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ABSTRACT 

 

Studies linking religion and its impact on humans have increased over time with health being 

the most studied outcome in statistical analysis. Even so, the use of variables, models and 

approaches has been homogenous being applied among similar groups and places. The aim of 

the thesis is for that reason to investigate to what extent there is an association between 

religiousness and health in Cyprus (n=3 355), Finland (n=4 058), Norway (n=4 691) and 

Ireland (n=6 869) adjusting for potential confounders age, gender and education. 

     Logistic regression analyses were applied, including subjective level of religiousness as 

predictor and good subjective general health as outcome in conjunction with the Theory of 

Attachment. The data is collected from The European Social Survey from 2008, 2010 and 

2012.  

     Middle religious have significant higher odds of good health than individuals that 

categorized by themselves as Not at all religious in Cyprus, Norway and Ireland while 

adjusting for age and education. Low, Middle and High religious are significantly associated 

with good health in Finland compared to Not at all religious.   

     There is an association between religiousness and health in the four European countries 

while age and education potentially confound the relationship in Norway and Ireland.  

      

Keywords: Religiousness, Subjective general health, Europe, Attachment theory. 
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1.0 INTRODUCTION 
 

1.1 Preface 
 

Studies analyzing the impact of religion on health and heath behaviors go back to the 1800s 

starting with Èmile Durkheim and his observations of suicidal patterns across Europe in 

relation to religion, first published in 1897 (see Durkheim, 1983). The interest on religion 

continued in later decades being studied in relation to different health outcomes such as blood 

pressure or depression (Ellison, 1995; Larson, Koenig, Kaplan, Greenberg, Logue and 

Tyroler, 1989; Pollner, 1989). Latterly, with the increased interest on the association between 

religion and health, different models (e.g. the stressor effect model and the preventive model), 

theories (religions salutary effect on health) and concepts (religious coping, spirituality, 

existentialism) have been created, giving rise to an entire research field (see e.g. Ellison and 

Levin, 1998; Chatters, 2000; Grenholm, 2006; Hill and Pargament, 2003).  

     When religion is analyzed as a determinant for health, it comprehends mostly life-

threatening religious practices in developing countries reflecting health differences across the 

world in death- and disability rates (see e.g. Helman, 1996; WHO, 2017a Internet; WHO, 

2017b Internet).  

     In recent time, studies observing health in European countries have focused on certain 

health outcomes as obesity or mortality (see e.g. WHO, 1973; Elmadfa, 2009) examining a 

particular age group or making no differences across ages (see e.g. Olsen and Dahl, 2007; 

Mackenbach, Stirbu, Roskam, Schaap, Menvielle, Leinsalu and Kunst, 2008). When groups at 

developed countries are compared in studies analyzing the relationship between religion and 

health, they focus mostly on elderly and on different religious denominations in the United 

Kingdom or the United States. Those comparing European countries apply in turn the same 

behavioral indicator for measuring religiousness. Although improvements in the field, there 

are some areas that remain unexplored.  

     In the present study, the association between being religious and health in Europe is 

investigated through existent theories and perspectives that not necessarily has been analyzed 

in concordance with religion. Hence, health is analyzed in conjunction with a non-

conventional indicator of religiousness, including different age groups and adjusting for 

potential confounders.  
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1.2 Religion and health 
 

Studies focusing on the association between religion and health have been carried since 1920s 

(see e.g. Pannell, 1921 & Barrett, 1925) applying different theories and perspectives. In recent 

time, Miller and Thoresen (2003) explain that individuals that describe themselves as 

religious are attached to a store of values, beliefs and practices rooted in a particular religion. 

Given that these habits are practiced in an ecclesiastical context developed during the life 

course, religiousness might have a certain effect on health manifested during the lifetime.  

     The findings pointing out to positive associations between religious involvement and 

health outcomes have been divided into two categories: physical health outcomes and mental 

health outcomes. 

     Extensive reviews over salutary effects that religious involvement has on health has been 

presented by Ellison and Levin (1998), Chatters (2000) and Seybold and Hill (2001). Health-

outcomes such as heart disease, hypertension, cancer, poor self-rated health, gastrointestinal 

diseases and overall-and case specific mortality have, according to these authors, being 

mitigated by religious involvement. Based on Idler, Musick, Ellison, George, Krause, Ory, 

Pargament, Powell, Underwood and Williams (2003), one of the explanations to this 

phenomenon has its origins in the relaxation response that religious practices generate in the 

human body. This process is defined by the authors as a psychological reaction against stress.   

     The association between religion and mental health outcomes has been studied through 

outcomes such as depression, anxiety, delinquent behavior, suicide, psychological distress, 

substance abuse and psychiatric diagnoses and they present comparisons across religious 

denominations and generations (see e.g. Chatters, 2000; Ellison & Levin, 1998).  

     According to Ellison and Levin (1998), a quality that characterizes studies carried in the 

1990s is that they are carried out prospectively. Some of the findings in this store of studies 

have been that church attendance was found to reduce depressive symptoms among three 

different cohorts of Mexican Americans (Levin, Markides & Ray, 1996). Other findings were 

that Afro-Americans that described themselves as subjectively- and behaviorally religious 

reported reduced psychological distress in a study carried out in the US (Ellison, Levin, 

Taylor & Chatters, 1997). In Chatters (2000), it is shown that religious involvement affected 

significantly in the self report of depression in a sample of men while depressive symptoms 
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became attenuated among black cancer patients in a study carried by Musick, Koenig, Hays 

and Kohen (1998). Both in Koenig, George, Meador, Blazer and Dyck (1994) and in Chatters 

(2000) differences between Pentecostal and Protestant devotees are shown. In accordance 

with these authors, younger cohorts of Pentecostals presented higher rates of psychiatric 

disorders while older cohorts presented substance abuse at a higher extent than Protestants 

and younger groups.  

     There are the studies concerning mental health-outcomes and religion which have received 

more criticism. Based on Ellison & Levin (1998), the body of evidence carried out in 1980s 

present methodological weaknesses. The predominance of cross-sectional studies and the low 

representativeness of the samples are expressed by the authors as a disadvantage in the field. 

Even if Chatters (2000) does not question the quality of epidemiological studies, she 

emphasize that the association between religiousness and mental health, at the contrary to 

physical health, is primarily based on epidemiological evidence.  

     Another aspect highlighted by Chatters (2000) and Seybold and Hill (2001) is the 

predominance of studies focused on elderly. Hunsberger (1985) was self-critical at that time 

point arguing that forgetting could be a general weakness in studies concerning elderly groups 

affecting the validity of their retrospective self-reports.  

Even if distinctions across denominational -and generational groups can be observed as  an 

interesting point of departure for further research, Miller and Thoresen (2003) and Lee and 

Newberg (2005) highlight some risks in the use of this as basis. Miller & Thoresen (2003) 

argue that most of the findings related to comparisons across races, age groups and religious 

denominations are carried out in the US, not allowing generalizations to other populations. 

Lee & Newberg (2005) show in turn another critical aspect arguing that both the individual’s 

environment -and particular religion are factors that influence on their experiences and 

consequently on their health patterns. 

     In relation to Lee & Newberg (2005) it is possible to assume that the situation in a certain 

place at a certain time point is crucial when trying to explain a given social phenomena.  

Existent theories and models  

It is valuable to mention that religion is a broad concept that involves different areas that 

should be taken into consideration when a certain effect is measured. Such areas are explained 

by Furseth & Repstad (2003) as “the multidimensionality” of religion. Religion has been 

divided into different dimensions in different disciplines with the purpose to explain and 

define how religion interacts with humans and his/her environment. Researchers have 
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classified them differently throughout history but Furseth & Repstad (2003) simplify the 

divisions into 5 dimensions in which religion operates (the belief dimension, religious 

practice, the experience dimension, the knowledge dimension and the consequential 

dimension) and “the consequence dimension” is the one that explains the impact that religious 

beliefs and attitudes has on its devotee’s daily life. When the different dimensions have been 

analyzed separately in relation to a certain population, the consequence dimension has stand 

out describing instead a qualitative measure of religious involvement (Falkner and Jong, 

1966). De Jong, Faulkner and Warland (1976) concluded that this dimension, unlike the 

others, was therefore essential while conceptualizing religiousness. They emphasized that the 

consequence dimension was commonly used as a dependent variable of religion instead of an 

integral part of it, something that should be modified.  

