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— Religion & Human Flourishing
Executive Summary

Over the past several decades, religion has moved from Religious involvement is

the center Qf American pubI|.c .Ilfe .towa.rd the margins. most often associated with
Most Americans now say religion is losing influence,

and participation has declined across much of the S|gn|f|cant benefits across
developed world." At the same time, many Americans domains—including Iinkages
have shl.ft.ed sources.of identity and mo.ra.l meaning away to better mental health,
from religious commitments toward politics, popular . .

culture, science, or some combination of the three.? As |mproved phyS|Ca| health’
this shift continues, it invites closer examination of how and stronger family and
ch.anges. in rel.|g|ous involvement r.elate to individual well- Community connections.
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, 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.* 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.°

The research literature expanded rapidly from the first edition in 2001, which reviewed just over
1,200 studies,® and the second edition in 2012, which cataloged approximately 2,800 studies from
a single decade alone.” By the time of the third edition in 2024, tens of thousands of peer-reviewed
studies on religion and health were available.® 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.®

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.
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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.!°

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.

Religion and Human Flourishing Across Mental, Physical, and Social Health
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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 Studies reporting positive
Connection, reviews the highest-quality studies associations between

on religious involvement and its relationship to . .
psychological well-being, emotional functioning, and rellglous involvement
psychiatric outcomes. Studies reporting positive and mental health (961)
associations between religious involvement and mental outnumber those reporting
health (961) outnumber those reporting negative

associations (101) by approximately 10:1." negative assoclations (101)

by 10:1.
The strongest evidence links religious involvement to
lower suicide risk,'? better coping with stress,”® reduced
substance abuse and addiction," and higher levels of hope, meaning, and life satisfaction.” Although
harmful or coercive forms of religion do exist,'® 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 7:1.7

Religious participation is consistently associated with lower mortality risk,’® dramatically lower rates
of cigarette smoking,'® reduced substance abuse,?® and improved outcomes related to cardiovascular
disease,?' and other chronic conditions.?> 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 33:1.2

The evidence linking religiosity to lower crime and delinquency is especially strong, with a positive-
to-negative ratio of 69:1.2* Studies also show robust associations between religious involvement and
greater social support,?® higher rates of volunteering and charitable giving,?® stronger marriages,
lower divorce rates, reduced domestic violence, and greater family stability.?” Research further
suggests that religious involvement is associated with more positive views of children,?® along with
higher fertility?®*—indicating a potential role in sustaining family life and long-term social continuity.
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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.

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.
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REPORT 2

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.”” 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.? 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.® The findings of the studies across nine mental health conditions are presented at a
glance in Figure 1.



However, the preponderance of empirical FIGURE 2: Significant Findings in High-Quality Studies on
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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.”1°

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.”" 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.” The second edition in 2012 expanded
dramatically, cataloging approximately 2,800 studies from just one decade, 2000-2010, evidence of an
accelerating field.”® 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.'* This third edition provides the primary
empirical foundation for the present report.
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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.”®

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 Across 1’069 of the most
Handbook’s stringent inclusion criteria, 876 of 1,069 studies rigorous studies, religion

reporting significant findings identified positive correlations was associated with better
between religion and physical health (82%). In contrast, 124 .
physical health more than

studies (12%) reported negative associations (for example,
unhealthy religious influences), while 69 studies (6%) yielded 7 times as often as worse
mixed or complex results. Taken together, among the best available health — and the relationship

evidence, positive associations outnumber negative ones by
strengthens across the most

approximately 7:1. [See Figure 3.]

life-altering domains.
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

FIGURE 3: Significant Findings in High-Quality Studies on
Religion and Physical Health by Outcome (%)

better physical health. However, the strength 100
of these relationships varies widely depending 28 81.9%
on the specific phenomenon. Across different 70
areas, the ratio of rigorous studies showing ‘5:30 60
positive (healthy) versus negative (unhealthy) % 50
connections ranges from less than 2:1 to as high § 40
as 90:1.¢ 30
20 11.6%

. . . 10 6.5%
We begin this report with the three phenomena 0 -
that display the most mixed or inconsistent Positive (+) Negative ()  Mixed or Complex (?)

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 . . . .
P ’ Disease Prevention, Detection, & Compliance
detection, and compliance with Number of High-Quality Studies

medically prescribed treatments _ 60

were examined together by the

Positive (+)

authors of the 2024 Handbook. As Negative (-)
with the other 14 physical health Mixed or
phenomena analyzed in both the Complex (?)
0 10 20 30 40 50 60 70 80 90 100

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 and compliance show the weakest
higher religiosity and healthier rates of disease prevention, positive-to-negative ratio of any
detection, and compliance, while 33 found negative or unhealthy
associations. Although positive results still significantly

Disease prevention, detection,

physical health phenomenon we

outnumber negative ones—by approximately 2:1—this ratio examined (2:1) — and the strength

represents the smallest positive-to-negative advantage of any of these associations has declined
hysical health phenomenon considered by the authors of the

phy P y post-2010.

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:"”

«  (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.”® 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.

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.?® 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.?'
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———TOPIC 2: Religion, Exercise, and Physical Activity

Among the most rigorous studies
g g Exercise / Physical Activity

exploring the relationship between Number of High-Quality Studies
religion and exercise or physical
- . Positive (+) 19

activity, 25 reported significant
findings. Of these, 19 identified Negative (3 l s
positive associations between

. C e Mixed or 3
higher religiosity and greater levels Complex (?)
of physical activity or exercise,?? 0 10 20 30 40 50

while only 3 studies found negative
associations.?® 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%.”2* 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.?®

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.”?® 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.?” 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.?®
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———TOPIC 3: Religion, Diet, and Weight

Among the most rigorous studies
'g. g . Diet and Weight
examining the relationship between Number of High-Quality Studies

religion and diet or weight, 149
S L. Positive (+) 109

reported significant findings. Of
these studies, a majority—109— Negative () - 27
found that higher religiosity was

. . . . Mixed or 13
associated with healthier dietary Complex (?)
habits, weight levels, or both.?® 0O 10 2 30 40 50 60 70 80 90 100 10 120 130 140 150
Twenty-seven studies reported
negative associations,®° 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.®

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.®?

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.%®

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.®* When
practiced regularly and in moderation, fasting appears to offer several physiological benefits®®*—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.®® 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 .
. ) . . Heart Disease
the Handbook identify nine primary Number of High-Quality Studies

pathways through which religiosity
. Positive (+) 26
may influence the development or
prevention of coronary heart disease Negative () - 6
(CHD). These pathways include
. . . Mixed or
demographic, socioeconomic, Complex (?)

genetic, biological, environmental, 0 10 20 30 40 50
cultural, social, psychological,

4

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).%” Six studies reported negative findings,% resulting in a positive-to-
negative ratio of approximately 4:1.%° 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.#°

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.*!

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.*? Because religious involvement often supports
and stabilizes marriage®® and stable marriage is correlated with reduced rates of heart disease,* 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.*®
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—————TOPIC 5: Religion and Hypertension/Blood Pressure

Of the most rigorous studies .
o s ) Hypertension / Blood Pressure
examining rellglon In connection Number of High-Quality Studies

with hypertension, 52 reported

L . . Positive (+) 38
significant findings. Of these studies,
38 found a relationship between Negative () - 8

higher religiosity and lower rates
. 46 . Mixed or 7
of hypertension.”® Eight studies Complex (?)
reported negative findings,* 0 10 20 30 40 50
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.*®

Conversely, negative psychological states such as depression and anxiety are linked to a significantly higher
risk of hypertension.®® 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.®'

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.®?
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TOPIC 6: Religion and Cerebrovascular Disease

Among the most rigorous studies Cerebrovascular Disease
- . . Number of High-Quality Studies
examining the relationship between

religion and cerebrovascular disease Positive (+) - 10

(CBVD)—which includes stroke

and other disorders affecting blood Negative (-) I !
flow to the brain—11 reported Mixed or
significant findings. Ten of these Complex (7)
0 10 20 30 40 50

studies, or approximately 91%,

found that higher levels of religiosity

were associated with lower rates of cerebrovascular disease,?® while only one study (9%) reported negative
findings,%* a 10:1 positive-to-negative ratio.®®

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.®

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.®’

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.®®

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.®®



TOPIC 7: Religion and Alzheimer’s Disease and Other Dementias

Among the most rigorous studies
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higher levels of religiosity were

associated with lower rates of Alzheimer’s disease and other forms of dementia.®® Six studies (16%) reported
negative findings,’' an approximately 5:1 positive-to-negative ratio.®?

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).%3

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.5*

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.®® In these and other ways, faith community can
protect against social isolation.®®

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.®’

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.®®
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TOPIC 8: Religion and Immune Function

Of the most rigorous studies .
Immune Function

examining religion in connection Number of High-Quality Studies
with immune function, 70 "
S o Positive (+) 61

reported significant findings. Of
these studies, 61 (87%) found Negative (-) . 7
a relationship between higher _

. o Mixed or
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(11%) reported negative findings,”
indicating that positive findings outweighed negative ones by approximately 8:1.”

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.”

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.”

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

[llicit 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.”

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.”’®
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TOPIC 9: Religion and Stress Hormones

Of the most rigorous studies

examining religion in connection Stress Hormones
. Number of High-Quality Studies
with stress hormones, 28

reported significant findings. Positive (+) _ 24

Of these studies, 24 (86%)
found a relationship between Negative (-) l s
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stress hormone levels.”” Three Complex (?)
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studies™(11%) reported negative
findings, an 8:1 positive-to-negative ratio.”

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.8° Even
so, there are some important considerations linking religion and stress hormones.®'

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.®? 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.®*

Certain religious beliefs and practices can help prevent specific stressors, such as addiction and its related
financial and health consequences.®® 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.®®

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.®’

The Religion & Physical Health Connection



——TOPIC 10: Religion and Cigarette Smoking

As discussed in Topic 11: Religion Cigarette Smoking

Number of High-Quality Studies
and Cancer (the next section), the
authors of the 2024 Handbook Positive (+) _ °0
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by the widest margin of any
health phenomenon examined
in this series: 90 to 1.

