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Abstract—This paper reviews more than 30 studies of health care utiization 1in which the effects of rehgion
variables are examined, an area previously unreviewed The authors found that over three-quarters of
these studies reported significant religious differences in rates of utihization The most common
operationahzation of religion was rehigious affihation (typically Protestant vs Catholic vs Jewish), although
the effects of religious attendance and religiosity were occasionally examined Most major areas of health
care use are represented in this literature, including psychiatric care, maternal and child health services,
dental care, and physician and hospital utiization Despite the preponderance of significant findings, 1t
1s difficult to 1solate any consistent trends, although low-order analyses seem to suggest that Jews are
higher utilizers than non-Jews New findings presented from a study 1n Appalachia were inconclusive The
authors discuss the conceptual imitations inherent 1n ways 1 which health services researchers typically
mvestigate the effects of religion Drawing on recent work m the epidemiology of religion, several
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recommendations are offered regarding the prospect of future research 1n this area

Key words—health services research, religion, physician utilization, hospitalization, Appalalchia

INTRODUCTION

In a recent review, Levin and Schiller [1] described a
large body of empirical findings lying forgotten at the
margins of medical research Specifically, the authors
found nearly 250 published studies dating back over
150 years which presented the results of epi-
demiologic, sociomedical, and biomedical 1n-
vestigations 1nto the effects of religion Nearly all of
these investigations were large-scale studies in which
some operationahzation of religion, such as religious
affillation or religious attendance, was included as
one of numerous independent varniables believed to
predict the rate or outcome under consideration In
few of these studies, however, was 1t the authors’
primary intention to examune the health effects of
religion, the inclusion of religious indicators from the
standpoint of scholarship n the area of rehgion and
health was simply fortumitous Nevertheless, this accu-
mulaton of data yielded many important findings
upon review and synthesis

Dufferences between religious affikhations as well as
significant associations with continuous religion var-
ables (e g religious attendance, subjective rehigiosity)
were found for a wide assortment of health outcomes,
with respect to both morbidity and mortahty These
included cardiovascular disease, hypertension and
stroke, uterine and other cancers, cohtis and enterits,
general mortality, and overall health status The
reviewers concluded that religion, generally defined,
appears to exert a salutary influence Whether this
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review stimulates a renewed emphasis on rehigion n
epidemuology or just indifference 1s as yet uncertain
However, these significant findings in the ‘“‘epi-
demiology of religion” [2], coupled with findings also
mphcating rehgious effects on both mental health
(see [3, 4]) and general well-being (see [5, 6)), raise an
important question for health services research

Specifically, 1f there 1s indeed an empirically
venfiable relationship—or more than one such con-
sistent association—between certain rehigious factors
and health (and there appears to be so), then should
this not mamfest itself in measurable religious
differences 1n the utihzation of health care?” More
spectfically, if adherence to a rehigious regimen has
mmplications for health status, then should this re-
lationship not be manifest in differential rates of
physician and hospital visits (a) between the formally
attached and unattached (1e between the churched
and unchurched), (b) between adherents of various
behef systems (1e denominations) which differ mn
their degrees of ngor in regard to health-related
demands, (c¢) by the extent to which fellowship 1s
experienced (e g by the frequency of religious atten-
dance), and (d) by one’s status within or commitment
to one’s particular rehgious imnstitution (eg by
whether or not one 1s a church officer)”?

This notion that health care utihzation patterns
mught vary significantly by religious affilation or
practice has, in fact, not escaped the attention of
many of the leading scholars within health services
research Andersen and Newman [7) noted that re-
higion represents a *‘social structure characteristic”
predisposing factor which may influence patterns of
health care use Mechanic [8] described how religious
background plays an important role in patterns of
iliness behavior Donabedian [9] commented on how
religious preference may create attractions and barri-
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ers to utihzation—that due to a socioorganizational
“lack of fit”, services may be rendered inaccessible
Several hospital reports seem to bear this out [10-12]
Furthermore, information on respondents’ religion
has been routinely collected in large-scale health care
surveys, such as those of CHAS-NORC [13], for
quite some time

REVIEW OF EMPIRICAL FINDINGS

In a recent annotated bibliography of health care
utihzation studies, the compilers claimed that
“[rlehgious preference does not predict the use of
health services” [14] However, 1n reading the precis
of many of the studies cross-referenced under ‘re-
ligion’, there seemed to be a preponderance of
significant findings This brought to mind comments
typical of many epidemiologists, such as, **  there
has been a paucity of studies examining the epi-
demiological effects of rehgion on health  [15],
made in the face of literally hundreds of positive
findings With that in mind, pursuit of this review was
strongly encouraged