     There are different existent models supporting on the one hand the positive effects that 

religion has on health and on the other hand the negative effects that religion has on 

health.“The Counterbalance Theory” refers to the dependent relationship that individuals 

suffering from mental illness develop with religion acting negatively on health (Levin & 

Chatters, 1998). This theory has mostly been used as a contra-argument to the healthy 

relationship between religion and health. The majority of the models that refer to the positive 

effects that religiousness has on health are focused on the time point in which a health-

threatening situation takes place. This means, if the individual find support on religion during 

or after the exposure to a stressful situation (Ellison and Levin, 1998; Chatters, 2000). The 

“preventive model” is at the contrary the only one that operates without the existence of a 

health- threatening stressor because the theory is based on the assumption that religion has a 

direct- or indirect protective effect on health (Chatters, 2000; Ellison and Levin, 1998), 

allowing to be applied at any circumstances.  

 

1.3 Measurements of religiousness 
 

Based on Chatters (2000) there are two different forms to measure religiousness, behaviorally 

and subjectively. The first refer to actions performed in religious context acting indirectly on 

health while the second is defined by self-perceptions, acting directly on health.  

     Along the history of studies analyzing the relationship between religion and health, the 

vast majority is driven by behavioral measurements of religiousness, primarily church 

attendance (see e.g. Larson, Koenig, Kaplan, Greenberg, Logue & Tyroler, 1989; Pollner, 
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1989; Conrad, 1991; Donovan, Jessor & Costa, 1991; Goldscheider & Mosher, 1991; Truett, 

Eaves, Meyer, Heath & Martin, 1992; Koenig, George, Meador, Blazer & Dyck, 1994; 

Schmied & Jost, 1994; Ellison, 1995; Siegrist, 1996; Koenig & Larsson, 1998; Varon & 

Riley, 1999; Mitchell & Weatherly, 2000; van Olphen, Schulz, Israel, Chatters, Klem, Parker 

& Williams, 2003). It can be speculated that this phenomenon emerged as a consequence of 

the difficulty in finding a scale for what was denominated as high- respectively low religious, 

expressed by Faulkner & Jong (1966) in the early 60’s.  

     The quantity of the indicated studies using  “church attendance” added to Chatters (2000) 

opinion claiming that behavioral measurements carries a strong association with health, allow 

to believe that church attendance is the best indicator. Additionally, Idler et al. (2003) explain 

that church attendance as indicator is used due to the ability to capture the number of 

exposures to health- friendly/harmful complex mechanisms that acts during the church visit.  

     If we look back in the history, from the late 1800s until the early 2000s (see e.g. 

Durkheim, 1897; Koenig et al., 1994) several studies used church attendance in research 

associated to religion and health. Even if Hunsberger (1985) was one of the authors 

questioning the reliability of church attendance as the only one and best indicator of 

religiousness, he limited his study to church visits and the trend continued within the field. 

One of the latest publications is exemplified by Nicholson, Rose and Bobak (2009) that 

analyzed religious attitudes in Europe through dataset from the European Social Survey using 

church attendance in conjunction with several other variables concerning political beliefs.    

     Contradictorily to the research presented above, there has been criticism regarding 

behavioral measurements of religiousness. At the same time as Ellison and Levin (1998) were 

aware of the increased interest on the association between religion and health, they questioned 

the validity of studies using a singular question (mostly church attendance) arguing that this 

indicator cannot always cover the processes that involve health. Furthermore, Idler et al. 

(2003) argued that a risk in the use of church attendance is that studies can be selective 

explaining that elderly not always can attend to church services due to physical and/or 

geographical limitations, observing indirectly only youngest cohort’s behavior.  

     In the study presented in the previous chapter, Miller and Thoresen (2003) applied 

“subjective” indicators using a variable scaled from 1 to 4 for the measurement of self-

perception of religiousness and spirituality. Despite this, the variables became modified and 

recoded afterward to include also social political attitudes.  From this perspective, it is 

possible to assume that the gap in the use of subjective indicators of religiousness persist, 

letting the theory of attachment operationalized through subjective measurements of 
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religiousness be a possible contribution to the field.  

  

Attachment theory      

 

The attachment theory was created by the psychiatrist Bowlby in early 1950s and was 

formally publicized in “Attachment and Loss” in 1969. The theory as such has been applied, 

described, criticized and summarized in current articles by different authors. In Allen and 

Land (1999) attachment is explained as a natural process in the human development. The 

researchers described carefully how the process is reflected in the human behavior since the 

first years of life, being manifested through different responses at different stages. Attachment 

is of that reason explained as a sort of relation that humans need to fulfill in order to find 

meaning in daily actions. A more explicit definition is formulated in Bretherton (1985:6-7) as 

follows:  

 “…part of a group of behavioral system whose function 

                        it is to maintain a relatively steady state between an  

                        individual and his or her environment.” (Bowlby, 1973) 

 

Bretherton (1985) argue that attachment as a process is defined by the culture of a population 

in which the values and practices applied during the life-course are transmitted and transferred 

across generations giving rise to a steady/unsteady emotional state. She refers to the 

attachment theory from a broader perspective and a central aspect she considered important to 

differentiate were the terms “attachment” and “dependency”. According to her, attachment as 

mechanism has a harm-defensive impact on humans, giving rise to a protective process on 

physical  and psychological functions, even recognized by Waters, Merrick, Albersheim, and 

Treboux (1995) as a predictor of stability. Dependency has at the contrary no impact on 

biological functions acting instead as a reinforcement for poor mental health (Bretherton, 

1985).  

     The attachment theory has been integrated into the research field that focuses on the 

relationship between religiousness and health linking the attachment figure with God (Hill 

and Pargament, 2003). Based on this perspective, the attachment theory indicates that 

individuals that present a secure involvement with God should present also more self-

confidence and stability in their daily lives (Hill & Pargament, 2003). This could in turn lead 

to higher levels of maturity and better psychosocial skills that increase the capacity to develop 
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stronger ties, acting preventively on health. 

     To analyze religiousness through a subjective indicator could increase the possibility to 

capture the concept of religion and its association with human’s health. Additionally, to 

integrate the attachment theory for measuring the different levels of religiousness could help 

us to understand the link between religion and health. Hypothetically, a balanced perceived 

level of attachment to religion would be expected to be positively associated with good health.  

 

 

1.4 Measurement of health 
 

In early 1980s, Hunt and McEwen (1980) emphasized the need of an appropriate indicator for 

measurement of wellbeing that could cover different aspects of health, including subjective 

dimensions. One of the reasons behind this statement was the predictions of future 

epidemiological issues, indicating that the coming stage of degenerative diseases required 

better social resources from the population. The authors perceived the degenerative diseases 

as a challenge at that time, identifying social mechanisms like social- and coping abilities as 

crucial elements for the survival of these coming epidemiological hazards. The need of a new 

indicator was therefore suggested to include subjective aspects of health and to be a 

complement to medical measurements rather than a substitute to it.  

     During the latest decades, subjective general health as indicator has been used extensively 

(see e.g. Baron-Epel and Kaplan, 2001; DeSalvo, Fisher, Tran, Bloser, Merril and Peabody, 

2006; Idler, Russel and Davis, 2000; Nicholson et. al., 2009; Brown, 2015). One of the main 

reasons explained by Baron-Epel and Kaplan (2001) is the correlation between socio-

demographic data and subjective general health, letting it be an appropriate indicator in 

population studies. The importance of the indicator is even explained by Fayers and Sprangers 

(2002), in which the property to get a summarized perception of the individual’s health status 

through one single question is attributed to the measurement of self rated general health.  