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.” 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.®?

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.®® 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.®*

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.”®® 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.%®
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—— TOPIC 11: Religion and Cancer

Forty years of research consistently Cancer
shows that religious involvement is Number of High-Quality Studies

associated with lower cancer rates,
. - . Positive (+) 17
particularly among traditions with

explicit health codes. These groups

Negative (-) 4
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guidelines of the National Cancer
Institute (now the NCCN) and the
recommendations of the American Cancer Society.®”

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.®® 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.®® 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,’°° while 4 (19%) found unhealthy connections (e.g., more cancer among the more religious).”®’

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.'%?

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.'

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.’**

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.



———TOPIC 12: Religion and Basic Physical Functioning

In medical studies, basic physical Physical Disability

functioning is defined as the ability Number of High-Quality Studies
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38 reported significant findings. Of
these studies, 27 (71%) found that
higher levels of religiosity were associated with lower rates of physical disability,'°® while 7 (18%) reported
negative associations.'®” Overall, positive findings outweighed negative findings by approximately 4:1.1°8

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.’°®

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."®

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.™

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.!
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————TOPIC 13: Religion and Chronic Pain

Among the most rigorous studies Chronic Pain
. . . . . Number of High-Quality Studies
investigating the relationship

between religion and chronic pain Positive (+) _ 22
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associated with lower levels of
chronic pain."® Six studies (19%)
reported negative findings,"™ a positive-to-negative ratio of approximately 4:1.°

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."®

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.” More rapid recovery and lower levels of pain can offer further help, by
preventing addiction to opioids and other pain medications.
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——— TOPIC 14: Religion, Substance Abuse, and Addiction

Substance abuse and addiction
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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."®

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 256 of 271 studies (94%)

substance abuse connection that reported significant found religion correlated
findings, 256 studies (94%) found that religion correlated

with lower rates of substance abuse and addiction."® Only with lower rates of substance
6 studies (2.2%) found religion to be correlated with abuse and addiction. Only 6
higher rates of substance abuse'?®—an approximately 43:1 . .
enerr posanee sot ppoximately studies (2.2%) found religion
positive-to-negative ratio. _ _
to be correlated with higher
Given the extensive psychological, physical, relational,
. . . rates of substance abuse—a
and societal harm associated with substance abuse and

addiction, researchers have devoted substantial attention 43:1 positive-to—negative ratio.
to identifying effective strategies for both prevention and

treatment.’?® 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.'?

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.”’®*
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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.’?® Within families, religious involvement
is associated with stronger two-parent households and more effective parental monitoring.'?® 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.”?”

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.”'?®

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."?° 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.”™® 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.”™

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.’®> 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.'®®



————TOPIC 15: Religion, Mortality, and Longevity
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The same UCLA research team that conducted the Iongewty and Ilfespan, while

longitudinal study on cancer rates and cigarette smoking only 6 of the studies found
among 9,844 middle-aged members of The Church of Jesus negative connections.

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.'®®

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.”®” 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 Among African American
nationally representative sample of more than 20,000 U.S. participants, frequent

aduljts and found that |nd|V|duaIs.who attended religious religious attenders lived an
services more than once a week lived, on average, 7.6 years

longer than those who never attended. Among African average of 13.7 years Ionger
American participants, this difference was even more than non-attenders — 80.1

pronounced—nearly doubling to 13.7 years longer (80.1

ears versus 66.4.
years versus 66.4 years) for frequent attenders.'® y

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.”®® 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.'°
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In 2019 Kim and VanderWeele analyzed a sample of 5,200 U.S. adults Across faith traditions, frequent
in the same age range and observed that regular attenders were 39% ligi l hiv 7
less likely to die over a four-year period than nonattenders. Drawing on religious attenders live roughly
the Black Women’s Health Study to 14 years longer than those who

(N = 36,613), VanderWeele and colleagues reported in 2017 a 32% never attend — with the Iargest

reduction in mortality risk for frequent attenders.
advantages observed among

physically active, nonsmoking
weekly churchgoers.

Likewise, in one of the largest U.S. studies to date

(N =74,534), Lietal.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%."%'

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 China'? and five additional studies from the U.S. with samples ranging from 5,200 to 74,534 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.*4

Consistent religious participation is also strongly correlated with enhanced social support,“® a benefit that appears
especially pronounced among racial and religious minorities™® and among low-income populations.” 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."*®

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.*® Highly religious individuals also demonstrate higher rates of charitable
giving and volunteerism.”™ 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.”®

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.'®?

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,”’®® suggesting that
religion may buffer some of the physiological effects of stress.
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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.!®

[See Figure 4.]

FIGURE 4: Significant Positive & Negative Findings across 15 Physical Health Phenomena
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——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 “High religious involvement
of higher-quality evidence reports 876 studies identifying

beneficial associations between religious involvement and IS Slgmflcantly associated
health outcomes, compared with 124 reporting adverse with more than a dozen

assocgtlons—an overall p_osr_uve-to—negatlve ratio of measurable benefits for
approximately 7:1. These findings underscore a consistent

H »
conclusion: when studied carefully and rigorously, high phyS|Ca| health.
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,'®® and stronger marriages and families.'®® Meaningful commitment tends
to yield the greatest benefits, typically seen among weekly attenders across ages and faiths.'®” 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.



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.



—— 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.”’*®

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.



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.'*®



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.”'€°

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

Ina 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

Ina 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.



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 a17-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

|JJ

Ina U.S. sample of 382 adults, Cronan et al. (1989) found that prayer is the most common “unconventiona
pain-coping method.



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.”'®" 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), Nordfjeern (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).



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.”'®? 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.”'®®

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.'®* 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).



References

Abu, H. 0., McManus, D. D., Kiefe, C. I, & Goldberg, R. J. (2020). Religiosity and patient activation among hospital
survivors of an acute coronary syndrome. Journal of General Internal Medicine, 35, 762-769.

Ahrenfeldt, L. J., Hvidt, N. C., Kjgller, S. T., Méller, S., & Lindahl-Jacobsen, R. (2019). Religiousness and diseases in Europe:
Findings from SHARE. Journal of Religion and Health, 58,1925-1937.

Ai, A. L., Peterson, C., Tice, T. N., Rodgers, W., Seymour, E. M., & Bolling, S. F. (2006). Differential effects of faith-based
coping on physical and mental fatigue in middle-aged and older cardiac patients. The International Journal of Psychiatry
in Medicine, 36(3), 351-365.

Alcaraz, K. |, Eddens, K. S., Blase, J. L., Diver, W. R,, Patel, A. V., Teras, L. R,, Stevens, V. L., Jacobs, E. J., & Gapstur, S. M.
(2019). Social isolation and mortality in US black and white men and women. American Journal of Epidemiology, 188(1),
102-109.

Alghafli, Z., Hatch, T. G., Rose, A. H., Abo-Zena, M. M., Marks, L. D., & Dollahite, D. C. (2019). A qualitative study of
Ramadan: A month of fasting, family, and faith. Religions, 10, 123. https://d0i.10.3390/rel10020123

Amijadian, M., Bahrami Ehsan, H., Saboni, K., Vahedi, S., Rostami, R., & Roshani, D. (2020). A pilot randomized controlled
trial to assess the effect of Islamic spiritual intervention and of breathing technique with heart rate variability feedback on
anxiety, depression and psycho-physiologic coherence in patients after coronary artery bypass surgery. Annals of General
Psychiatry,19,1-10.

Atkins, R. G., Jr., & Hawdon, J. E. (2007). Religiosity and participation in mutual-aid support groups for addiction. Journal
of Substance Abuse Treatment, 33(3), 321-331.

Ayazi, M., Johnson, K. T., Merritt, M. M., Di Paolo, M. R., Edwards, C. L., Koenig, H. G., Bennett, G. G., Jr., Whitfield, K. A., &
Barker, C. S. (2018). Religiosity, education, John Henryism active coping, and cardiovascular responses to anger recall for
African American men. Journal of Black Psychology, 44(4), 295-321.

Baetz, M., & Bowen, R. (2008). Chronic pain and fatigue: Associations with religion and spirituality. Pain Research and
Management, 13(5), 383-388.

Bailey, Z. D,, Slopen, N., Albert, M., & Williams, D. R. (2015). Multidimensional religious involvement and tobacco smoking
patterns over 9-10 years: A prospective study of middle-aged adults in the United States. Social Science & Medicine, 138,
128-135.

Beeri, M. S., Davidson, M., Silverman, J. M., Schmeidler, J., Springer, R. R., Noy, S., & Goldbourt, U. (2008). Religious
education and midlife observance are associated with dementia three decades later in Israeli men. Journal of Clinical
Epidemiology, 61(11), 1161-1168.

Bellinger, D. L., Berk, L. S., Koenig, H. G., Daher, N., Pearce, M. J., Robins, C. J., Nelson, B., Shaw, S. F., Cohen, H. J., & King,
M. B. (2014). Religious involvement, inflammatory markers and stress hormones in major depression and chronic medical
illness. Open Journal of Psychiatry, 4(4), 335-352.

Benjamins, M. R. (2004). Religion and functional health among the elderly: Is there a relationship and is it constant?
Journal of Aging and Health, 16(3), 355-374.

Benijet, C., Borges, G., Medina-Mora, M. E., Blanco, J., Zambrano, J., Orozco, R,, Fleiz, C., & Rojas, E. (2007a). Drug use
opportunities and the transition to drug use among adolescents from the Mexico City Metropolitan Area. Drug and Alcohol
Dependence, 90(2-3),128-134.

The Religion & Physical Health Connection



Benjet, C., Borges, G., Medina-Mora, M. E., Fleiz, C., Blanco, J., Zambrano, J., Rojas, E., & Ramirez, M. (2007b). Prevalence
and socio-demographic correlates of drug use among adolescents: Results from the Mexican Adolescent Mental Health
Survey. Addiction, 102(8), 1261-1268.