Mindful of the expert comments noted earher, we
conducted a comprehensive search of the hiterature
which, perhaps surprisingly, turned up over 30 empir-
ical studies of health care utihzation published since
about 1960 in which one or more rehgion variables
were 1ncluded as independent vanables in certain
analyses However, as with the epidemiologic litera-
ture on rehgion until just recently, these studies have
resisted review While this neglect may 1n part reflect
the view of many medical and health researchers that
religion 1s not an important or mfluential force n
health (see [2]), this explanation fails to account for
the presence of so many pubhshed findings in the
first place A more likely explanation for this lack of
review and synthesis may be that health services
researchers are simply unaware of this body of arti-
cles In fact, it may be unjustified to call these articles
a ‘literature’ Rather, the sum of these studies may
represent an occasional ‘guest appearance’ of a re-
ligion vanable in the hiteratures of a variety of health
care utilization topics

Interestingly, aside from religious affihation (usu-
ally operationalized as Protestant vs Catholic vs
Jewish) and, on rare occasions, the frequency of
religious attendance, few other religious constructs
have ever been employed Furthermore, where re-
lhigion variables do appear, there tend to be no follow-
up questions, important distinctions are lost by lump-
ing many disparate groups under single headings (¢ g
theologically liberal Congregationalists and chars-
matic members of fundamentalist sects would both
have to be coded as ‘Protestant’ in the absence of
more specific categories), and 1t 1s usually left unsta-
ted exactly why such data are even collected 1n the
first place In some cases, such information may have
been gathered solely for methodological reasons—
that 1s, as a way of determining the distribution of
respondents by denomination or of insuring the
homogeneity of particular subgroups of a study (e g
[16,17]) In the remainder of these studies. however,
the reason for the inclusion of religion varnables 1s
much more difficuit to ascertain Rarely are other
such studies cited as justification Perhaps, then, as
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with the epidemuologic hiterature, investigators are
simply unaware that a large body of previously
published religion-and-health data exists

In Table 1, a brief summary of these findings 1s
presented It 1s interesting to note that the effects of
rehgious factors have been examined 1n most major
areas of health care utithzation These include the
utilization of physicians, primary care, dentists, ma-
ternal and child health care, family planning services,
pediatric care, psychiatric care, ambulatory care,
hospital services, preventive services, health care sys-
tems, medications. and extended care As Table 1
indicates, only a handful of these studies has failed to
turn up evidence of sigmficant rehgious effects
Nearly all of these studies have revealed that the
utihzation of health care varies significantly by pat-
terns of religious affihation or practice These studies
will now be examined 1n greater detail

The earhest study to directly examine the effects of
rehgion on health care utihization appears to be the
seminal mvestigation by Johnson and his associates
[18] on the determinants of oral polio vaccine (OPV)
acceptance 1in Flonda Data on rehgious affihation
were crosstabulated with information on ethmcity
and social class, and, overall, Catholics were found to
have a lower rate of OPV acceptance than both Jews
and Protestants Black Protestants also had a lower
rate than Jews Interestingly, this ptoneering study
both avoided zero-order analysts and attended to the
need to control for the potentially confounding
effects of race and class, something much of the
subsequent research 1n this area has overlooked This
emphasis on communicable diseases was also seen 1n
two early reports of participation rates in tuberculosis
testing programs One study found no significant
denominational differences [19], while a second did
[20] In this latter study, the hkelihood of granting
permussion for children to receive a TB test was
greatest among Jews, followed by Protestants, Cath-
olics, and others

Another early emphasis 1n this hterature was on
psychiatric care utilization The first study 1n this area
was the seminal Midtown Manhattan investigation
[21], in which the authors examined denominational
differences 1n the use of psychiatric care at several
sites At private hospitals and 1n outpatient de-
partments. the utilization rates of Jews exceeded
those of Prostestants and Catholics, while, at pubhc
hospitals, Catholics were the highest users and Jews
the lowest Subsequent studies of psychiatric care
utilization of student chnics found higher rates
among Jews [22, 23], infrequent rebgious attenders
[23, 24], and subjects with nonrehgious friends [24]