Fayers and Sprangers (2002) emphasize also that self rated general health is a powerful 

predictor of morbidity and mortality, even stronger than clinical studies.  
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1.5 The importance of socio-demography for health and 

religion 

Subjective general health is observed as a powerful indicator that summarizes the individual’s 

overall perception about their health status (Fayers & Sprangers, 2002). Subjective  general 

health is of that reason used as a potential predictor for further clinical outcomes and mortality 

(Fayers & Sprangers, 2002). Given that subjective general health covers different areas based 

on self- perceptions, it is of interest to understand to what extent socio-demography could 

affect in the self assessment of health.   

     The authors Baron-Epel and Kaplan (2001) analyzed how the perception of the own health 

status could be modified by different social demographic factors. The authors found that 

different alterations in the report of health could occur when different socio-demographic 

variables were taken into consideration. For example, the individual’s report- of subjective 

general health tended to be better when individuals were supposed to compare their health 

status in relation to groups of similar age and gender. The manifestation of similar 

modifications in health perception was predominantly among elderly and highly educated. On 

the other hand, Kehoe (1998) discussed the social demographic perspective in the context of 

mental health and religion. The author presented different studies claiming that religion, 

particularly Catholicism, provide its devotees with comfort, social support and mitigation of 

psychological distress. At the contrary to other reviews, Kehoe (1998) points out that it is 

unclear if the benefits have their roots in the sense of belonging to a particular denomination 

or in the exposure to religious activities. Similarly, she illustrated to what extent to be part of 

a certain cohort could affect the perception of religiousness. Based on Kehoe (1998), the 

historical reforms within Catholicism have contributed to changes in perception of 

religiousness among its devotees. Hence, increased educational level and changes in socio-

demography (e.g. level of religious qualification of teachers, school environment, the 

neighborhood’s educational level, and residential area) may modify the individual’s 

perception of their self in relation to the religion and how they incorporate religious tradition 

and believes in their lives. Since reforms have more or less been present in any religion 

(Bowker, 1997), it is possible to assume that these social demographic components can be 

applicable in more religions and populations than those mentioned by Kehoe (1998). In 

relation to religiousness, the authors Furseth and Repstad (2003) addressed a perspective that 

is interesting from a social demographic point of view. They mean that religiousness not 

necessarily is reflected through religious behaviors. Furseth and Repstad (2003) explained 
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that the composition of a country could affect in how the level of religiousness was expressed. 

This means, in countries in which Christianity is highly established, highly religious 

individuals don’t stand out from the rest of the society given that social norms and actions are 

already shaped by religious values. In countries that are characterized for being multicultural 

and partially secularized can modernity at the contrary have a so strong impact in the 

individuals’ lifestyle that highly religious don’t attract attention considering that their 

behaviors are highly influenced by modernity codes. This phenomenon is defined by Davie 

(1990) as “believing without belonging”.  

     Finally, in terms of socio demography, Chatters (2000) suggests that the consideration of 

factors like age distribution could explain phenomena associated to religion and health. Based 

on her arguments, both religion and health are functions of underlying socio-demographic 

mechanisms and should therefore be a crucial explanatory key within the field.  

     Irrespectively of if religiousness operates through the closeness to the values (subjectively) 

or to the activities carried in the religious environment (behaviorally), religiousness could 

provide their devotees with a sense of stability and security.  

     At the contrary to the vast majority of studies based on middle age –or elderly groups, the 

following perspective can make us understand how religiousness could operates on younger 

groups and on their health. Allen and Land (1999) explained that the lack of parental 

attachment, especially among youths, can be reflected in deviant behavior, something that 

often is observed as a symptom of illness. It is even explained by the authors that the strength 

of the parental control of youths behavior can act as a buffer when they behave deviant. This 

finding, argue Allen & Land (1999), highlight the importance of extending the study of 

attachment research in different fields related to social development. If the process of 

attachment is operationalized through the closeness to God, as Hill and Pargament (2003) did, 

it could be hypothesized that the attachment to God can influence the way an individual 

behave (at all ages) and consequently on health. On the other hand, the authors Waters et al. 

(1995) affirm in a general sense, that an appropriate way to analyze the processes behind 

stability among different populations is to observe carefully their stability to attachment 

figures and mechanisms of change in order to understand why some individuals remain stable 

and why other change.  

     Going back to Waters et al. (1995) and their suggestion to observe mechanisms of change 

in different societies, it is appropriate to interconnect this thought with something presented 

by Kehoe (1998). Kehoe (1998) presents how different social changes have influenced on 

Catholics through e.g. changes in their education level and economic status affecting the 
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interpretation of the central denominational believes.  Differences across cohorts and/or 

generations might therefore appear in accordance with the society’s development at a certain 

time point. Given that such social changes can take place in other societies in which other 

religions predominates, it is possible to assume that these phenomenons can occur in other 

places as well. To observe if age has a confounded role in the association between 

religiousness and health  at different countries should therefore be interesting to execute.   

     Other study as then conducted by Idler et al. (2003) has measured the multidimensional 

effects of religiousness on health. Some of the findings are that women report less confidence 

and satisfaction of their religious congregation despite the fact that they report higher 

religious activity- and affiliation than males. More recently findings as then by Nicholson et. 

al., (2009) show that men that never attend to religious services have twice odds to report 

poor self-rated health than men that attend at least once a week. Female’s disparities in 

attendance were at the contrary weakly associated to health.  

 

1.6    Countries in the present study  
 

In the present study, four countries are included in the analysis: Finland, Norway, Cyprus and 

Ireland. Even if the response rate criterion was the main reason behind the selection of these 

countries, there are other qualities that make these countries to interesting study objects.  

     The four countries are located in the European region and are classified by the World Bank 

as High Income Economies (The World Bank, 2017 Internet). Nevertheless, they present 

fluctuations and differences in socio-economical indicators like employment rate, education, 

GDP (Eurostat, 2016) and in terms of culture and the predominant religious denomination 

(Liber, 2014). A description of the socio-economy and a predominant religion at each country 

is therefore reviewed below:  

Economy 

The highest GDP Euro/capita among the four selected European countries was found in 

Norway and the measurements at years 2008, 2010 and 2012 showed an increasing trend 

starting at 65 000 and ending at 77 500 (Eurostat, 2016). Finland and Ireland presented similar 

economy at the same time points being around 35 000 GDP/capita (Eurostat, 2016). The 

lowest levels of economic development were in turn found in Cyprus being stable at around 

20 000 GDP/capita in 2008, 2010 and 2012 (Eurostat, 2016).  
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Employment 

Finland and Norway presented equal levels of employment rate among the population at years 

2008, 2010 and 2012. Both countries showed around 2, 5 % of employment rate per 100 000 

individuals (Eurostat, 2016). At the contrary to all the other countries, Ireland presented a 

decreasing trend in employment rate starting at 2, 1 % and ending at 1, 8 % (Eurostat, 2016). 

Cyprus is the country with lowest employment rate but employment at around 0, 4 % had 

been stable at the three time points (Eurostat, 2016).  

 

Education: 

Norway, Ireland and Finland presented similar levels of individuals having tertiary education 

being around 30-35 % of the population in years 2008, 2010 and 2012 (Eurostat, 2016). The 

highest rates were in turn found in Cyprus with an approximation of 38 % at the same time 

points (Eurostat, 2016).  

     The highest rates of secondary education level were in turn found in Finland being around 

a 45 % of the population (Eurostat, 2016). Following, about 43 % of the population were 

secondary educated in Norway in years 2008, 2010 and 2012 while around 37 % were 

secondary educated in Ireland at the same time points (Eurostat, 2016). Cyprus presented the 

lowest levels of individuals having secondary education level being about 33 % of the 

population (Eurostat, 2016).  