Berk, L. S., Bellinger, D. L., Koenig, H. G., Daher, N., Pearce, M. J., Robins, C. J., Nelson, B., Shaw, S. F,, Cohen, H. J., & King,
M. B. (2015). Effects of religious vs. conventional cognitive-behavioral therapy on inflammatory markers and stress
hormones in major depression and chronic medical illness: A randomized clinical trial. Open Journal of Psychiatry, 5(3),
238-259.

Best, A. L., Spencer, S. M., Friedman, D. B., Hall, I. J., & Billings, D. (2016). The influence of spiritual framing on African
American women’s mammography intentions: A randomized trial. Journal of Health Communication, 21(6), 620-628.

Blay, S. L., Batista, A. D., Andreoli, S. B., & Gastal, F. L. (2008). The relationship between religiosity and tobacco, alcohol
use, and depression in an elderly community population. The American Journal of Geriatric Psychiatry, 16(11), 934-943.

Buck, A. C., Williams, D. R., Musick, M. A., & Sternthal, M. J. (2009). An examination of the relationship between multiple
dimensions of religiosity, blood pressure, and hypertension. Social Science & Medicine, 68(2), 314-322.

Burke, A., Lam, C. N., Stussman, B., & Yang, H. (2017). Prevalence and patterns of use of mantra, mindfulness and spiritual
meditation among adults in the United States. BMC Complementary and Alternative Medicine, 17,1-18.

Biissing, A., Frick, E., Jacobs, C., & Baumann, K. (2016). Health and life satisfaction of Roman Catholic pastoral workers:
Private prayer has a greater impact than public prayer. Pastoral Psychology, 65, 89-102.

Carrico, A. W., Storholm, E. D., Flentje, A., Arnold, E. A, Pollack, L. M., Neilands, T. B., Rebchook, G. M., Peterson, J. L., Eke,
A., Johnson, W., & Kegeles, S. M. (2017). Spirituality/religiosity, substance use, and HIV testing among young black men
who have sex with men. Drug and Alcohol Dependence, 174,106-112.

Chan, J. Y., Yiu, K. K., Kwok, T. C., Wong, S. Y., & Tsoi, K. K. (2019). Depression and antidepressants as potential risk factors
in dementia: a systematic review and meta-analysis of 18 longitudinal studies. Journal of the American Medical Directors
Association, 20(3), 279-286.

Chen, Y., & VanderWeele, T. J. (2018). Associations of religious upbringing with subsequent health and well-being from
adolescence to young adulthood: An outcome-wide analysis. American Journal of Epidemiology, 187(11), 2355-2364.

Cline, K. M., & Ferraro, K. F. (2006). Does religion increase the prevalence and incidence of obesity in adulthood? Journal
for the Scientific Study of Religion, 45(2), 269-281.

Coleman, P. G,, Carare, R. O., Petrov, |, Forbes, E., Saigal, A., Spreadbury, J. H., Yap, A., & Kendrick, T. (2011). Spiritual
belief, social support, physical functioning and depression among older people in Bulgaria and Romania. Aging & Mental
Health,15(3), 327-333.

Cozier, Y. C., Yu, J., Wise, L. A., VanderWeele, T. J., Balboni, T. A., Argentieri, M. A, Rosenberg, L., Palmer, J. R., & Shields,
A. E. (2018). Religious and spiritual coping and risk of incident hypertension in the black women’s health study. Annals of
Behavioral Medicine, 52(12), 989-998.

Cronan, T. A, Kaplan, R. M., Posner, L., Blumberg, E., & Kozin, F. (1989). Prevalence of the use of unconventional
remedies for arthritis in a metropolitan community. Arthritis & Rheumatism: Official Journal of the American College of
Rheumatology, 32(12),1604-1607.

De Cabo, R., & Mattson, M. P. (2019). Effects of intermittent fasting on health, aging, and disease. New England Journal of
Medicine, 381(26), 2541-2551,

Despoina, M., Marianna, T., Moses, G., & Magda, T. (2018). Differences in religiosity among cognitively intact, mildly
cognitively impaired, and mildly demented elderly, and its possible relationship with depressive mood. Applied Nursing
Research, 43, 69-74.



Dodor, B. (2012). The impact of religiosity on health behaviors and obesity among African Americans. Journal of Human
Behavior in the Social Environment, 22(4), 451-462.

Drozdowska, B. A, Celis-Morales, C. A., Lyall, D. M., & Quinn, T. J. (2019). Social engagement after stroke—Is it relevant to
cognitive function? A cross-sectional analysis of UK Biobank data. AMRC Open Research, 1.

Ebert, T., Gebauer, J. E., Talman, J. R., & Rentfrow, P. J. (2020). Religious people only live longer in religious cultural
contexts: A gravestone analysis. Journal of Personality and Social Psychology, 119(1), 1.

Eilat-Adar, S., & Goldbourt, U. (2019). Religious education and midlife observance are associated with lower coronary
heart disease (CHD) mortality 23 years later. European Heart Journal, 40 (Supplement_1), ehz745.0754.

Eitle, D. (2011). Religion and gambling among young adults in the United States: Moral communities and the deterrence
hypothesis. Journal for the Scientific Study of Religion, 50(1), 61-81.

Enstrom, J. E. (1998a). Health practices and cancer mortality among active California Mormons. In J. T. Duke (Ed.),
Latter-day Saint social life: Social research on the LDS Church and its members (pp. 441-460). Bookcraft.

Enstrom, J. E. (1998b). Health practices and mortality among active California Mormons, 1980-93. In J. T. Duke (Ed.),
Latter-day Saint social life: Social research on the LDS Church and its members (pp. 461-472). Bookcraft.

Farzanegan, B., Elkhatib, T. H., Elgazzar, A. E., Moghaddam, K. G., Torkaman, M., Zarkesh, M., Goharani, R., Bashar, F. R,,
Hajiesmaeili, M., Shojaei, S., Madani, S. J., Vahedian-Azimi, A., Hatamian, S., Masavinasab, S. M. M., Khoshfetrat, M.,
Khatir, A. K., Miller, A. C., & MORZAK Collaborative. (2021). Impact of religiosity on delirium severity among critically ill
Shi'a Muslims: A prospective multi-center observational study. Journal of Religion and Health, 60, 816-840.

Feinstein, M., Liu, K., Ning, H., Fitchett, G., & Lloyd-Jones, D. M. (2010). Burden of cardiovascular risk factors, subclinical
atherosclerosis, and incident cardiovascular events across dimensions of religiosity: The multi-ethnic study of
atherosclerosis. Circulation, 121(5), 659-666.

Feinstein, M., Liu, K., Ning, H., Fitchett, G., & Lloyd-Jones, D. M. (2012). Incident obesity and cardiovascular risk factors
between young adulthood and middle age by religious involvement: The Coronary Artery Risk Development in Young
Adults (CARDIA) Study. Preventive Medicine, 54(2),117-121.

Ferguson, M. A, Nielsen, J. A,, King, J. B., Dai, L., Giangrasso, D. M., Holman, R., Korenberg, J. R., & Anderson, J. S. (2018).
Reward, salience, and attentional networks are activated by religious experience in devout Mormons. Social Neuroscience,
13(1), 104-116.

Fidrio, C. E., Cesar, C. L. G,, Alves, M. C. G. P,, & Goldbaum, M. (2020). Prevalence of hypertension in adults in the city of
Sao Paulo and associated factors. Revista Brasileira de Epidemiologia, 23, e200052.

Fitchett, G., & Powell, L. H. (2009). Daily spiritual experiences, systolic blood pressure, and hypertension among midlife
women in SWAN. Annals of Behavioral Medicine, 37(3), 257-267.

Floud, S., Balkwill, A., Canoy, D., Reeves, G. K., Green, J., Beral, V., Cairns, B. J., & Million Women Study Collaborators.
(2018). Social participation and coronary heart disease risk in a large prospective study of UK women. European Journal
of Preventive Cardiology, 23(9), 995-1002.

Fox, S. A., Pitkin, K., Paul, C., Carson, S., & Duan, N. (1998). Breast cancer screening adherence: Does church attendance
matter? Health Education & Behavior, 25(6), 742-758.

Glover-Graf, N. M., Marini, ., Baker, J., & Buck, T. (2007). Religious and spiritual beliefs and practices of persons with
chronic pain. Rehabilitation Counseling Bulletin, 51(1), 21-33.

Gomes, T., Tadrous, M., Mamdani, M. M., Paterson, J. M., & Juurlink, D. N. (2018). The burden of opioid-related mortality
in the United States. JAMA Network Open, 1(2), e180217.



Green, K. M., Doherty, E. E., Reisinger, H. S., Chilcoat, H. D., & Ensminger, M. (2010). Social integration in young adulthood
and the subsequent onset of substance use and disorders among a community population of urban African Americans.
Addiction, 105(3), 484-493.

Griep, Y., Hanson, L. M., Vantilborgh, T.,, Janssens, L., Jones, S. K., & Hyde, M. (2017). Can volunteering in later life reduce
the risk of dementia? A 5-year longitudinal study among volunteering and non-volunteering retired seniors. PloS One,
12(8), e0173885.

Hayward, R. D., Krause, N., Ironson, G., Hill, P. C., & Emmons, R. (2016). Health and well-being among the non-religious:
Atheists, agnostics, and no preference compared with religious group members. Journal of Religion and Health, 55,
1024-1037.

Hendershot, G. E. (2003). Mobility limitations and complementary and alternative medicine: Are people with disabilities
more likely to pray? American Journal of Public Health, 93(7),1079-1080.

Herman-Stahl, M. A,, Krebs, C. P., Kroutil, L. A., & Heller, D. C. (2007). Risk and protective factors for methamphetamine
use and nonmedical use of prescription stimulants among young adults aged 18 to 25. Addictive Behaviors, 32(5),
1003-1015.