The utthzation of a vanety of maternal and child
health services has also been evaluated for rehigious
differences Jewish parents were found to be most
likely to seek medical or dental care for their children
on referral from a school health program, as were
parents who were infrequent religious attenders [25]
In addition, a recent study of pediatric acute care
found higher rates of utilization among children of
Catholic, Jewish, and highly religious mothers [26]
However, no differences were found by mother’s
affilation 1n children’s use of prepaid group practice
care [27] Among Blacks, Catholics were more hkely
than Protestants to use family planning services in the
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past 5 years [28], although. after delivery, Protestants
were more likely to utihize these services than Catho-
lics [29] Infrequent rehigious attenders were greater
users of postpartum family planmng services, and,
among frequent attenders, Protestants exceeded
Catholics 1in prenatal care use [29] A study of par-
ticipation 1n a breast cancer screening program found
greater participation among Jews than Catholics [30]
Finally, there has been one report of negative findings
for religious differences in MCH utilization [31]

Studies of rehigious differences 1n dental utilization
show consistently higher rates among Jews This has
been found 1n an analysis at the household level [32],
n a study of the propensity to travel long distances
to recetve care [33], and 1n a study controlling for a
variety of other related factors [34]

A large group of studies has examined religious
differences 1n hospital, health program, or health sys-
tem utilization Jews were more likely than Catholics
who were more likely than Protestants to travel great
distances to reach hospitals [33,35] This may be
because Jews and Catholics tend to evaluate the
distance to non-Jewish and non-Catholic hospitals,
respectively, as being much farther away than they
are 1n actuality [36] Jews were also found to be most
hikely to register for an elderly housing project’s
health maintenance orgamization [37] and to use
outpatient clinics and Jewish hospitals [38] Jews also
rated economuc cnteria lowest in importance n deter-
mining the use of ambulatory care [39], although
there do not appear to be sigmficant affihational
differences 1n actual rates of use [40] Finally, in a
Nigerian study [41], Muslims were most likely to use
both Western and native medicine, followed by
Chnistians and adherents to more indigenous forms
of worship

Another large group of health services studies of
religious effects has examined physician utilization
The highest rates of utiization have been found 1n
Jews [38, 42] and, among older people, 1n the highly
religious [43] Studies of Protestant-Catholic
differences are inconclustve, with findings dependent
upon the type of medical problem responsible for
utilization {44] Negative findings have been reported
for affihational differences in physician use, both n
general [45] and for primary-preventive visits [46]
There are also negative findings for religious
differences in medication comphance [47] Finally,
one study found that only among Buddhists and
members of Christian sects (Mennonites, Seventh-
day Adventists, Christian Scientists) was the use of
primary care predicted by income, age, and residency
duration [48})

In sum, despite this preponderance of significant
findings, it 1s extremely difficult to 1solate 1 this
grabbag of studies a single, generalizable conclusion
about how religion and the use of health care are
related Perhaps the only semi-consistent finding here
1s that Jews tend to use certain forms of health care
more frequently than Gentiles This would certainly
conform to popular or folk belief On the other hand.
in most of the studies reviewed here, rarely were the
effects of potentially mediating or effect-modifying
factors controlled, and, further, the measurement of
religion was typically unsophisticated As with the
epidemiologic literature on religion, even a consis-
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tently significant rehigious effect can be difficult to
interpret in the face of serious epistemological, anal-
ytical, and measurement-related problems [2] In the
case of health care utihzation, we hypothesized earher
that one might expect rehigious effects to mamfest as
significantly different rates of health care use by
church membership status, rehigious affihation, re-
higious attendance. and holding a church office For
the most part, however, these studies have neither
conceptualized nor operationalized religion 1n ways
such that answers here may be forthcoming

Such criticism. of course, should not be overstated,
as 1t must be kept 1n mind that few of these studies
were designed primanly to determine the effects of
religion on health care utihzation Nevertheless, just
because most of these studies were not specifically
intended to investigate the effects of religion, this
does not imply that there are not demonstrably more
meaningful and fruitful approaches to measuring the
effects of rehgion in the sociomedical sciences Levin
and Vanderpool [2] recently provided a primer on
investigating independent rehigious effects for social
eprdermologists, and a couple of the 1ssues they raised
are directly applicable to studies 1n health services
research