     Individuals having less than primary education level were as highest in Ireland, being 

around a 30 % of the population followed by Cyprus with around 28 %, Norway with around 

25 % and ending with Finland with around 23 % of the population (Eurostat, 2016).  

 

Salient religious denomination and predominant values 

The predominant religious denomination in Ireland is the Roman Catholicism. Catholicism as 

such is the biggest religion within Christianity (Bowker, 1997) and it focuses its values on 

universality avoding distinctions across races, languages or ideologies promoting instead 

cohesion (Katolska Kyrkan, 2016 Internet). The Roman denomination maintains the central 

beliefs after reforms sustaining continuity in its values (Bowker, 1997).  

     In Cyprus, the vast majority of the population belongs to the Greek Orthodox religious 
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denomination. The beliefs of the Orthodox are based on the Creed, Christos and the angels, 

whose transmit love, protection and guidance. The same values are expected to be cultivated 

among its devotees (Bowker, 1997). The Greek Orthodox religion as a particular 

denomination refers to the independence achieved in 1800s, which let the religion be a Greek 

settlement (Bowker, 1997).  

     The largest religious denomination in Finland is the Protestantism, sometimes defined as 

Lutheran Protestantism. As the own name indicates, the Protestantism grew up as a protest to 

the Christianity driven by intellectual and educational starting points being against the 

authoritarian role of religious leaders (Bowker, 1997). The Lutheran doctrine highlights in 

turn the importance of science, education and the inclusion of women at a higher extent than 

the pre-reform Protestants (Bowker, 1997).  

     Similarly to Finland, the vast majority of Norway’s population belongs to a sub-

denomination of the Protestantism, namely the Church of Norway. This religious 

denomination is highly influenced by the Lutheran reform but the values are directed to the 

sense of collaboration with other religious denomination sharing Protestant values such as 

openness, equitableness and acceptance of diversity (Kirken, 2016 Internet).  

 

 

 

2.0 AIM AND RESEARCH QUESTION 
 

In the present study the attachment theory is applied based on the religious perspective of Hill 

& Pargament (2003) but operationalized through a subjective measurement of closeness to 

religion as then presented by Chatters (2000). The aim of the present study is for that reason 

to investigate to what extent there is an association between subjective measurements of 

religiousness and subjective self-rated general health in Finland, Norway, Cyprus and Ireland. 

The association is adjusted for potential confounders and the research questions are: 

 Is there any association between being religious and good health? 

   -  Do gender, age and education confound the association between religiousness    

      and health?  
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3.0 METHODS 

 

3.1 Data material 
 

The present study is based on the European Social Survey’s data material (ESS). Its variables 

have been created with the purpose to use them as indicators of attitudes in order to analyse 

social changes in Europe (ESS, 2016).  

     The data is collected cross- sectionally at different time points, denominated rounds.  

     The survey data was collected by face to face interviews conducted by qualified staff. The 

central committee responsible of the survey provided the interviewers with learning material 

in order to create an equal ground for the execution of the survey. The learning material 

included movies, protocols, interview techniques and a main questionnaire. This main 

questionnaire was created in British English and was latterly translated to respective 

languages promoting the possibility to make cross-country comparisons on equal basis (ESS, 

2016).  

     Once the data was collected, the staffs of the national fieldwork were responsible to 

transfer the data into a national dataset taking into consideration all documented observations.   

     Individuals from age of 15 years until unlimited ages participate in the survey. The 

sampling strategy developed by ESS guarantees high quality since the survey’s design is 

reliability tested. This means, the survey as such has to be approved at each country after 

quality controls, supervision of data collection and fulfilment of guidelines performed by the 

central committee (ESS, 2016).   

     Data collected from 36 different countries from 2002 until 2014 was available but gaps 

were found at different time points and places giving rise to a selection of them. The rounds 

with least missing data, namely 4 (2008), 5 (2010) and 6 (2012) were included in the analysis. 

The individuals from the different rounds were added to each other contributing to a larger 

analytical sample. The selection of countries was in turn based on high response rate of the 

selected questions, giving rise to four countries covering the desirable criteria’s: Cyprus 

(98.2%), Finland (64.7%), Norway (99.3%) and Ireland (98.5%). 

     The analytical sample of Cyprus consisted of 3 355 individuals. The sample of Finland 

consisted of 4 058 individuals and the population of Norway was formed by 4 691 

individuals. The population of Ireland consisted of 6 869 individuals.   
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3.2 Variables used 
 

Predictor 

Religiousness 

The predictor of the study was defined by the variable “How religious are you?” based on the 

question: “Regardless of whether you belong to a particular religion, how religious would you 

say you are?” and there were eleven different response options starting at 0 = Not at all 

religious, and followed by a scale from 1 to 10, being 10 = Very religious. The response 

options “Refusal”, “Don’t know” and “No answer” were removed.  

The eleven response options were recoded into three different categories in order to analyze 

and compare different levels of religiousness. The option: Not at all was classified as an 

independent answer and the options from 1 to 3 were classified as: Low level of religiousness. 

The options from 4-6 were denominated as: Middle level of religiousness and the options 

from 7 to 10 were consequently categorized as: High level of religiousness.  

Outcome 

Health 

The outcome of the study was defined by “Subjective general health”, which was based on the 

question “How is your health in general? Would you say it is ...”. The respondents had five 

response options for this question and the alternatives became recoded into a binary variable 

transformed to “Good Health” and “Less than Good Health”. The options “1 = Very Good” 

and “2 = Good” gave rise to the positive answer while “3 = Fair”, “4 = Bad” and “5 = Very 

Bad” gave rise to the negative answer.  

 

Confounders 

Age 

The age of the participants was obtained by the variable “year of birth”. The individual’s age 

was calculated in relation to the time-point when the survey was carried out. Latterly, with the 

purpose to analyze and compare different groups, the variable was recoded into three different 

categories. Those aged between 15-29 years were defined as young, those at age of 30-65 as 

middle age and those aged 66 + as old.  
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Gender 

The gender of the individuals was collected from the variable “gender”. It was designed by 

the options “male”, “female” and “no answer”. Only the two first options were used while 

individuals with no answers were excluded.  

Education 

The education level of the participants was measured by “highest level of education”. The 

question was formulated as follows: “What is the highest level of education you have 

successfully completed?”. The options included in this question were different for each 

country depending on its educational system. The answers were therefore translated by the 

author and categorized into three different groups: Not completed elementary education, 

Elementary education (including secondary education) and Tertiary education. Those 

answering “other, refusal, don’t know and no answer” were excluded.  

      

3.3 Statistical analysis 
 

The chosen method for measuring the association between level of religiousness and 

subjective general health was through logistic regression analysis (Denk, 2002). The 

relationship between predictor and outcome was analyzed in one unadjusted model while the 

effect of confounders was analyzed in an adjusted model. The regression analyzes were done 

independently for each country in order to compare the results. All the associations were 

measured by Odds Ratios and Confidence Intervals.  

 

3.4 Ethics 
 

A possible risk in the interpretation of results of the present study can be the stigmatization of 

individuals. The study is based on scientific arguments, yet the design by countries and age 

groups can contribute to a misconception of associations in relation to a particular group.     

     Since the main predictor in the strategic modelling is the level of religiousness of the 

selected individuals, it can be a misconception in the understanding of a certain level of 

religiousness and its effects on health. This means, even if there is empirical data supporting 
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how the attachment to religion can develop a state of unhealthy dependency or positive 

connectedness (see e.g. Bretherton, 1985), a particular grade of religiousness should not be 

appreciated as harmful or health friendlier than another.  