Heuch, |, Jacobsen, B. K., & Fraser, G. E. (2005). A cohort study found that earlier and longer Seventh-day Adventist
church membership was associated with reduced male mortality. Journal of Clinical Epidemiology, 58(1), 83-91.

Hill, T. D., Burdette, A. M., Taylor, J., & Angel, J. L. (2016). Religious attendance and the mobility trajectories of older
Mexican Americans: An application of the growth mixture model. Journal of Health and Social Behavior, 57(1),118-134.

Hill, T. D, Carr, D. C., Burdette, A. M., & Dowd-Arrow, B. (2020). Life-course religious attendance and cognitive functioning
in later life. Research on Aging, 42(7-8), 217-225.

Hill, T. D., Rote, S. M., & Ellison, C. G. (2017). Religious participation and biological functioning in Mexico. Journal of Aging
and Health, 29(6), 951-972.

Hill, T. D., Rote, S. M., Ellison, C. G., & Burdette, A. M. (2014). Religious attendance and biological functioning: A multiple
specification approach. Journal of Aging and Health, 26(5), 766-785.

Hill, T. D., Saenz, J. L., & Rote, S. M. (2020). Religious participation and mortality risk in Mexico. The Journals of
Gerontology: Series B, 75(5), 1053-1061.

Hinckley, G. B. (1996, September 17). Stand up for truth. https://speeches.byu.edu/talks/gordon-b-hinckley/stand-truth/

Hodge, D. R., Marsiglia, F. F., & Nieri, T. (2011). Religion and substance use among youths of Mexican heritage: A social
capital perspective. Social Work Research, 35(3), 137-146.

Holt, C. L., Litaker, M. S., Scarinci, |. C., Debnam, K. J., McDavid, C., McNeal, S. F.,, Eloubeidi, M. A., Crowther, M., Bolland, J.,
& Martin, M. Y. (2013). Spiritually based intervention to increase colorectal cancer screening among African Americans:
Screening and theory-based outcomes from a randomized trial. Health Education & Behavior, 40(4), 458-468.

Horwitz, I. M. (2022). God, grades, and graduation: Religion’s surprising impact on academic success. Oxford University
Press.

Hulett, J. M., Armer, J. M., Leary, E., Stewart, B. R, McDaniel, R., Smith, K., Millspaugh, R., & Millspaugh, J. (2018).
Religiousness, spirituality, and salivary cortisol in breast cancer survivorship: A pilot study. Cancer Nursing, 41(2),
166-175.

Hummer, R. A,, Rogers, R. G., Nam, C. B., & Ellison, C. G. (1999). Religious involvement and US adult mortality.
Demography, 36(2), 273-285.

Idler, E. L. (1995). Religion, health, and nonphysical senses of self. Social Forces, 74(2), 683-704.



Idler, E., Blevins, J., Kiser, M., & Hogue, C. (2017). Religion, a social determinant of mortality? A 10-year follow-up of the
Health and Retirement Study. PLoS One, 12(12), e0189134.

Idler, E. L., & Kasl, S. V. (1992). Religion, disability, depression, and the timing of death. American Journal of Sociology,
97(4),1052-1079.

Jang, S. J. (2019). Religiosity, crime, and drug use among juvenile offenders: A latent growth modeling approach. Journal
of Quantitative Criminology, 35(1), 27-60.

Janoff-Bulman, R., & Marshall, G. (1982). Mortality, well-being, and control: A study of a population of institutionalized
aged. Personality and Social Psychology Bulletin, 8(4), 691-698.

Jones, B. M. (2001). Changes in cytokine production in healthy subjects practicing Guolin Qigong: A pilot study. BMC
Complementary and Alternative Medicine, 1, 1-7.

Karvinen, K. H., & Carr, L. J. (2014). Does the perception that God controls health outcomes matter for health behaviors?
Journal of Health Psychology, 19(4), 521-530.

Keivan, N., Daryabeigi, R., & Alimohammadi, N. (2019). Effects of religious and spiritual care on burn patients’ pain
intensity and satisfaction with pain control during dressing changes. Burns, 45(7),1605-1613.

Kelly, J. F., Abry, A., Ferri, M., & Humphreys, K. (2020). Alcoholics Anonymous and 12-step facilitation treatments for
alcohol use disorder: A distillation of a 2020 Cochrane review for clinicians and policy makers. Alcohol and Alcoholism,
55(6), 641-651.

Kelsch, C. B., Ironson, G., Szeto, A., Kremer, H., Schneiderman, N., & Mendez, A. J. (2013). The relationship of spirituality,
benefit finding, and other psychosocial variables to the hormone oxytocin in HIV/AIDS. Research in the Social Scientific
Study of Religion, 24,137-162. Brill.

Kim, E. S., & VanderWeele, T. J. (2019). Mediators of the association between religious service attendance and mortality.
American Journal of Epidemiology, 188(1), 96-101.

King, M., Marston, L., McManus, S., Brugha, T., Meltzer, H., & Bebbington, P. (2013). Religion, spirituality and mental
health: Results from a national study of English households. The British Journal of Psychiatry, 202(1), 68-73.

Kiran, U,, Ladha, S., Makhija, N., Kapoor, P. M., Choudhury, M., Das, S., Ghard, P., Malik, V., & Airan, B. (2017). The role of
Rajyoga meditation for modulation of anxiety and serum cortisol in patients undergoing coronary artery bypass surgery: A
prospective randomized control study. Annals of Cardiac Anaesthesia, 20(2),158-162.

Koenig, H. G., King, D., & Carson, V. B. (2012). Handbook of religion and health (2nd ed.). Oxford University Press.
Koenig, H. G., McCullough, M. E., & Larson, D. B. (2001). Handbook of religion and health (1st ed.). Oxford University Press.

Koenig, H. G., VanderWeele, T. J., & Peteet, J. R. (2024). Handbook of religion and health (3rd ed.). Oxford University
Press.

Konkoly Thege, B., Pilling, J., Székely, A., & Kopp, M. S. (2013). Relationship between religiosity and health: Evidence from
a post-communist country. International Journal of Behavioral Medicine, 20, 477-486.

Kraal, A. Z., Sharifian, N., Zaheed, A. B., Sol, K., & Zahodne, L. B. (2019). Dimensions of religious involvement represent
positive pathways in cognitive aging. Research on Aging, 41(9), 868-890.

Krause, N. (2002). A comprehensive strategy for developing closed-ended survey items for use in studies of older adults.
The Journals of Gerontology Series B: Psychological Sciences and Social Sciences, 57(5), S263-S274.

Krause, N. (2006). Church-based social support and mortality. The Journals of Gerontology Series B: Psychological
Sciences and Social Sciences, 61(3), S140-S146.



Krause, N., & Ellison, C. G. (2003). Forgiveness by God, forgiveness of others, and psychological well-being in late life.
Journal for the Scientific Study of Religion, 42(1), 77-93.

Krause, N., & Ironson, G. (2017). God-mediated control beliefs and the Epstein-Barr virus: Is more God-mediated control
always better? Journal of Religion, Spirituality & Aging, 29(4), 299-316.

Kraut, A., Melamed, S., Gofer, D., & Froom, P. (2003). Effect of school age sports on leisure time physical activity in adults:
The CORDIS Study. Medicine and Science in Sports and Exercise, 35(12), 2038-2042.

Kraut, A., Melamed, S., Gofer, D., & Froom, P. (2004). Association of self-reported religiosity and mortality in industrial
employees: the CORDIS study. Social Science & Medicine, 58(3), 595-602.

Kretchy, I., Owusu-Daaku, F., & Danquah, S. (2013). Spiritual and religious beliefs: Do they matter in the medication
adherence behaviour of hypertensive patients? BioPsychoSocial Medicine, 7,1-7.

Lamb, K. M., Nogg, K. A., Rooney, B. M., & Blashill, A. J. (2018). Organizational religious activity, hypertension, and sexual
orientation: Results from a nationally representative sample. Annals of Behavioral Medicine, 52(11), 930-940.

Lamb, K. M., Vaughn, A. A,, Calzo, J. P., & Blashill, A. J. (2020). The role of sexual orientation in the associations between
religiousness and hypertension. Journal of Religion and Health, 59(6), 3141-3156.

Lawrence, G. M., Friedlander, Y., Calderon-Margalit, R., Enquobahrie, D. A., Huang, J. Y., Tracy, R. P., Manor, O., Siscovick,
D. S., & Hochner, H. (2017). Associations of social environment, socioeconomic position and social mobility with immune
response in young adults: The Jerusalem Perinatal Family Follow-Up Study. BMJ Open, 7(12), e016949.

Lea, C. R, Oliver, R. J. P, Smothers, Z., Boucher, N. A., Youssef, N. A,, Ames, D., Volk, F.,, Teng, E. J., & Koenig, H. G. (2019).
The moderating effect of religious involvement on the relationship between PTSD symptoms and physical pain in US
veterans and active duty military. Military Behavioral Health, 7(3), 327-335.

Lee, G. P, Ghandour, L. A., Takache, A. H., & Martins, S. S. (2014). Investigating the association between strategic and
pathological gambling behaviors and substance use in youth: Could religious faith play a differential role? The American
Journal on Addictions, 23(3), 280-287.

Lekhak, N., Bhatta, T. R., & Zauszniewski, J. A. (2020). Episodic memory in later life: Benefits of prayer and meditation.
Journal of Holistic Nursing, 38(1), 30-40.

Levin, J. (2011). Health impact of Jewish religious observance in the USA: Findings from the 2000-01 National Jewish
Population Survey. Journal of Religion and Health, 50, 852-868.

Levin, J. (2012). Religion and physical health among older Israeli Jews: Findings from the SHARE-Israel study. Israel
Medical Association Journal, 14(10), 595-601.

Li, S., Stampfer, M. J., Williams, D. R., & VanderWeele, T. J. (2016). Association of religious service attendance with
mortality among women. JAMA Internal Medicine, 176(6), 777-785.