First, to the extent to which 1t can be characterized
at all, rehgion 1s best conceived as a multidimensional
phenomenon, or, better, a metaphenomenon That 1s,
rehgion should be thought of by social epr-
demiologists and health services researchers as not
just another construct—co-equal to, say, social sup-
port, type A, hardiness, or occupational mobility—or
even as a set of related constructs—such as access,
stress, or well-being—to be plugged into causal mod-
els as 1f some sort of amorphous ‘religion’ existed as
a Platonic form or a latent, higher-order, underlying
variable Rather, rehgion constitutes more a domain
of mvestigation—such as history or sociology Re-
ligion variables can be constructed, then, to tap either
collectively or individually experienced phenomena,
and at the latter level can address beliefs, attitudes,
values, behaviors, subjective experiences, thoughts,
etc , each of which may interrelate with the others in
a complex and perhaps undecipherable maze of asso-
ciations which themselves may vary by rehgious or
religioethnic 1dentification

For example, an item inquiring about the fre-
quency of religious attendance may not necessanly
measure some innate ‘religiosity’ or religious commit-
ment, but, instead, might 1n actuality tap a combina-
tton of influences including social support, functional
health, socioeconomic status, and any manner of
psychodynamic motivations [2, 49, S0] Furthermore,
this nexus of phenomena rendering religious atten-
dance a proxy indicator might vary between Jews and
Gentiles, between Catholics and Protestants, or be-
tween different types of Protestants, whether divided
theologically (e g lberals vs conservative evan-
gelicals), experientially (e g mainstream vs charns-
matics), denominationally (e g Assembhes of God vs
Lutherans), or within denomnations (e g National
Baptist Convention of America vs Southern Baptist
Convention) Catholics, too, may exhibit health-
related differences on the basis of ethniaty (e g
Insh vs Italhan Catholics), as in the seminal work
of Zborowski [51] and Zola [52] These possibly
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cultural differences may also be reflected 1n
differing motivations for attending religious services
regularly

This last point may be moot here, though, as
relatively few health care utihzation studies have
examined the effects of religious attendance, which, in
health studies of any type, 1s usually not measured on
a broad continuous scale Furthermore, as men-
tioned, the conventional measures of other aspects of
rehgion used 1n these studies may serve to obscure
rather than highlight religious effects [53] Needless to
say, more substantive theorizing on the narure of a
significant rehgious effect (1e would 1t represent a
wholly ‘secular’ influence or would 1t suggest the
operation of some sort of transcendental effect?) has
not yet occurred 1n any of the fields in which religious
factors have been empirically examined—social
epidemiology, health services research, and social
gerontology But, then, such questions are outside
of the domain of social science, as 1t s typically
concerved

Second, as Levin and Vanderpool [2] suggest,
meaningful associations between a health-related out-
come and a religion variable can obtain only if the
religious indicator taps a construct or experience or
phenomenon which 1s shared by the entirety of the
population, sample, or subsample under in-
vestigation For example, an investigator should not
assume that, say, rehgious attendance 1s equally
meaningful a vanable for all or most subjects in the
same way as age or self-rated health or socio-
economic status That 1s, while the subjective or
symbolic value of these indicators may vary some-
what 1n certain circumstances, everyone, 1t seems, has
these (an age, a health status, a social-class standing),
regardless of how they score For religion vanables,
however, a particular concept common to certain
religions may not even ‘exist” within the emic frame-
work of other religions (e g an item on the frequency
of glossolaha used as an indicator of rehgious com-
mitment in a sample of Jews and Bahais) Or, as 1n
the case of religious attendance. a concept may
indeed ‘exist” in most religions yet be imbued with
such drastically divergent meaning across religious
subgroups as to be of questionable value as an
indicator of any higher-order construct, whether ‘re-
hgiosity’ or anything else

For example, a common scale measuring the fre-
quency of attendance at religious services for use with
Roman Catholics (among whom weekly attendance 1s
required of regular communicants) and Secular-
Humanistic Jews (a new movement in which many
Jewish holidays are not even celebrated. and those
that are have been completely desacralized)—much
less with Zen Buddhists or members of Holiness sects
or devotees of the Shango rehgion—clearly would be
of questionable vahidity It would be extremely
difficult—perhaps 1mpossible—to extract meaning
from associations with religious attendance when
the scale of this variable and thus the meaning of
the actual scores seem to be so vanant across
groups of subjects