 

4.0 RESULTS 
 

4.1 Descriptive statistics 
 

Descriptive statistics for Table 1 concerning frequencies and percentages across countries is 

presented here: 

Individuals reporting good subjective health exceed 90 % of the population. Regarding 

religiousness, the smallest group is formed by those denominated by themselves as Not at all 

religious and the participants aged 30-65 years are the largest sample in relation to age.  

     The largest group of individuals between 15-29 years is found in Cyprus (22.8 %) while 

the biggest group of individuals at age of 30-65 years is found in Norway (62.8 %). The 

biggest group belonging to the category of 66+ is found in Finland (22.0 %).  

     The age distribution across countries varied at 3.3, 4.3 and 6.2 percentage points among 

those aged 15-29 years, 30-65 years and 66+ years respectively. The largest variation of 6.2 

percentage point is attributable to the large Finish elderly group formed by n=892 (22.0 %), 

which in turn gives rise to the highest mean age (49.2) across the countries. 

     The difference at 4.3 percentage points is the result of a more equal distribution of 

individuals between 30-65 years across the countries. Even if Norway stands out for having 

the largest group of individuals between 30-65 years, instead of those aged 15-29, it gives 

raise to the lowest mean age (45.3) across the four different countries. The high rate of 

individuals between 30-65 years in Norway originates the lowest mean age across the four 

different countries (45.3). The great sample of individuals aged 15-29 years found in Cyprus 

generate in turn the middle age located in the middle (46.5) across them.   

     Not completed education level is as highest in Ireland. Elementary education is in turn the 

most frequent education level in Cyprus while Tertiary education is at the contrary the 

preponderant level in Finland, Norway and Ireland.  

     The trend of the most common education level at each country was even found behind the 
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individual’s level of religiousness, irrespectively from their chosen level. This means, Not 

completed education was e.g. the predominant level in Ireland but it was even present as the 

mode among Irish no believers, low, middle and highly believers (data not shown).  

     Females occupy the largest group in Cyprus, Finland and Ireland while males are the 

salient group in Norway. Females are also the principal group denominated by themselves as 

being Highly religious in all the four countries (data not shown). The other levels are leading 

by males with exception of Middle religious level in Norway and Ireland (data not shown).  

 

Descriptive statistics for Table 2 regarding individuals reporting good subjective health are 

reviewed below: 

A general pattern found in all the countries is that individuals aged 15-29 years rate their 

health as good at a higher extent than those at ages 30-65 or 66+. Furthermore, individuals 

with Tertiary education level rate their health as good more extensively than individuals with 

elementary or not completed education.  

     The largest differences in self-rated heath are observed among the groups of individuals at 

age of 66+. The largest group of them rating their health as good is found in Ireland (n=1154; 

95.2 %) while the smallest one is observed in Cyprus (n=483; 78.5 %).   

     All 93.1 % of the Irish group with Not completed education rated their health as good, 

being the highest at this level across countries. Only 67.0 % of those with Not completed 

education described their health as good in Cyprus.  

Among the individuals with Tertiary education level, those reporting highest levels of good 

health are found in Cyprus.  

     Based on cross- country comparisons, gender differences are small.  
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Table 1. Descriptive statistics, frequencies and percentages of the analytical sample by countries. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

  Cyprus N= 3 355 Finland N= 4 058 Norway N= 4 691 Ireland N= 6 869 

  Total N (%) Total N (%) Total N (%) Total N (%) 
Variables Anal. sample     
      
Subjective 
general health 

Good  
Less than good 

     3147 (93.8) 
       208 (6.2) 

               3848 (94.8) 
                 210 (5.2) 

           4458 (95.0) 
             233 (5.0) 

           6654 (96.9) 
             215 (3.1) 

      
Religiousness Mode 

Not at all 
8 (18.1) 
38 (1.1) 

7 (15.7) 
346 (8.5) 

5 (17.2) 
806 (17.2) 

5 (18.3) 
506 (7.4) 

 1 to 3 Low 241 (7.2) 859 (21.2) 1433 (30.5) 1307 (19.0) 
 4 to 6 Middle 1023 (30.5) 1348 (33.2) 1576 (33.6) 2711 (39.5) 
 7 to 10 High 2053 (61.2) 1505 (37.1) 876 (18.7) 2345 (34.1) 
 
Age 

 
15- 29 years  

 
765 (22.8) 

 
792(19.5) 

 
1003(21.4) 

 
1486(21.6) 

 30- 65 years  1975 (58.9) 2374(58.5) 2945(62.8) 4171(60.8) 
 66 + years  615(18.3) 892(22.0) 743(15.8) 1212(17.6) 
 Mean age  46.5 49.2 45.3 46.0 
 Std. Dev.  14.6 16.0 13.4 13.9 
      
Gender Males  

Females 
 1562(46.6)                         
1793(53.4) 

 1977(48.7)                 
2081(51.3) 

 2456(52.4)                
2235(47.6) 

 3203(46.6)                
3666(53.4) 

      
Education Not completed  170(5.1) 86(2.1) 25(0.5) 814(11.9) 
 Elementary  2063(61.5) 1317(32.5) 817(17.4) 1142(16.6) 
 Tertiary  1122 (33.4) 2655(65.4) 3849(82.1) 4913 (71.5) 
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                   Table 2. Frequencies and percentages of individuals with good self-reported subjective general health by religiousness,  

                                   age, gender and education. (Percentage at each category, CAT) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 Cyprus Finland Norway Ireland 

 N= 3 147 (% of CAT) N= 3 848 (% of CAT) N= 4 458 (% of CAT) N= 6 654 (% of CAT) 
Religiousness     
Not at all 34 (89.5) 314 (90.8) 761 (94.4) 486 (96.0) 
1-3 Low 230 (95.4) 827 (96.3) 1370 (95.6) 1273 (97.3) 
4-6 Middle 996 (97.4) 1284 (95.2) 1504 (95.4) 2635 (97.1) 
7-10 High 1887 (91.9) 1423 (94.5) 823 (93.9) 2260 (96.3) 
Age     
15-29 757 (98.9) 782 (98.7) 979 (97.6) 1465 (98.6) 
30-65 1907 (96.5) 2267 (95.5) 2795 (94.9) 4035 (96.7) 
66+ 483 (78.5) 799 (89.6) 684 (92.0) 1154 (95.2) 
Gender     
Male 1485 (95.1) 1859 (94.0) 2345 (95.4) 3097 (96.7) 
Female 1662 (95.7) 1989 (95.6) 2113 (94.5) 3557 (97.0) 
Education     
Not completed 114 (67.0) 71 (82.5) 22 (88.0) 758 (93.1) 
Elementary 1925 (93.3) 1219 (92.5) 764 (93.5) 1081 (94.6) 
Tertiary 1108 (98.8) 2558 (96.3) 3672 (95.4) 4815 (98.0) 
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4.2 Regression analysis  
 

Cyprus 

Individuals who report Middle level of religiousness show significant and higher odds ratio of 

good health than those that categorized themselves as Not at all religious (unadjusted OR= 

4.34 [1.44, 13.10]) (see Table 3). When this relationship is controlled for age, gender and 

education, the odds remain significant and almost unchanged (adjusted OR= 4.67 [1.39, 

15.70]) (see Table 3).  

     Those perceiving Low and High level of religiousness show not significance in having 

good health compared with those reporting Not at all level of religiousness.  

     Younger age groups show higher odds than individuals at age of 66+ in having good health 

(see Table 3). Both groups aged 30-65 years (adjusted OR= 4.60 [3.23, 6.53]) and 15-29 years 

(adjusted OR= 13.42 [6.31, 28.52]) show a positive direction in the association, being the 

youngest almost four times stronger associated with good health (see Table 3).  

     No significant associations are found between gender and good health (see Table 3). A 

similar pattern was found in unadjusted model (no data shown ).  