Liu, J., Svob, C., Wickramaratne, P., Hao, X., Talati, A., Kayser, J., Tenke, C., Warner, V., Yang, J., Anderson, M., & Weissman,
M. M. (2017). Neuroanatomical correlates of familial risk-for-depression and religiosity/spirituality. Spirituality in Clinical
Practice, 4(1), 32.

Long, K. N., Worthington, E. L., VanderWeele, T. J., & Chen, Y. (2020). Forgiveness of others and subsequent health and
well-being in mid-life: A longitudinal study on female nurses. BMC Psychology, 8, 1-11.

Mahoney, A. (2010). Religion in the home 1999 to 2009: A relational spirituality perspective. Journal of Marriage and
Family, 72, 805-827.

Mai, T. T. X,, Choi, J. H., Lee, M. K., Chang, Y. J., Jung, S. Y., Cho, H., & Lee, E. S. (2019). Prognostic value of post-diagnosis
health-related quality of life for overall survival in breast cancer: findings from a 10-year prospective cohort in Korea.
Cancer Research and Treatment: Official Journal of Korean Cancer Association, 51(4), 1600-1611.



Marks, L. D. (2005). Religion and bio-psycho-social health: A review and conceptual model. Journal of Religion and
Health, 44, 173-186.

Marks, L. D., Baughman, S. B., Koenig, H. G., Crandall, A., Dollahite, D. C., & Lambert, P. W. (2026a). The religion and
social health connection: What does the best science reveal? (Religion and human flourishing series, Report 3 of 3).
Wheatley Institute.

Marks, L. D., Baughman, S. B., Koenig, H. G., Dyer, W. J., Hardy, S. A., Lambert, P. W., & Schraedel, N. (2026b). The religion
and mental health connection: What does the best science reveal? (Religion and human flourishing series, Report 1 of 3).
Wheatley Institute.

Marks, L. D., & Dollahite, D. C. (2017). Religion and families. Routledge.
Marks, L. D., & Dollahite, D. C. (2026). Psychology of religion and families. Routledge.

Marks, L. D., Dollahite, D. C., & Baumgartner, J. (2010). “In God we trust”: Perspectives on finances, family relationships,
and faith. Family Relations, 59, 439-452.

Marks, L. D., Dollahite, D. C., & Dew, J. (2009). Enhancing cultural competence in financial counseling and planning:
Understanding why families make religious contributions. Financial Counseling and Planning, 20, 14-26.

Marks, L., Nesteruk, O., Swanson, M., Garrison, B., & Davis, T. (2005). Religion and health among African Americans: A
qualitative examination. Research on Aging, 27(4), 447-474.

Martin, K. R., & Levy, B. R. (2006). Opposing trends of religious attendance and religiosity in predicting elders’ functional
recovery after an acute myocardial infarction. Journal of Religion and Health, 45, 440-451.

Maselko, J., Kubzansky, L., Kawachi, |., Seeman, T., & Berkman, L. (2007). Religious service attendance and allostatic load
among high-functioning elderly. Psychosomatic Medicine, 69(5), 464-472.

McClintock, C. H., Lau, E., & Miller, L. (2016). Phenotypic dimensions of spirituality: Implications for mental health in
China, India, and the United States. Frontiers in Psychology, 7, 1600.

McDougle, L., Konrath, S., Walk, M., & Handy, F. (2016). Religious and secular coping strategies and mortality risk among
older adults. Social Indicators Research, 125, 677-694.

MclIntosh, R. C., Ironson, G., & Krause, N. (2020). Do religious and spiritual identity confer risk for hypertension via
psychosocial and lifestyle factors? Journal of Health Psychology, 25(8),1082-1097.

Merritt, M. M., & McCallum, T. J. (2013). Too much of a good thing? Positive religious coping predicts worse diurnal
salivary cortisol patterns for overwhelmed African American female dementia family caregivers. The American Journal of
Geriatric Psychiatry, 21(1), 46-56.

Michaelson, V., Robinson, P., & Pickett, W. (2014). Participation in church or religious groups and its association with
health: A national study of young Canadians. Journal of Religion and Health, 53(5), 1353-1373.

Mér6, L., Simon, K., Bard, |., & Récz, J. (2011). Voice of the psychonauts: Coping, life purpose, and spirituality in
psychedelic drug users. Journal of Psychoactive Drugs, 43(3),188-198.

Musick, M. A., House, J. S., & Williams, D. R. (2004). Attendance at religious services and mortality in a national sample.
Journal of Health and Social Behavior, 45(2),198-213.

Noon, A. P, Martinsen, J. ., Catto, J. W., & Pukkala, E. (2018). Occupation and bladder cancer phenotype: Identification
of workplace patterns that increase the risk of advanced disease beyond overall incidence. European Urology Focus, 4(5),
725-730.

Nordfjaern, T. (2018). Religiosity and alcohol use: Is religiosity important for abstention and consumption levels in the
second half of life? Substance Use & Misuse, 53(14), 2271-2280.



Okun, M. A,, Yeung, E. W., & Brown, S. (2013). Volunteering by older adults and risk of mortality: a meta-analysis.
Psychology and Aging, 28(2), 564.

Orr, J., Kenny, R. A., & McGarrigle, C. A. (2020). Longitudinal associations of religiosity and physical function in older Irish
adults. Journal of the American Geriatrics Society, 68(9), 1998-2005.

Owen, A. D., Hayward, R. D., Koenig, H. G., Steffens, D. C., & Payne, M. E. (2011). Religious factors and hippocampal atrophy
in late life. PLoS One, 6(3), e170086.

Pantell, M., Rehkopf, D., Jutte, D., Syme, S. L., Balmes, J., & Adler, N. (2013). Social isolation: A predictor of mortality
comparable to traditional clinical risk factors. American Journal of Public Health,103(11), 2056-2062.

Pargament, K. I. (1997). The psychology of religion and coping. Guilford.

Park, R. M., Schulte, P. A, Bowman, J. D., Walker, J. T., Bondy, S. C., Yost, M. G., Touchstone, J. A., & Dosemeci, M. (2005).
Potential occupational risks for neurodegenerative diseases. American Journal of Industrial Medicine, 48(1), 63-77.

Patel, V. B., & Preedy, V. R. (2022). Handbook of substance misuse and addictions: From biology to public health. Springer.

Pawlikowski, J., Biatowolski, P., Weziak-Biatowolska, D., & VanderWeele, T. J. (2019). Religious service attendance, health
behaviors and well-being—An outcome-wide longitudinal analysis. European Journal of Public Health, 29(6), 1177-1183.

Pecoraro, A., Pacciolla, A., O'Cleirigh, C., Mimiaga, M., Kwiatek, P., Blokhina, E., Verbitskaya, E., Krupitsky, E., & Woody, G. E.
(2016). Proactive coping and spirituality among patients who left or remained in antiretroviral treatment in St Petersburg,
Russian Federation. AIDS Care, 28(3), 334-338.

Peltzer, K., Pengpid, S., Amuleru-Marshall, 0., Mufune, P., & Zeid, A. A. (2016). Religiosity and health risk behaviour among
university students in 26 low, middle, and high income countries. Journal of Religion and Health, 55, 2131-2140.

Pirutinsky, S., Cherniak, A. D., & Rosmarin, D. H. (2020). COVID-19, mental health, and religious coping among American
Orthodox Jews. Journal of Religion and Health, 59, 2288-2301.

Polite, B. N., Cipriano-Steffens, T. M., Hlubocky, F. J., Jean-Pierre, P., Cheng, Y., Brewer, K. C., Rauscher, G. H., & Fitchett, G.
A. (2018). Association of externalizing religious and spiritual beliefs on stage of colon cancer diagnosis among black and
white multicenter urban patient populations. Cancer, 124(12), 2578-2587.

Rao, A., Hickman, L. D., Phillips, J. L., & Sibbritt, D. (2016). Prevalence and characteristics of Australian women who use
prayer or spiritual healing: A nationally representative cross-sectional study. Complementary Therapies in Medicine, 27,
35-42.

Reeve, C. L., & Basalik, D. (2011). A state level investigation of the associations among intellectual capital, religiosity and
reproductive health. Intelligence, 39(1), 64-73.

Reyes-Ortiz, C. A, Berges, |. M., Raji, M. A., Koenig, H. G., Kuo, Y. F., & Markides, K. S. (2008). Church attendance mediates
the association between depressive symptoms and cognitive functioning among older Mexican Americans. The Journals
of Gerontology Series A: Biological Sciences and Medical Sciences, 63(5), 480-486.

Robbins, P. A., Scott, M. J., Conde, E., Daniel, Y., Darity Jr, W. A., & Bentley-Edwards, K. L. (2021). Denominational and
gender differences in hypertension among African American Christian young adults. Journal of Racial and Ethnic Health
Disparities, 8(5),1332-1343.

Sahmeddini, M. A., Zamani Lari, M., Nabi Rahimian, M., Danaei, L., Beigi, N., & Habibi, H. (2014). The effect of listening to
the Quran on serum cortisol levels and anxiety in primiparous women during the first stage of labor. The Iranian Journal of
Obstetrics, Gynecology and Infertility, 17(99), 1-7.

Salmoirago-Blotcher, E., Fitchett, G., Hovey, K. M., Schnall, E., Thomson, C., Andrews, C. A., Crawford, S., O’Sullivan,
M. J., Post, S., Chlebowski, R. T., & Ockene, J. (2013). Frequency of private spiritual activity and cardiovascular risk in
postmenopausal women: The Women'’s Health Initiative. Annals of Epidemiology, 23(5), 239-245.



Salmoirago-Blotcher, E,, Fitchett, G., Ockene, J. K., Schnall, E., Crawford, S., Granek, |., Manson, J., Ockene, I., O’Sullivan,
M. J., Powell, L., & Rapp, S. (2011). Religion and healthy lifestyle behaviors among postmenopausal women: The women’s
health initiative. Journal of Behavioral Medicine, 34(5), 360-371.