Aside from issues related to measuring religious
practice or commitment, an entirely separate set of
problems arnises 1n interpreting health- or health-care-
related differences across groups separated by re-
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hgious 1dentification For example, Seventh-day Ad-
ventists and Mormons are at extremely low nisk of
morbidity and mortahty almost across the board
relative to other rehgious groups However, these
groups are characterized by behaviorally strict
health-related life styles, by higher-than-average rates
of intermarriage, by strong social support networks,
by belief systems and theologies fostering high de-
grees of personal responsibility, by many avenues,
such as fellowship, services, and commons aims,
which provide for the easing of tension and dread and
which otherwise offer psychodynamic release, and. by
faith in God’s blessing of an observant people

Religious affiliation, then, masks, or, rather, con-
stitutes, an array of charactenstics, functions, and
processes which are known to be associated with
health health-related behavior, heredity, social sup-
port, internal locus of control, stress-buffering, and
positive mental attitude, among others [49] In social-
scientific terms, each of these factors must be ‘con-
trolled for’ or otherwise modeled before we can ever
understand the nature of sigmficant rehgious
differences, much less attribute them to super-
empirical or ‘supernatural’ mechanisms or pathways
Of course, not many social scientists are hkely to
make this latter attnbution, yet, as Levin and Mark-
ides {50] note, many casually tend to attribute such
effects to social support almost by default without
reahzing that other explanations are possible

While there 1s no easy resclution for all of these
1ssues, health services researchers interested in ex-
ploring the effects of rehgion can take several rela-
tively painless steps which may help to mitigate the
problems encountered i previous studies First,
since, as discussed, uncontrolled analyses of religion
are not particularly useful for drawing conclusions
regarding the presence of significant religious effects,
the pertinent aspects of rehgion should be
differentiated and modeled alongside of other deter-
mmants of health care utihzation Second, where the
investigator has mimmal exposure to the study
and/or measurement of religious phenomena, 1t
would be wise to consuit with sociologists or psycho-
logists of religion, or with scholars 1n the fields of
religious studies Health services reserch seems to
have met with diminishing returns from continuing to
‘wing 1t’ 1n this regard Third, researchers should
forge through their trepidation over the apparently
marginal status of rehigion 1n health-related research
or over the appearance to the ummtiated that some
sort of imphcitly mystical or ‘supernatural’ hypothe-
s1s drives their work While such 1deas are well worth
mvestigating, imputing to significant effects for re-
higion vanables an explanation founded solely in such
otherworldly mechanisms 1s a form of reductiomism
not even encountered 1n arcane mystical texts
Finally, researchers should recogmze that, far from
there being a dearth of religion research in health, a
Iiterature of hundreds of empirical studies exists 1n
epidemiology, health services research, gerontology,
biomedicine, and behavioral science These studies
need to be exhumed and mined for consistent findings
which might suggest hypotheses for future research
In this regard, religion should be treated no
differently than any other domain of independent
vanables
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NEW FINDINGS FROM APPALACHIA

To follow up on this intriguing body of findings
and better attend to the operational 1ssues just raised,
we present some additional results using data col-
lected as a part of an evaluation of a self-care health
education project implemented in an impoverished
coal-mining region of Appalachia Nearly 1000 adults
from West Virgima took part n this program, which
included six cycles of participants and a control
group and which lasted from the Fall of 1978 unul
the Spring of 1981 Further descriptions of both the
sample (N =909) and intervention are available in
greater detail elsewhere [54-56]

Of special relevance here 1s the extreme hetero-
geneity of religious expression despite the fact that
this region 1s united by both its industry (coal-mining)
and social environment (poverty, severe cychc un-
employment, social 1solation, and political neglect)
Mainstream religious denominations coexist with a
wide array of enthusiastic sects, including a church
where the devout obey the scriptural call to ‘take up
serpents’ as a ritual part of worship Religion, while
practiced perhaps no more than in other regions, 1s
a constant focus of attention, to the extent that
seemingly trivial differences (from an etic perspec-
tive), such as the amount of water used 1n a baptism,
become magnified and subjected to heated debate
between ‘10-gallon’ and ‘half-pint’ Baptists Perhaps
because of so few other distinctions in this region,
religious variations loom so large This pervasive and
continuous attention to rehigion and religious dis-
tunctions leads us to surmuse that if religious
differences in health-care-seeking are to be documen-
ted anywhere, 1t 1s here