     Highly educated are found to have higher  odds of good health (see Table 3). Both 

individuals with Elementary education and Tertiary education have higher odds of good 

health than individuals with Not completed education (see Table 3). The association among 

Highly educated (adjusted OR= 8.31 [4.22, 16.40]) is four times higher  than among Low 

educated (adjusted OR= 2.36 [1.57, 3.54]) (see Table 3).  

 

Finland 

The relationship between religiousness and health show significant values at all levels 

compared with Not at all religious. The pattern is present both in the unadjusted and in the 

adjusted model (see Table 3).  

     Age groups of individuals aged 15-29 and 30-65 years show a higher  OR of good health 

in comparison to those aged 66+ years (see Table 3). The odds are however almost three 

times stronger among those aged 15-29 (adjusted OR= 10.22 [5.20, 20.05]) than among those 

at age of 30-65 years (see Table 3).  
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     Females have higher odds of good health compared with males. (see Table 3). The values 

of this association were almost the same when the relationship without the effect of the 

confounders was observed (not data shown). 

     The connectedness between Elementary and Tertiary education and good health show 

higher odds compared with individuals with Not completed education (see Table 3). Despite 

this, the highest odds of good health are found among Tertiary educated (see Table 3).  

 

Norway 

No statistic significance is found in the unadjusted model when different levels of 

religiousness and health are compared in relation to Not at all level of religiousness . The 

relationship between Middle level of religiousness and health becomes however significant 

while controlling for confounders (see Table 3).  

     Groups at age of 15-29 years and 30-65 years have higher odds of good health than 66+ 

individuals (see Table 3).  

     The relationship between gender and health is not significant at all being the odds of good 

health below 1 (see Table 3).   

     Only individuals with Tertiary education have significantly odds of good health (adjusted 

OR= 5.04 [1.42, 17.88]) (see Table 3).  

 

Ireland  

Individuals categorized by themselves as perceiving Middle level of  religiousness have 

significantly higher odds of  good health than those reporting Not at all level of religiousness 

while adjusting for confounders  (adjusted OR= 1.76 [1.06, 2.95]) (see Table 3).  

     Those reporting Low and High level of religiousness show not significant associations 

with health when they are compared with Not at all religious (see Table 3).  

     Only individuals aged 15-29 years show higher odds of good health (adjusted OR= 2.14 

[1.23, 3.70]) in comparison with those aged 66+ years (see Table 3). Early observations 

showed that both age groups at age of 15-29 and 30-65 years had odds values above 1, which 

were significantly associated with health in unadjusted models (not data shown). 

     Not significant associations are found between gender and good health (see Table 3).       

     Individuals with Tertiary education level have significantly higher odds of good health 

than those reporting  Not completed education (adjusted OR= 3.29 [2.27, 4.77]) (see Table 3) 
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 Cyprus Finland 

       Unadjusted                      Model 1  Unadjusted Model 1 

 OR (95 % CI) OR (95 % CI) OR (95 % CI) OR (95 % CI) 
Religiousness     
Not at all (ref.) 1.00 1.00 1.00 1.00 
1-3 Low     2.46 (0.74, 8.17) 1.96 (0.53, 7.24) 2.63 (1.59, 4.37) 2.48 (1.47, 4.17) 
4-6 Middle 4.34 (1.44, 13.10) 4.67 (1.39, 15.70) 2.05 (1.31, 3.18) 2.60 (1.63, 4.10) 
 7-10 High  1.34 (0.47, 3.81) 2.91 (0.90, 9.40) 1.77 (1.15, 2.71) 2.38 (1.51, 3.74) 
Age     
15-29 25.86 (12.55, 53.27) 13.42 (6.31, 28.52) 9.10 (4.71, 17.61) 10.22 (5.20, 20.05) 
30-65 7.66 (5.63, 10.44) 4.60 (3.23, 6.53) 2.46 (1.85, 3.30) 1.85 (1.34, 2.57) 
66+ (ref.) 1.00 1.00 1.00 1.00 
Gender     
Male (ref.) 1.00 1.00 1.00 1.00 
Female 0.66 (0.50, 0.88) 0.74 (0.54, 1.03) 1.37 (1.04, 1.82) 1.42 (1.05, 1.90) 
Education     
Not completed (ref.) 1.00 1.00 1.00 1.00 
Elementary 6.85 (4.76, 9.86) 2.36 (1.57, 3.54) 2.63 (1.45, 4.76) 2.09 (1.12, 3.88) 
Tertiary 38.88 (20.99, 72.02) 8.31 (4.22, 16.40) 5.60 (3.08, 10.08) 4.60 (2.41, 8.76) 
     

 

                            OR, odds ratio; CI, confidence intervals.                             

                            Unadjusted: Unadjusted values. 

                            Model 1: Adjusted for age, gender and education.  

 

 

Table 3. Association between level of religiousness and good subjective general health in Cyprus (n=3 355),  

               Finland (n=4 058), Norway (n=4 691) and Ireland (n=6 869), based on logistic regression analysis. 
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                            Table 3. Continued 

 

 

 

 

 

 

 

 

 

 

 

    

                          OR, odds ratio; CI, confidence intervals. 

                          Unadjusted: Unadjusted values. 

                          Model 1: Adjusted for age, gender and education.  

 

 Norway Ireland 

       Unadjusted                     Model 1 Unadjusted Model 1 

 OR (95 % CI) OR (95 % CI) OR (95 % CI) OR (95 % CI) 
Religiousness     
Not at all (ref.) 1.00 1.00 1.00 1.00 
1-3  1.29 (0.87, 1.90) 1.34 (0.90, 1.98) 1.54 (0.88, 2.70) 1.69 (0.96, 2.98) 
4-6 1.23 (0.84, 1.81) 1.50 (1.02, 2.23) 1.43 (0.86, 2.36) 1.76 (1.06, 2.95) 
 7-10 High  0.92 (0.61, 1.38) 1.15 (0.75, 1.76) 1.09 (0.67, 1.80) 1.54 (0.91, 2.60) 
Age     
15-29 3.52 (2.17, 5.71) 3.77 (2.28, 6.22) 3.51 (2.12, 5.81) 2.14 (1.23, 3.70) 
30-65 1.61 (1.18, 2.20) 1.46 (1.05, 2.04) 1.50 (1.09, 2.04) 0.96 (0.68, 1.37) 
66+ (ref.) 1.00 1.00 1.00 1.00 
Gender     
Male (ref.) 1.00 1.00 1.00 1.00 
Female 0.82 (0.63, 1.07) 0.82 (0.63, 1.07) 1.12 (0.85, 1.47) 1.04 (0.79, 1.38) 
Education     
Not completed (ref.) 1.00 1.00 1.00 1.00 
Elementary 1.97 (0.57, 6.78) 3.37 (0.93, 12.14) 1.31 (0.90, 1.91) 1.18 (0.80, 1.74) 
Tertiary 2.83 (0.84, 9.54) 5.04 (1.42, 17.88) 3.63 (2.60, 5.09) 3.29 (2.27, 4.77) 
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5.0 DISCUSSION 

 

5.1 Discussing the results 

 

Selected data from The European Social Survey concerning subjective general health and 

perceived religiousness was used in order to address the question: is there an association 

between religiousness and health in Europe? By adjusting for age, gender and education the 

associations were controlled for potential confounders.  

     Two general patterns were found in the analyses between religiousness and good health 

across the four selected countries: 

 In Cyprus, Norway and Ireland, Middle level of religiousness was found to be significantly 

associated with good health while adjusting for age and education. At the contrary, Low, 

Middle and High level of religiousness presented significant associations with good health in 

Finland compared to Not at all religious both in unadjusted and adjusted models.  

 

What do the results mean? 

 

In Cyprus, the association between Middle level of religiousness and good health showed 

significant associations after adjustment for age and education. The values were similar in the 

unadjusted model, which means that neither age or education had a confounded role in the 

relationship between Middle level of religiousness and good health.  