Salmon, D. A,, Haber, M., Gangarosa, E. J., Phillips, L., Smith, N. J., & Chen, R. T. (1999). Health consequences of religious
and philosophical exemptions from immunization laws: Individual and societal risk of measles. JAMA, 282(1), 47-53.

Schnall, E., Wassertheil-Smoller, S., Swencionis, C., Zemon, V., Tinker, L., O'Sullivan, M. J., Van Horn, L., & Goodwin, M.
(2010). The relationship between religion and cardiovascular outcomes and all-cause mortality in the Women's Health
Initiative Observational Study. Psychology and Health, 25(2), 249-263.

Sephton, S. E., Koopman, C., Schaal, M., Thoresen, C., & Spiegel, D. (2001). Spiritual expression and immune status in
women with metastatic breast cancer: An exploratory study. The Breast Journal, 7(5), 345-353.

Shin, J., Yang, S., Park, D. H., Ryu, S. H., Ha, J. H., Kim, J. W., & Jeon, H. J. (2020). Predictors of psychiatric outpatient
adherence after an emergency room visit for a suicide attempt. Psychiatry Investigation, 17(9), 896.

Shmueli, A. (2003). Socio-economic and demographic variation in health and in its measures: The issue of reporting
heterogeneity. Social Science & Medicine, 57(1), 125-134.

Shmueli, A. (2007). Health and religiosity among Israeli Jews. The European Journal of Public Health,17(1), 104-111.

Simons, R. L., Lei, M. K., Carter, S., Beach, S. R,, Gibbons, F. X., Gerrard, M., & Philibert, R. A. (2019). Inflammation
mediates the effect of discrimination, religiosity, and friendship network on expression of the Tp53 cancer suppressor
gene. SSM-Population Health, 7,100389.

Smith, C., & Davidson, H. (2014). The paradox of generosity: Giving we receive, grasping we lose. Oxford University Press.

Smith, C., & Denton, M. L. (2005). Soul searching: The religious and spiritual lives of American teenagers. Oxford
University Press.

Smith, C., & Snell, P. (2009). Souls in transitions: The religious and spiritual lives of emerging adults. Oxford
University Press.

Sowa, A, Golinowska, S., Deeg, D., Principi, A., Casanova, G., Schulmann, K., llinca, S., Rodrigues, R., Moreira, A, &
Gelenkamp, H. (2016). Predictors of religious participation of older Europeans in good and poor health. European Journal
of Ageing,13,145-157.

Spence, N. D, Farvid, M. S., Warner, E. T., VanderWeele, T. J., Tworoger, S. S., Argentieri, M. A., & Shields, A. E. (2020).
Religious service attendance, religious coping, and risk of hypertension in women participating in the Nurses’ Health
Study Il. American Journal of Epidemiology, 189(3), 193-203.

Stark, R. (2012). America’s blessings: How religion benefits everyone, including atheists. Templeton Press.
Stark, R., & Finke, R. (2000). Acts of faith: Explaining the human side of religion. University of California Press.

Strawbridge, W. J., Shema, S. J., Cohen, R. D., & Kaplan, G. A. (2001). Religious attendance increases survival by
improving and maintaining good health behaviors, mental health, and social relationships. Annals of Behavioral Medicine,
23(1), 68-74.

Suh, H., Hill, T. D., & Koenig, H. G. (2019). Religious attendance and biological risk: A national longitudinal study of older
adults. Journal of Religion and Health, 58(4), 1188-1202.

Taylor, R. J., Chatters, L. M., & Levin, J. (2004). Religion in the lives of African Americans: Social, psychological, and health
perspectives. Sage.

Tedrus, G., Fonseca, L. C., & Hoehr, G. C. (2014). Spirituality aspects in patients with epilepsy. Seizure, 23(1), 25-28.



Terry-McElrath, Y. M., 0'Malley, P. M., Patrick, M. E., & Miech, R. A. (2017). Risk is still relevant: Time-varying associations
between perceived risk and marijuana use among US 12th grade students from 1991 to 2016. Addictive Behaviors, 74,13-19.

Thomas, J., O’'Hara, L., Tahboub-Schulte, S., Grey, I., & Chowdhury, N. (2018). Holy anorexia: Eating disorders
symptomatology and religiosity among Muslim women in the United Arab Emirates. Psychiatry Research, 260, 495-499,

Tillich, P. (1981). The meaning of health: The relation of religion and health. North Atlantic Books.

Tobin, E. T., & Slatcher, R. B. (2016). Religious participation predicts diurnal cortisol profiles 10 years later via lower levels
of religious struggle. Health Psychology, 35(12), 1356.

Toussaint, L. L., Owen, A. D., & Cheadle, A. (2012). Forgive to live: Forgiveness, health, and longevity. Journal of Behavioral
Medicine, 35, 375-386.

Upenieks, L., Schafer, M. H., & Mogosanu, A. (2021). Does childhood religiosity delay death? Journal of Religion and
Health, 60(1), 420-443.

Van Olphen, J., Schulz, A., Israel, B., Chatters, L., Klem, L., Parker, E., & Williams, D. (2003). Religious involvement, social
support, and health among African-American women on the east side of Detroit. Journal of General Internal Medicine,
18(7), 549-557.

VanderWeele, T. J,, Yu, J., Cozier, Y. C., Wise, L., Argentieri, M. A,, Rosenberg, L., Palmer, J. R., & Shields, A. E. (2017).
Attendance at religious services, prayer, religious coping, and religious/spiritual identity as predictors of all-cause
mortality in the Black Women'’s Health Study. American Journal of Epidemiology, 185(7), 515-522.

Varella, A. C., Bensefior, I. M., Fonseca, M. J., Griep, R. H., Pereira, A. C., & Lotufo, P. A. (2020). Religious Service
Attendance, Educational Attainment, and Hypertension at Baseline of the Brazilian Longitudinal Study of Adult Health
(ELSA-Brasil). American Journal of Hypertension, 33(5), 452-457.

Waite, L. J., & Gallagher, M. (2000). The case for marriage. Doubleday.

Walter-Ginzburg, A., Shmotkin, D., Blumstein, T., & Shorek, A. (2005). A gender-based dynamic multidimensional
longitudinal analysis of resilience and mortality in the old-old in Israel: The cross-sectional and longitudinal aging study
(CALAS). Social Science & Medicine, 60(8),1705-1715.

Wilcox, W. B., & Wolfinger, N. H. (2016). Soul mates: Religion, sex, love, and marriage among African Americans and
Latinos. Oxford University Press.

Wingard, D. L. (1982). The sex differential in mortality rates: demographic and behavioral factors. American Journal of
Epidemiology, 115(2), 205-216.

Witek-Janusek, L., Albuquerque, K., Chroniak, K. R., Chroniak, C., Durazo-Arvizu, R., & Mathews, H. L. (2008). Effect of
mindfulness based stress reduction on immune function, quality of life and coping in women newly diagnosed with early
stage breast cancer. Brain, Behavior, and Immunity, 22(6), 969-981.

Xu, J., McClintock, C. H., Balodis, I. M., Miller, L., & Potenza, M. N. (2018). Openness to changing religious views is related
to radial diffusivity in the genu of the corpus callosum in an initial study of healthy young adults. Frontiers in Psychology,
9, 330.

Yamaoka, K. (2008). Social capital and health and well-being in East Asia: A population-based study. Social Science &
Medicine, 66(4), 885-899.

Yeager, D. M., Glei, D. A,, Au, M,, Lin, H. S,, Sloan, R. P., & Weinstein, M. (2006). Religious involvement and health
outcomes among older persons in Taiwan. Social Science & Medicine, 63(8), 2228-2241.

Yun, Y. H., Lee, M. K., Park, S. M., Kim, Y. A., Lee, W. J,, Lee, K. S., Choi, J. S., Jung, K. H., Do, Y. R., Kim, S. Y., Heo, D. S., Kim,
H. T, & Park, S. R. (2013). Effect of complementary and alternative medicine on the survival and health-related quality of
life among terminally ill cancer patients: A prospective cohort study. Annals of Oncology, 24(2), 489-494.



Zeng, Y., Gu, D., & George, L. K. (2011). Association of religious participation with mortality among Chinese old adults.
Research on Aging, 33(1), 51-83.

Zhang, C., Brook, J. S., Leukefeld, C. G., & Brook, D. W. (2021). Developmental trajectories of religious service attendance:
Predictors of nicotine dependence and alcohol dependence/abuse in early midlife. Journal of Religion and Health, 60(3),
1766-1779.

Zidkova, R., Glogar, P., Polackova Solcova, |., P. van Dijk, J., Kalman, M., Tavel, P., & Malinakova, K. (2020). Spirituality,
religious attendance and health complaints in Czech adolescents. International Journal of Environmental Research and
Public Health, 17(7), 2339.

Zimmer, Z., Chiu, C. T., Saito, Y., Lin, Y. H., Ofstedal, M. B., & Jagger, C. (2020). Does religious activity distinguish the
mortality experiences of older Taiwanese? An analysis using eighteen years of follow-up data. Journal of Religion and
Health, 59(1), 289-308.

Zucker, R. A., & Brown, S. A. (eds.). (2019). The Oxford handbook of adolescent substance abuse. Oxford University Press.

The Religion & Physical Health Connection



Executive Summary Endnotes

(4]

© 0o N o

10
n
12

13
14

15
16
17
18

19
20
21
22
23
24

In its Religion and Public Life Survey (2024), the Pew Research Center reports that approximately 80% of Americans say
religion is losing influence in American life. See also Christian Smith, Why Religion Went Obsolete: The Decline of Traditional
Faith in America (Oxford University Press, 2025), which documents long-term declines in religious participation and
institutional authority across the United States and other industrialized societies.

David Zahl, Seculosity: How Career, Parenting, Technology, Food, Politics, and Romance Became Our New Religion and
What to Do about It (Fortress Press, 2019), examines how religious identity and moral formation have increasingly been
displaced by political, cultural, and scientific commitments in contemporary societies.