For this brief analysis, four indices of health care
utilization were used frequency of physician visits
(*“How frequently do you see a physician””’, coded
0 = less than once a year, | =once a year.2=2or 3
times a year, 3 = 4-6 times a year, 4 = once a month,
5 = more than once a month), length of time since
last physician wisit and length of time since last
hospitalization (“When was the last time you saw a
physician”” and, “When was the last time you were
hospitalized?”’, both coded 1 =less than 3 months
ago, 2 = between 3 and 6 months ago, 3 = between 7
months and a year ago, 4 = between | and 1 5 years
ago, S =between 1 5 and 2 years ago, 6 = more than
2 years ago), and length of stay duning last hospi-
talization (**‘How many days were you in the hospi-
tal””’) Four measures of religion were used, allowing
us to explore each of the four hypothesized loci at
which we suggested religion mght conceivably
mnfluence utilization These items included church
membership (“Do you belong to a church?”, coded
0 = no, 1 = yes), religious affihation (*“What 1s your
religious preference?”’, open-ended, with over a dozen
responses collapsed for analytical purposes to Bap-
tist, Methodist, Presbyterian, Roman Catholic, Epis-
copahan, Mormon, Pentecostal/Holiness, and none),
religious attendance (““How frequently do you attend
church?, coded 0 = less than once a month or never,
1 = once a month, 2 =every other week, 3 =every
week, 4 =more than once a week), and holding a
church office (**Are you an officer of your church?”,
coded 0 =no, | =yes)

Table 2 Gross* and nett effects of religion variables on health care utihzation indices

Length of stay during

Length of time since Length of ume since

Frequency of

last hospitahzation last hospitalization

last physician wvistt

physician visits

SE
084
014
062

SE
021
004
0i6

SE

SE
050
009
038

Religion variable

-060

-002
-005
~-005

034
-004

—-004

-007 -030 018
003
013

—006

035
003
024

006

Church membership

019
—1921

0111 001 006
005

—-000

*Zero-order Pearson correlation coefficients

Religious attendance

0403

0141

004

Holding a church office

tUnstandardized multiple regresston coefficients (controlhing for the effects of age, sex, race, education, health status, chronic disease status, health locus of control

scores, and the other three utihzauon indices)

1P <001
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Table 3 ANOVAs of differences 1n health care utilization indices across categones of religious affihation

Frequency of
physician visits

Length of time since
last physictan visit

Length of stay during
last hospitahzation

Length of ume since
last hospttalization

Rehgious affiltation Mean n Mean n Mean n Mean n
Baptist 283 306 241} 285 465 282 943 268
Methodist 265 132 250 131 478 127 633 122
Presbytenan 137 19 183 18 505 19 458 19
Roman Catholic 155 31 256 27 493 30 548 29
Episcopalian 115 13 185 13 492 13 523 13
Mormon 204 27 233 27 419 26 533 21
Pentecostal/Holiness 334 148 233 145 449 142 609 128
None 069 13 292 13 362 13 350 10
Grand mean 270 240 463 744

SD 439 1 60 196 1151

N 689 659 652 610

F 176 091 117 218*

*P<00S

Analyses were conducted 1n two parts First, we
tested for significant religious effects on the utihiza-
tion of health care by regressing each of the four
utthzation indices onto church membership, religious
attendance, and holding a church office Using list-
wise deletion of missing values, the effects of several
‘predisposing’ and ‘need’ vanables were controlled
These included age, sex, race, and education, along
with health status, chronic disease status, the other
three utihzation indices, and scores on the mult-
dimensional health locus of control (MHLC) scales
[571 The MHLC has been significantly related to
both health and religion 1n this sample [S8] Second,
we tested for significant differences in utihization
across denominations by conducting ANOVAs on
the denomination means of each of the utihzation
indices Both sets of analyses were conducted in SAS,
and results are shown 1n Tables 2 and 3

In Table 2, both gross and net effects of rehigion on
utilization are presented There were two significant
zero-order correlations the frequency of religious
attendance was related to the frequency of physician
utilization, and holding a church office was associated
with a lengthy duration since the previous hospi-
talization At the net level, the rehgious attendance
finding 1s explained away, the church office finding
remains, and an nverse suppressor effect 1s un-
covered for holding a church office on the length of
stay during the last hospitalization In sum, neither
belonging to nor attending church appear to have a
net effect on physician or hospital utihzation Fur-
thermore, the salutary effects for holding a church
office might derive from a sort of selecion bias, 1n
that perhaps only the sturdiest and most energetic
congregants become deacons, elders ushers, etc