     The only one country presenting significant associations between religiousness and health 

at all the three religious levels was Finland. The significance persisted even after adjustment 

for potential confounders. This means that religiousness as such had a potential impact on 

good health compared to Not at all religious. Groups at age of 15-29 and 30-65 years showed 

significantly higher odds of having good health than those aged 66+, females presented 

significant associations with good health compared to men and both Elementary and Tertiary 

educated presented higher odds of perceived good health than those reporting Not completed 

elementary education. Although all these variables were significantly associated with good 

health compared to their reference, they didn’t confound significantly the association between 

being religious and good health in Finland.  

     In Norway and Ireland, Middle level of religiousness in adjusted model appeared to be 

significantly for good health in contrast to Not at all religious. The confounders included in 
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model 1 had a considerable impact on the association between Middle level of religiousness 

and good health while comparing with Not at all religious. These results can be interpreted as 

being highly confounded by age and education. In view on these results it is possible to 

believe that the extensive group between 30-65 years and the large group of males could 

affect in the results of Norway. In Ireland, the large number of individuals reporting have Not 

completed education and the high frequency of individuals aged 66+ reporting good health 

are factors that can explain the results. Additionally, Norway and Ireland together with 

Finland had the highest rates of Tertiary educated, which can explain the results too.  

     Considering the results of Cyprus and Finland in the regression analysis, it could be 

speculated that a particular characteristic in the predominant religions of Cyprus and Finland 

exist. In relation to all the countries included in the analysis, it is possible to speculate that 

Middle religious level is the one that is associated with good health at a higher extent than all 

the other religious levels.  

 

 

5.2 Theoretical discussion 

 

The attachment theory indicating that the closeness to a figure provide humans with security, 

stability and wellbeing (Bowlby, 1969; Allen & Land, 1999; Bretherton, 1985) can partially 

explain the associations found in the present study. According to Hill & Pargament (2003) the 

attachment theory in a religious context suggests that devotees in general show more positive 

health outcomes than Not at all believers. In the present study, only Finland showed 

significantly good health among Low, Middle and High religious level compared to Not at all 

religious. Even if age, gender and education presented significant associations with good 

health, they didn’t confound significantly the relationship between being religious and having 

good health in Finland. In this sense, it is possible to argue that Hill & Pargament (2003) 

theory is in line with the present study.  

     In relation to Cyprus, Middle religious level was found to have a significant association 

with good health in the unadjusted model, which can be explained by Bowlbys’ (1969) 

theory. The author based his arguments on the fact that humans develop relationships and 

social bands in order to fulfil a balance that provide them with wellbeing. This process, 

explained Bretherton (1985), could be developed into dependency or attachment, being the 

last health friendlier than the first. Based in these perspectives, it is possible to claim that the 
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fact that Middle level of religiousness was found to be significantly associated with good 

health in Cyprus point out to the balance that individuals need to fulfil for achieving 

wellbeing, being the results in line with the fundaments of the attachment theory.  

     Given that Middle religious level in adjusted form presented significant associations with 

good health in Norway and Ireland, Chatters (2000) and Kehoe (1998) theories can be 

appropriated in these particular cases. Kehoe (1998) affirms that changes in social 

demography can affect in individuals sense of religiousness, being e.g. education level of the 

population or socio-economic status of the residential area factors that play a role in this 

perception. Chatters (2000) argue in turn that both religiousness and health are functions of 

social demographic factors like e.g. age distribution. If we go back to the descriptive statistics 

over the analytical samples, it is possible to find some interesting characteristics which are 

consistent with Kehoe (1998) and Chatters (2000) approaches. The highest frequency of 

individuals aged 66+ reporting good health and the largest group reporting Not completed 

elementary education with good health were found in Ireland. The largest group of men and 

the biggest group at 30-65 years were in turn found in Norway. Furthermore, the data 

collected from Eurostat showed that Norway had the best economy and the highest 

employment rates compared to the other three countries. Ireland had on the other hand the 

highest rates of individuals having Not completed elementary education compared to the other 

three countries. These characteristics allow to believe that the circumstances acting at each 

country at the particular time-point when the data was collected, could affect in the perception 

of religion and/or health (Lee & Newberg, 2005). Middle level of religiousness could of that 

reason be significantly associated with good health only while adjusting for confounders.  

     Comparing the results from the four different countries, it is possible to find a similar 

pattern across them: Middle religious level was the most commonly associated with good 

health. First, the association between being religious and good health indicate that the 

preventive model highlighted by Ellison & Levin (1998) and Chatters (2000) can be affirmed. 

The authors mean that religiousness could induce to healthy biologically- and behaviourally 

processes acting protectively on health, a connection that resembles the associations found in 

the present study in a theoretical sense. Second, the attachment theory presented by Bowlby 

(1973) and Bretherton (1985) in which the humans pursuit of achieving a steady state between 

themselves and their environment can be exemplified by the most common level of 

religiousness associated with good health, namely Middle level of religiousness. The fact that 

neither Low level of religiousness or High level of religiousness showed significant 
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associations with good health compared to Not at all religious can indicate that only those 

perceiving a balanced level of attachment to religion present good health.   

 

 

 The influence of socio- demography 

The associations between Low, Middle and High level of religiousness and health in Finland 

are an interesting point of departure for discussion. The three levels of religiousness were 

found to be significantly associated with good health in unadjusted form compared to Not at 

all religious. In relation to previous studies, Finland has not been presented as a country that 

stands out when analyzing the association between religiousness and health (see e.g. Larson et 

al., 1989; Goldscheider & Mosher, 1991; van Olphen et al., 2003; Chatters, 2000; Ellison & 

Levin, 1998 and Nicholson et al., 2009), which allows to believe that there are two theoretical 

approaches that have been overlooked. First, the subjective indicator of religiousness applied 

in the present study is uncommon in investigations analyzing the relationship between 

religiousness and health. Hence, by measuring subjective level of religiousness, all levels 

were significantly associated with good health compared to Not at all religious. In view of 

these results, it is appropriate to mention Furseth & Repstad (2003) theory. The authors stated 

that two situations could take place while analyzing religiousness in a particular society. The 

first referred to religious individuals in a religious country and the second referred to religious 

individuals in a partially secularized country. The second situation is consistent with Finland. 

This means, independently from the level of religiousness of every citizen, individuals that 

describe themselves as being Low, Middle or Highly religious don’t differ from each other in 

a behaviourally sense being invisible in a context of population studies.  

     Second, the associations found between Low, Middle and High level of religiousness and 

good health compared to Not at all religious is in line with the consequence dimension 

presented by Furseth & Repstad (2003) and the attachment theory presented by Bowlby 

(1973) and Bretherton (1985). On the other hand, the results showing statistic significance at 

all levels compared to Not at all religious were unexpected, being consistent with Lee & 

Newberg (2005) approach. The authors indicated that the individual’s experiences at a certain 

place and time- point could influence in how they perceived religiousness. This means, the 

fact that Low, Middle and High level of religiousness were significantly associated with good 

health in Finland compared to Not at all religious could has its roots in social demographic 
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factors. Even if the present study- design doesn’t permit to find the causality behind the 

associations, it is possible to find connections across the data sets (The European Social 

Survey and Eurostat) in order to generate theories for further investigations:  

     Finland is a country that stands out regarding economy, employment rates and education in 

relation to the other three countries included in the study. These factors might act as a 

common basis for the population, influencing in their perceptions of religiousness and 

consequently on health.      

      

Both in Norway and Ireland individuals that described themselves as being Middle religious 

showed significant associations with good health in the adjusted model. Age and education 

had a confounded role in the association between Middle religious level and good health. 