Harold G. Koenig, Tyler J. VanderWeele, and John R. Peteet, Handbook of Religion and Health, 3rd ed. (Oxford University
Press, 2024).

Koenig et al., Handbook of Religion and Health (2024).

Harold G. Koenig, Michael E. McCullough, and David B. Larson, Handbook of Religion and Health, 1st ed. (Oxford University
Press, 2001); Harold G. Koenig, Dana E. King, and Verna Benner Carson, Handbook of Religion and Health, 2nd ed. (Oxford
University Press, 2012); Koenig et al., Handbook of Religion and Health (2024).

Koenig et al., Handbook of Religion and Health (2001), appendix, 675-862.

Koenig et al., Handbook of Religion and Health (2012), 607-964.

Koenig et al., Handbook of Religion and Health (2024), 675-862.

Koenig et al., Handbook of Religion and Health (2024), 675-862, lists thousands of rigorous studies that were selected
and prioritized due to large samples, (often) longitudinal designs, careful controls, and clinically or socially meaningful
outcomes.

See Figure 1.

See Figure 1.

Tyler J. VanderWeele, Shanshan Li, Alexander C. Tsai, and Ichiro Kawachi, “Association Between Religious Service
Attendance and Lower Suicide Rates Among US Women,” JAMA Psychiatry 73, no. 8 (2016): 845-51.

See Loren D. Marks and David C. Dollahite, Psychology of Religion and Families (Routledge, 2026).

See, for example, Ying Chen and Tyler J. VanderWeele, “Associations of Religious Upbringing with Subsequent Health and
Well-Being from Adolescence to Young Adulthood: An Outcome-Wide Analysis,” American Journal of Epidemiology 187, no.
11 (2018): 2355-64.

See Koenig et al., Handbook of Religion and Health (2024), 745-60.

See Jonathan Sacks, Not in God’s Name: Confronting Religious Violence (Schocken, 2015), 234.

See Figure 1.

See, for example, Matthew Pantell, David Rehkopf, Douglas Jutte, S. Leonard Syme, John Balmes, and Nancy Adler, “Social
Isolation: A Predictor of Mortality Comparable to Traditional Clinical Risk Factors,” American Journal of Public Health 103,
no. 11 (2013): 2056-62.; Eric S. Kim and Tyler J. VanderWeele, “Mediators of the Association Between Religious Service
Attendance and Mortality,” American Journal of Epidemiology 188, no.1(2019): 96-101; Tyler J. VanderWeele, Jeffrey Yu,
Yvette C. Cozier, Lauren Wise, M. Austin Argentieri, Lynn Rosenberg, Julie R. Palmer, and Alexandra E. Shields, “Attendance
at Religious Services, Prayer, Religious Coping, and Religious/Spiritual Identity as Predictors of All-Cause Mortality in the
Black Women’s Health Study,” American Journal of Epidemiology 185, no. 7 (2017): 515-22.; Ellen Idler, John Blevins, Mimi
Kiser, and Carol Hogue, “Religion, a Social Determinant of Mortality? A 10-Year Follow-Up of the Health and Retirement
Study,” PLoS One 12, no. 12 (2017): e0189134.; Shanshan Li, Meir J. Stampfer, David R. Williams, and Tyler J. VanderWeele,
“Association of Religious Service Attendance with Mortality Among Women,” JAMA Internal Medicine 176, no. 6 (2016):
777-85.

See Koenig et al., Handbook of Religion and Health (2024), 776-81.

See Koenig et al., Handbook of Religion and Health (2024), 719-36.

See Koenig et al., Handbook of Religion and Health (2024), 400, 403.

See Koenig et al., Handbook of Religion and Health (2024), 835-37.

See Figure 1.

See Koenig et al., Handbook of Religion and Health (2024), 760-64, for the 69 studies reporting a positive association;
the one reporting a negative association was Charlie L. Reeve and Debra Basalik, “A State Level Investigation of the
Associations Among Intellectual Capital, Religiosity and Reproductive Health,” Intelligence 39, no.1(2011): 64-73.

The Religion & Physical Health Connection



25
26
27
28

29

See Koenig et al., Handbook of Religion and Health (2024), 770-76.

See Koenig et al., Handbook of Religion and Health (2024), 770-76.

See Marks and Dollahite, Psychology of Religion and Families.

Haya Stier and Amit Kaplan, “Are Children a Joy or a Burden? Individual- and Macro-Level Characteristics and the Perception of
Children,” European Journal of Population 36, no. 2 (2020): 387-413.

Loren D. Marks, David C. Dollahite, and Joanna Jacob Freeman, “Faith and Prayer in Family Life,” in Successful Marriages and Family
Life, ed. Alan J. Hawkins, David C. Dollahite, and Thomas W. Draper (BYU Studies, 2011), 185-95.

The Religion & Physical Health Connection



Endnotes

W

© 0o N o o b

10
1

12
13
14
15
16

17
18
19
20
21
22
23

24
25
26
27
28
29
30
31

32
33
34
35
36
37
38

Loren D. Marks, PhD, professor, BYU School of Family Life; fellow, Wheatley Institute

Shima B. Baughman, JD, Woodruff J. Deem Professor of Law at BYU Law School; distinguished fellow, Wheatley Institute
Harold G. Koenig, MD, MHSc, professor of psychiatry & behavioral sciences, associate professor of medicine, Duke
University Medical Center; editor-in-chief, International Journal of Psychiatry in Medicine.

Jared R. Robbins, MD, professor, Duke University School of Medicine

Paul W. Lambert, DLS, Religion Initiative Director, Wheatley Institute

Elijah L. Nevares, student in pre-medicine, BYU.

Tillich, 1981, p. 14.

Stark & Finke, 2000.

Most of the studies reported in the Handbook of Religion and Health (Koenig et al., 2024) are correlational studies that
do not definitively establish causal relationships between religion and the more than 25 health-related phenomena
considered. While correlation does not prove causation, it is notable that a large number of rigorous studies—with different
samples, done by different scientists, across decades—tend to find recurring positive correlations (Koenig et al., 2007;
Koenig et al., 2012; Marks & Dollahite, 2026).

Marks et al., 2026b.

Koenig et al., 2001, p. viii.

Koenig et al., 2001, preface.

Koenig et al., 2012.

Koenig et al., 2024, p. ix.

Koenig et al., 2024, p. xii.

In all three reports in the Religion and Human Flourishing series, we emphasize ratios of positive studies versus negative
studies. Many medical and social science studies result in null findings, where neither a clear positive nor negative effect is
significantly evidenced. We focus on studies where significant differences were found and reported.

See Appendix A for brief reviews of a small number of notable studies.

Koenig et al.,, 2024, pp. 605-606.

Koenig et al., 2024, pp. 596, 605-606.

Koenig et al., 2024, pp. 599-600, 602.

Koenig et al., 2024, pp. 602-604.

See Koenig et al., 2024, pp. 781-782, for all 19 studies with positive findings.

The three studies with negative findings included: Karvinen & Carr, 2014; Kraut et al., 2003; Spence et al., 2020. Three
additional studies reported mixed findings (Dodor, 2012; Peltzer et al., 2016; Vanderweele et al., 2017).

Koenig et al., 2024, p. 329.

Koenig et al., 2024, p. 330.

Hinckley, 1996.

Marks, 2005; Marks et al., 2005; Marks & Dollahite, 2017.

See Appendix A for brief reviews of a small number of notable studies. See also Koenig et al., 2024, pp. 331-332.

See Koenig et al., 2024, pp. 783-792, for all 109 studies with positive findings.

See Koenig et al., 2024, pp. 783-792, for all 27 studies with negative findings.

See Koenig et al., 2024, pp. 783-792, for all 13 studies with mixed findings. See Appendix A for brief reviews of a small
number of notable studies.

Koenig et al., 2024, pp. 351-352.

Koenig et al., 2024, pp. 349-351.

Alghafli et al., 2019.

Koenig et al., 2024.

Marks et al., 2009, 2010

See Koenig et al., 2024, pp. 783-792, for all 26 studies with positive findings.

The six studies with negative findings included: Ahrenfeldt et al., 2019; Floud et al., 2016; Rao et al., 2016; Salmoirago-
Blotcher et al.,, 2013; Schnall et al., 2010; VanderWeele et al., 2017.

The Religion & Physical Health Connection



39

40
41

42
43
44
45
46
47

48

49
50
51

52
53
54
55

56
57
58
59
60
61

62

63

64
65
66
67
68
69
70

s

72
73
74
75
76
77
78
79
80
81

One study reported complex findings (Amjadian et al., 2020), while three studies reported mixed findings (Abu et al., 2020; Ayazi et
al,, 2018; Martin & Levy, 2006). See Appendix A for brief reviews of a small number of notable studies.

Koenig et al., 2024, pp. 344, 350.

Koenig et al., 2024, pp. 375, 381.

Koenig et al., 2024, pp. 375, 381.

Marks & Dollahite, 2026.

Waite & Gallagher, 2000.

Koenig et al., 2024, pp. 375, 381.

See Koenig et al., 2024, pp. 795-799, for all 38 studies with positive findings.

The eight studies with negative findings included: Buck et al., 2009; Feinstein et al., 2012; Fidrio et al., 2020; Fitchett & Powell, 2009;
Kretchy et al., 2013; Maselko et al., 2007; McIntosh et al., 2020; Van Olphen et al., 2003.

One study reported complex findings (Lamb et al., 2020), while six studies reported mixed findings (Cozier et al., 2018; Krause, 2002;
Lamb et al., 2018; Lamb et al., 2020; Robbins et al., 2021; Varella et al., 2020). See Appendix A for brief reviews of a small number of
notable studies.

Koenig et al., 2024, pp. 400, 403.

See Report 1in this series, The Religion and Mental Health Connection: What Does the Best Science Reveal? (Marks et al., 2026).
Koenig et al., 2024, pp. 400, 403.