In Table 3, only for length of stay dunng last
hospitalization was there a significant difference 1n
means across denominations Baptists had the longest
stays and the unaffiliated had the briefest While
religious differences 1n the other three utilization
mdices were not significant, this may be due 1n part
to the small number of subjects in some denomi-
nations coupled with large standard deviations Non-
etheless, there does appear to be some denom-
national variation in the means of these indices For
example, members of higher-socioeconomic-status
(SES) denominations (Presbyterians, Episcopahans,
Roman Catholics) seem be have had fewer physician

visits than members of lower-SES denominations and
sects (Baptists, Pentecostal/Holiness adherents)
However, 1t 1s uncertain whether these results are
attributable to any intninsically meaningful effect
related to a religious personality-type or ethos. since
physician utihzation 1s known to vary nversely with
SES [59] Indeed, controlling for education and age
reduced the finding for length of stay during last
hospitalization to insigmficance (not shown 1n
table)

In sum, while several significant rehgious
differences have been revealed, once again they do
not add up to convincing evidence of a consistent,
generalizable trend Furthermore, even where
significant findings are found, 1t appears that they
may be explainable by social or demographic factors
and that a consistent psychosocial or psychodynamic
effect of rehgion on utihzation—much less some sort
of residual superempirical or ‘supernatural’
influence—i1s not suggested by these data

CONCLUSIONS

The results of the literature review coupled with the
additional findings presented here are paradoxical, to
say the least On the one hand, the hiterature seems
to show clearly that patterns of health care utihzation
vary by religion, a finding supported to some extent
by data from Appalachia which show several
significant rehigious effects On the other hand, as
discussed, there 1s some reason to believe that these
findings may be spurious (although 1t 1s impossible to
say with certainty), and, regardless, rehgion and the
use of health care do not appear from these and
previously published data to be related in 2 meaning-
fully patterned way

Nevertheless, despite the absence of a theoretically
coherent trend 1n these admittedly himited data, the
apparently unpatterned denominational differences
found 1n the use of health care may be of considerable
significance to public health educators, planners, and
admimstrators, 1f not to health services researchers
That 1s, even if religious ortentation does not directly
determine the use of health care, 1t may sull be a
critical factor insofar as it contributes to the will-
ingness of individuals to engage in certain health-
related practices (e g self-care, hygienic regimens) or
hold certain health-related beliefs or attitudes which
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are causally antecedent to utihzation In other words,
the Kosher diet of Orthodox Jews, the Lebensstil of
Mormons and Seventh-day Adventists, the history of
mutual aid and self-help among Black Baptists and
Methodists, and every other disposition concerning
preventive practices, attitudes toward physicians and
health care, reactions to pain, and behefs about the
relation of body to Spirit—dispositions which vary
by religious affihation [60}—may all provide avenues
by which rehgion exerts indirect effects on utihzation,
whether preventive, curative, or palliative

Another mmportant consideration n this line of
research involves the 1deological assumptions under-
lying a search for determinants of health care utiliza-
tton 1n ntrapsychic factors such as an
individuahstically-defined ‘religion’ instead of in ex-
trinsic, socioenvironmental factors—e g those out-
lined 1n Penchansky and Thomas’ [61] mult-
dimensional operationahization of access Ironically,
these latter types of determinants could reasonably
include collectively experienced, more structurally
defined religious barriers or enablers which, because
they are not psychologstically defined as traits, are
not ‘seen’ by researchers and thus not investigated
[62] In most studies of health care use in which
analyses are conducted according to Andersen’s [63]
paradigmatic behavioral model, ‘predisposing’ fac-
tors (such as individual rehgiosity) are found to
contribute very little to explanations of variance
relative to ‘need’ (health-related) factors and charac-
tenistics of the prevailing health care system There-
fore, should the nature of the relationship between
health care use and individual religious orientation
and expression finally be clanfied, health services
research may have advanced only a short distance
toward understanding why people do and do not
utilize health care

Perhaps, however, this 1s too critical a stance After
all, as shown, religion, as conceptuahzed 1n health
services research—despite 1ts poor operational en-
gagement and 1ts overall explanatory weakness—
does seem to be a significant, if only semi-consistent
predictor of health care utiization This paradoxical
set of considerations leads to two general and some-
what opposing recommendations