Given that the relationship found in Norway resembled the one in Ireland, it is of interest to 

analyze the perspective highlighted by Baron-Epel & Kaplan (2001). They emphasized that 

social demographic data correlates with subjective general health in that sense that the report 

of self-rated health can be influenced by e.g. education level and age, affecting mostly highly 

educated and older age groups. In the present study, the results shown for Norway and Ireland 

present consistency with Baron- Epel & Kaplan (2001) given that Tertiary educated presented 

higher odds of reporting good health than those having Not completed education.  Based on 

the same theory, it is appropriate to observe that both employment rate and economy were 

some of the highest in Norway compared to the other three countries. The highest disparities 

between Not completed elementary education and Tertiary education were in turn found in 

Ireland.  

 

 

5.3 Methodological considerations  
 

Even if the results from the regression analyses show certain significant associations, it is 

important to keep in mind that other factors can affect in the relationship between religion and 

health as well. According to Lee & Newberg (2005), the individuals’ environment can affect 

in the perception of religion and consequently on health. In the present study, this idea is 

operationalized through the analyses based on the four different countries and through the 
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social demographic situation that took place in the time-point when the data collection was 

conducted.   

 

Weaknesses 

The present study is based on cross-sectionally data, which means that causality is impossible 

to analyze (Carlson and Morrison, 2009). As mentioned by Ellison & Levin (1998), the vast 

majority of studies analysing the relationship between religion and health are conducted 

cross-sectionally, which means that cause and effect remain unexplored. From this point of 

view, the present study does not contribute to solve the questions about causality behind 

religion- health.  

     The selection of countries was based on response rate, delimiting the study to only four 

countries. In order to get a more comprehensive cross-country comparison across Europe it 

had been necessarily to include more countries adding at least one from former Soviet Union, 

representing Eastern countries, and one from central Europe . 

     According to Chatters (2000), a common characteristic of studies analysing the association 

between religion and health is that they are mostly epidemiological and not clinical. The study 

design of the present study doesn’t address clinical issues and follows therefore the trend 

within the field.  

     Chatters (2000) was critical to the low representativeness of the samples included in 

studies observing the relationship between religion and health. Although the selection of 

individuals in the present study is exclusively based on response rate, the data from ESS and 

EUROSTAT present inconsistency with each other, which affects negatively the external 

validity of the thesis. This means, the participants are not completely representative in relation 

to the population at each country. 

 

Strengths  

Even if the cross-sectional data can be considered as a disadvantage, the short term 

perspective captured by these measurements can be appreciated as a complement to the long 

term effects that religious attitudes have on health (Lee and Newberg, 2005; Miller & 

Thoresen, 2003. 

     Based on Chatters (2000), the vast majority of studies focusing on religiousness are limited 
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to a behaviourally measurement. Even if these stores of studies are supported by evidence, the 

author means that behaviourally indicators are not necessarily the best. For this reason, it is 

possible to argue that the use of a subjective indicator of religiousness in the present study is 

an important contribution to the field because religiousness has a direct impact on health 

instead of indirect. Simultaneously, Ellison & Levin (1998) highlighted that the use of one 

single question (mostly addressing the frequency of church attendance) in the study of 

religiousness and health present weaknesses in validity, considering that religiousness 

comprehend several dimensions seldom taken into account. Additionally, Idler et al. (2003) 

remark that church attendance marginalizes unintentionally elderly due to physical limitations 

that restrict them to take part of activities outside the home environment. From this 

perspective, it is reasonable to argue that the question “How religious are you?” is appropriate 

for all age groups and cover the perceptions of the participants, increasing the validity of the 

study. 

     Not only the inclusion of different age groups is an advantage in the present study, but also 

the possibility to make cross-country comparisons. As reported by Fayers & Sprangers 

(2002), “subjective general health” is a powerful measurement given that the indicator gives a 

summarized conception over the health status of a population. Based in this statement, it is 

possible to admit that subjective general health is appropriate for the current cross-country 

comparisons.  

     Based on Waters et.al (1995) and Allen & Land (1999) who emphasized the importance to 

integrate the study of attachment into different fields related to social development, it is of 

relevance to highlight that the present study has applied it in a cross-country comparison 

linking socio-economy/demography with health.   

     The fact that the present study is based on the preventive model and on a subjective 

measurement of religiousness, contributes to a minimization of reverse causality. That 

because both are less likely to be influenced by existent diagnoses or exposure to health-

threatening situations compared to other models or behaviorally indicators of religiousness. 

The cross-sectional data allowed also to observe the main association clearly at a certain time 

point and place. In further research, it could be interesting to observe the same association at 

different time-points and places separately in order to find trends and/or gradients.  

     Even if the interpretation of the results from the present study has to be carried carefully, 

the results can be generalized at a higher extent than those delimited to one single country. On 

the other hand, the secondary data used in the study allows to carry national assessments of 

good quality due to the larger coverage of the data and the measurements of prevalence of 
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good health. As stated in Miller & Thoresen (2003), studies comparing different groups are 

mostly carried in US. This, claim the authors, does not allow to generalize the results to other 

populations. Based in their opinion, the present study fulfils the gaps presented in previous 

studies: the current study includes different countries and individuals from age of 15 until 

unlimited ages. 

 

 

 

5.4 Implications 
 

 

The present study contributes to a better understanding of the association between 

mechanisms of attachment and health across different populations. The fact that the most 

common level of religiousness significantly associated with good health was the Middle one 

reflects three important things: First, that level of attachment to subjectively perceived 

religiousness can be used as a determinant for health . Second, that only measurable levels or 

religiousness promote good health. Third, that the circumstances associated to Middle level of 

religiousness should be studied in detail because of its influence on subjective general health 

and the positive consequences that good health carry for the society. The results can also be 

interpreted as being in line with the fundaments of the attachment theory given that a 

balanced level of attachment to religiousness was found to be highly associated with good 

health. Of this reason, the operationalization of indicators through attachment should be used 

in further research.  

     Considering that the biggest religious denominations present at each country were in 

accordance with the religious affiliation that the participants belonged to, it is possible to 

argue that the study population is representative in terms of religiousness (data not shown). 

Going back to Furseth and Repstad (2003), who mean that religiousness could be manifested 

in different ways depending on the secularization level at a particular country it is possible to 

believe that the results shown in Finland, in which all the three levels of religiousness were 

found to be significant associated with good health both in unadjusted and adjusted form, 

indicates that religiousness should not be measured by behaviorally indicators any longer. 

That because the biggest religious denomination is leading by the Lutheran Protestantism, 

driven by the influence of education, science, individualism, openness and the inclusion of 
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women. Those qualities allow to assume that attachment to religion is not necessarily 

manifested through behaviors such as church attendance or prayer rather on perceptions of 

how the religious values are integrated in the daily life (believing without belonging). It 

would for that reason be interesting to understand what exactly make individuals to describe 

themselves as religious or which dimensions they perceive are controlled by religious values 

and if these can be linked to coping abilities that provide devotees with better health in a long 

term perspective. 

     Given that religiousness at certain levels was found to be significantly associated with 

good health even in unadjusted form, it is possible to speculate that the reasons behind the 

descriptions will not be the same in Cyprus as in Finland. The applied theories concerning 

social demography and its effect on perceptions of religiousness and health should be studied 

in detail with the purpose to fine the factors that influence on these indicators in order to 

promote longer and better quality of life.  

     Even if the causality behind religiousness and good health remains unanswered, the 

associations and theoretical approaches reviewed in the present study can be used as a basis 

for further research.  

      

 

6.0 CONCLUSIONS 
 

Middle level of religiousness showed significantly higher odds of good health than Not at all 

religious in Cyprus, Norway and Ireland while adjusting for age and education. Individuals 

perceiving Low, Middle and High level of religiousness showed higher odds of good health 

than Not at all religious in Finland.  

     The role of the confounders was more considerable in Norway and Ireland than in Cyprus 

and Finland. 

     The deductive reasoning based on the attachment theory and the preventive model was 

tested in the selected countries. The gap in causality gave in turn raise to several hypotheses 

that can be developed in further studies. 
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