Koenig et al., 2024, pp. 398, 402.

See Koenig et al., 2024, pp. 799-800, for all 10 studies with positive findings.

One study reported negative findings (Feinstein et al., 2010).

While the positive-to-negative ratio is striking, this domain has fewer total studies than others — a caveat readers should bear in
mind. See Appendix A for brief reviews of a small number of notable studies.

Koenig et al., 2024, pp. 418, 425.

Koenig et al., 2024, pp. 420, 426.

Koenig et al., 2024, pp. 421, 427.

Koenig et al., 2024, p. 427.

See Koenig et al., 2024, pp. 800-803, for all 28 studies with positive findings.

The six studies with negative findings included Beeri et al., 2008; Despoina et al., 2018; Drozdowska et al., 2019; Owen et al., 2011;
Park et al., 2005; Tedrus et al., 2014.

One study reported complex findings (Xu et al., 2018) while four studies reported mixed findings (Hill et al., 2020c; Kraal et al., 2019;
Liu et al., 2017; Yeager et al., 2006). See Appendix A for brief reviews of a small number of notable studies.

Koenig et al., 2024; see also the section on substance abuse and addiction discussed later in this report—as well as in Report 1 and
Report 3.

Griep et al., 2017; Koenig et al., 2024, pp. 445-446.

Marks & Dollahite, 2026; Wilcox & Wolfinger, 2016.

Koenig et al., 2024, pp. 442, 445.

Koenig et al., 2024, pp. 442, 443, 446.

Koenig et al., 2024, pp. 443, 445.

See Koenig et al., 2024, pp. 803-810, for all 61 studies with positive findings.

The seven studies with negative findings included Bellinger et al., 2014; Berk et al., 2015; Jones, 2001; Lawrence et al., 2017,
Pirutinsky et al., 2020; Sephton et al., 2001; Witek-Janusek et al., 2008.

Two studies reported mixed findings (Bellinger et al., 2014; Krause & Ironson, 2017).

Koenig et al., 2024, p. 467.

Koenig et al., 2024, pp. 464, 467.

Koenig et al., 2024, pp. 464, 468.

Koenig et al., 2024, pp. 466, 468.

Koenig et al., 2024, pp. 467-468; see Appendix A for brief reviews of a few notable studies.

See Koenig et al., 2024, pp. 810-812, for all 24 studies with positive findings.

The three studies with negative findings included: Berk et al., 2015; Hulett et al., 2018; Merritt & McCallum, 2013.

One study reported mixed findings (Kiran et al., 2017).

Koenig et al., 2024, p. 501.

See Appendix A for brief reviews of a small number of notable studies.

The Religion & Physical Health Connection



82
83
84
85
86
87
88
89

90
91
92
93
94
95
96
97
98
99
100
101

102
103
104
105

106
107

108

109
10
m
12
13
14

15

116
17
18
19
120

121

122
123

Koenig et al., 2024; Marks & Dollahite, 2026.

Koenig et al., 2024, p. 489.

Koenig et al., 2024, pp. 491-492.

See Marks & Dollahite, 2017.

Koenig et al., 2024, pp. 491, 497.

Koenig et al., 2024, pp. 487, 492.

See Koenig et al., 2024, pp. 776-781, for a comprehensive list of these 90 positive studies.

The one negative study was Burke et al., 2017. No studies reported complex findings. One reported mixed findings (Peltzer et al.,
2016).

See Appendix A for brief reviews of a small number of notable studies.

Marks, 2005; Marks et al., 2005; Marks & Dollahite, 2017.

Koenig et al., 2001, 2012, 2024.

Koenig et al., 2024; see also Smith & Denton, 2005.

Koenig et al., 2024.

Koenig et al.,, 2024, pp. 320-321.

Marks & Dollahite, 2026.

Marks & Dollahite, 2017, p. 42.

Enstrom, 1998a.

Enstrom, 1998a, p. 441.

See Koenig et al., 2024, pp. 815-817, for a comprehensive list of these 17 positive studies.

These four studies include: Mai et al., 2019; Polite et al., 2018; VanderWeele et al., 2017; Yun et al., 2013. See Appendix A for brief
reviews of a small number of notable studies.

Koenig et al., 2024, pp. 508, 513.

Koenig et al., 2024, pp. 510, 513.

Koenig et al., 2024; Marks & Dollahite, 2026.

Koenig et al., 2024, refer to the inability with age to perform activities of daily living as “physical disability” (ch. 28). The emphasis is
on inabilities developed in later life, not on disabilities from birth.

See Koenig et al., 2024, pp. 826-829, for all 27 studies with positive findings.

The seven studies with negative findings included Burke et al., 2017; Hayward et al., 2016; Hendershot, 2003; Idler, 1995; Shmueli,
2003,2007; Sowa et al., 2016.

Five studies reported mixed findings (Benjamins, 2004; Coleman et al., 2011; Konkoly Thege et al., 2013; Levin, 2011; Levin, 2012).
See Appendix A for brief reviews of a small number of notable studies.

Koenig et al., 2024, p. 549.

Koenig et al., 2024, pp. 549, 553.

Koenig et al., 2024, pp. 553, 562.

Koenig et al., 2024, p. 562.

See Koenig et al., 2024, pp. 835-837, for all 22 studies with positive findings.

The studies with negative findings included Bissing et al., 2016; Burke et al., 2017; Lea et al., 2019; Shmueli, 2007, 2003; Yamaoka,
2008.

Four studies reported mixed findings (Ai et al., 2006; Baetz & Bowen, 2008; Krause & Ellison, 2003; Zidkova et al., 2020). See
Appendix A for brief reviews of a small number of notable studies.

Koenig et al., 2024, p. 574; Marks & Dollahite, 2017, 2026.

Koenig et al., 2024, p. 575.

Zucker & Brown, 2019.

See Koenig et al., 2024, pp. 719-736, for 256 studies with positive findings.

Studies with negative findings included: Burke et al., 2017; Herman-Stahl et al., 2007; King et al., 2013; McClintock et al., 2016; Mord
et al,, 2011; Thomas et al., 2018. Note: McClintock is listed three times in the Koenig et al. (2024) appendix with separate subsamples
but is one study.

Two studies on substance abuse and addiction reported complex findings (Eitle, 2011; Lee et al.,, 2014). Seven reported mixed findings
(Atkins & Hawdon, 2007; Benjet et al., 2007a, 2007b; Blay et al., 2008; Carrico et al., 2017; Hodge et al., 2011; King et al., 2013).
Patel & Preedy, 2022.

Koenig et al., 2001, 2012, 2024. For more detailed reports on notable findings on religion and substance abuse and addiction, see
Appendix A.

The Religion & Physical Health Connection



124
125
126
127
128
129
130
131

132
133
134
135

136
137
138

139
140
141

142
143
144
145
146
147
148
149
150
151

152
153
154
155
156
157
158
159
160
161

162
163
164

Koenig et al., 2024, p. 164.

Koenig et al., 2024, p. 175.

Koenig et al., 2024, p. 175.

Koenig et al., 2024, p. 175.

Koenig et al., 2024, p. 175.

Gomes et al., 2018; Koenig et al., 2024, p. 168.

Ferguson et al., 1018; cited in Koenig et al., 2024, pp. 168-169.

Koenig et al., 2024, p. 169.

Marks & Dollahite, 2026; Pargament, 1997.

Koenig et al., 2024, p. 175.

See Koenig et al., 2024, pp. 819-826, for a comprehensive list of these 89 positive studies.

These six studies include: Farzanegan et al., 2021; Janoff-Bulman & Marshall, 1982; Long et al., 2020; Park et al., 2005; Reeve &
Basalik, 2011; Toussaint et al., 2012. Two studies reported complex findings (Idler & Kasl, 1992; Wingard, 1982). Nine reported mixed
findings (Ebert et al., 2020; Heuch et al., 2005; Idler et al., 2017; Krause, 2006; Kraut et al., 2004; McDougle et al., 2016; Musick et
al,, 2004; Upenieks et al., 2021; Walter-Ginzburg et al., 2005). See Appendix A for brief reviews of a small number of notable studies.
Enstrom, 1998b.

Enstrom, 1998b.

Hummer et al. (1999). A qualitative follow-up study, Marks et al. (2005), explored possible reasons for the difference in African
American lifespan and reported several insider explanations.

Pantell et al., 2013.

ldler et al.,, 2017.

This figure is based on a non-weighted average of figures from the five recent, high-quality U.S. studies referenced here—namely,
27% (Pantell et al., 2013), 35% (also Pantell et al.,, 2013), 39% (Kim & VanderWeele, 2019), 32% (VanderWeele et al., 2017), 32%
(Idler et al., 2017), and 33% (Li et al., 2016).

Hill et al., 2020; Zeng et al., 2011.

See Appendix A of this report for more details.

Marks et al., 2005.

Stark, 2012.

Marks & Dollahite, 2026; Taylor et al., 2004; Wilcox & Wolfinger, 2016.

Horwitz, 2022.

Koenig et al., 2024; Marks & Dollahite, 2026.

Horwitz, 2022.

Smith & Davidson, 2014.

Okun et al., 2013.

Koenig et al., 2024.

Koenig et al., 2024, p. 527.

Marks & Dollahite, 2017, p. 44.

Koenig et al., 2001, 2012, 2024.

Mahoney, 2010; Marks & Dollahite, 2017, 2026.

Marks & Dollahite, 2026; Smith & Denton, 2005; Smith & Snell, 2009.

Koenig et al., 2024, p. 53.

Koenig et al., 2024, p. 441.

Lekhak et al., 2020, p. 30; see also Koenig et al., 2024, pp. 452-453.

Koenig et al., 2024, p. 170.

Kelly et al., 2020, p. 2.

Koenig et al., 2024, p. 185.

The “highly religious” marker of attending worship services at least one a week utilized by Hill et al. (2020) was the same indicator
utilized by Hummer et al. (1999) and in many of the best studies since.

The Religion & Physical Health Connection



