depressed areas can provide fruitful ground for studying the religion and 
health connection. Green and colleagues’ (2010) research in a 10-year prospective study of 725 African 
American young adults (aged 32–43 years) in a low-income area of Chicago found that infrequent 
religious attenders were more than eight times as likely to develop a drug abuse disorder than frequent 
religious attenders.

Terry-McElrath and colleagues (2017) studied a large, national, random sample of U.S. adults (N = 
9,831) from age 18 to age 50. Adults with low religious commitment were significantly more likely 
than highly religious adults to be in the heavy user class for marijuana use. This finding holds added 
importance given marijuana’s status as a gateway drug that precedes abuse of harder drugs for many 
(Patel & Preedy, 2022). 

In a 5-year prospective study with 2,671 Norwegian adults (age 40 and older), Nordfjærn (2018) found 
that religiosity (measured by church membership and self-reported importance of religion) predicted 
greater abstention and less consumption of alcohol. The researchers concluded that religiosity was an 
important predictor of alcohol use (and avoidance) during the second half of life (age 40–80).

The preceding brief reviews of four studies highlight the negative correlation of religiosity with higher 
levels of drug use, abuse, and addiction. Two of many high-quality studies connecting religiosity and 
rehabilitation are now overviewed. First, Jang (2019) followed 1,289 youth from juvenile and adult court 
systems for 10 years. The researcher found that subjective and objective religiosity were both related to 
less marijuana use at baseline, but neither form of religiosity predicted desistance from marijuana use 
during follow-up. However, if study participants increased in both religious attendance and subjective 
religiosity, these changes significantly predicted cessation or reduction of marijuana use over time  
(Koenig et al., 2024).
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In another recovery and rehabilitation study, Kelly and colleagues (2020) at Harvard University’s 
Massachusetts General Hospital utilized a review of 27 studies (with 10,565 total participants) and 
concluded, “There is high-quality evidence that [religiously-based Alcoholics Anonymous and twelve-
step facilitation] are more effective than other established treatments, such as CBT [cognitive behavioral 
therapy], for increasing abstinence.”162 Further, religiously based Alcoholics Anonymous and Twelve-Step 
programs were found to be more cost-effective. The authors of the 2024 Handbook concluded that “12-step 
programs that explicitly use religion as a key aspect of treatment (e.g., Alcoholics Anonymous . . .) appear to 
be effective in reducing substance use and increasing abstinence.”163 

Religion, Mortality, and Longevity

In China, Zeng et al. (2011) examined a sample of 15,973 adults 65 and older and found that, over a three-
year follow-up, those who were religious were 21% less likely to die during the follow-up. See also Zimmer et 
al. (2020) for a Taiwanese study. 

In Mexico, Hill and colleagues’ (2020) study on health and aging included 14,743 participants and found that, 
in a 12-year follow-up, adults who attended religious services at least once a week had a 19% reduction in 
mortality rate.164 While the roughly 20% decrease in mortality in these two international studies is significant, 
it is substantially lower than the 34% mean difference in U.S. studies, indicating varying religious influence on 
mortality in diverse global settings. 

Two of the best foundational studies in this area found longevity increases for frequent church attenders 
ranging from 7.6 years to 13.7 years, depending on gender and race (Enstrom, 1998b; Hummer et al., 1999). 
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