First, from the standpomnt of efforts seeking a
meamngful understanding of the relation(s) between
religion and the use of health care, the sole use of
conceptually unsophisticated indicators of an
undefined ‘rehgiousness’, such as rehigious attendance
and trichotomous affillation measures, 1s a less than
fruitful practice that should probably be terminated
That 1s not to say that these are not useful measures,
they are Rather, they should not be expected to
represent content-vahd indicators tapping the full
range of the concept of rehgion If health services
researchers choose not to pursue more sophisticated
analyses of religious effects, than perhaps the study of
religious factors 1n the use of health care should be
discontinued

Second, the state of this line of research very much
resembles the epirdemiologic and gerontological Iite-
ratures on religion of several years ago unreviewed,
unsynthesized, operationally unsophisticated, devoid
of theoretical direction—in short, going nowhere
However, once multiple and multidimensional re-
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ligion indicators began to be employed and once
theoretical development [64] and hypothesis-testing
[50] began 1n earnest, important conclusions began to
be reached [3]. theoretical models were developed
[53), and new directions for research unfolded For
these reasons, should the effects of religion be deemed
worthy of further mnvestigation, then health services
researchers should realize that there are many useful
measures of religion that can be employed for their
purposes The sociology and psychology of religion
are replete with psychometrically-validated scales
which tap a myriad of religious dimensions {65-67],
two cases 1n point being the seminal five-dimensional
scale of Glock and Stark [68] and 1ts subsequent
adaptations [69], and the scales [70, 71] derived from
Allport’s [72] two-part defimtion of rehgiosity Such
measures are undoubtedly of greater value than the
‘default’ measures of affilation and attendance which
may largely represent proxtes for SES and functional
health [73-75], respectively

In short, if health services researchers are indeed
interested 1in uncovering meaningful, independent re-
higious effects, then the conventional, uninformed
way of treating this 1ssue must change, there 1s httle
reason to believe that the effects of religion—however
defined or measured—have been satisfactonly in-
vestigated m this field This characterization may
seem unduly harsh, but 1t 1s not clear that dozens of
additional studies providing zero-order comparisons
of, say, the frequency of private dental visits between
Jews and Gentiles will represent much of a substan-
tive contribution erther to the study of rehigion and
health or, more mmportantly, to health services re-
search

Finally, as much as empirical researchers hike to
avoid such things, the search for consistent religious
factors 1in health care use must not occur mn a
theoretical vacuum In particular, two questions must
mtially be asked First, should there actually be any
relationship between religion and the use of health
care? This 1s not the difficult question, most scholars
writing 1n this area from the sociomedical sciences
[2, 51] and religion [76] would say, *“Yes” Therefore,
the next step should be the development and testing
of relevant theoretical models An example 1s pro-
vided in Fig 1 This model’s substantive content 1s
not at issue here, and so will not be discussed further
Rather, the positing of such a model exemples, 1n a
simple form, just what 1s now required of researchers
m this area

Second, and more to the point, assuming rehigion
and health care use can be related theoretically, 1s this
relationship necessarily a salutary one” That 1s, must
higher levels of religiosity necessarily be associated
with higher levels of preventive care utihzation and
lower rates of hospitalization? Is 1t not untrue to the
major rehgious traditions to assume that (a) ‘rehgion’
1s a singular, monohlthic, umdimensional entity,
and (b) 1t necessarily has a positive influence on
health? Alongside of rehgiously dictated codes of
hygiene, there exist attitudes which view disease as
punficatory and suffering as sacrificial Religious
experience 1n both the West and East 1s replete with
examples of how the tension between Spinit and flesh
15 often resolved by renouncing the latter for the sake
of the former Only rarely, 1t seems, do scientists
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Fig 1 A simple, fully recursive model relating religious factors to health care and health

ponder the possibly deleterious effects of religion
upon health [77] Most likely, some aspects of rehgion
are salutary and keep rates of health care use down
(or, 1n some nstances, up), while other aspects of
religion are harmful and thus elevate utihization (or,
1n some cases, depress 1t) Furthermore, this phenom-
enon likely varies by religious affihation [78] In
answer, then, to the question, “Is there a rehgious
factor 1n health care utihzation?,”” one must reply
with an unqualified, “Sort of ™ If this area of health
services research 1s to be advanced, then clearly much
preliminary work remains to be done
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