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This study used a representative comnwmity-hased sample of men and women born in
the San Prancisco Bay Area in the [920s to investigate the long-term relations belween
religiousness, spirituality, depression. and physical health, In late adulthood {age late
Gis/mid-70s). religiousness bulTered against depression associated with poor physi-
cal health, with highest levels of depression observed in the low-religinusness--poor-
physical-health group. The butTering effect of religiousness was present atier control-
ling for social support and was predicted longitudinally using religiousness scored in
middle adultheod (age 405 —a Gme interval of approximately 30 years. Spirituality,
operationalized in lerms ol adherence @ noninstitutionalized religious beliefs and
practices, did not have the sume buftering effect as religiousness. The findings are dis-
cussed with regard 1o the mechanisms underlying the salutary effect of religion on
depression resulring from personad adversity.
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There is a well-established negative relationship between religion and
depression (e.g., Koenig. McCullough. and Larson 2001:
McCullough and Smith 2003). Comparatively little is known, how-
ever. aboul the huftering effect of religion on depression in response to
adversity, the kinds of religious beliets and practices that serve as
potential bulfers, and whether the buffering elfect can be predicted
longitudinally. In this rescarch, we used data trom a long-term tongi-
tudinal study of men and women (o investigate the relations between
religiousness, spirituality, depression, and physical health using data
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collected in middle and late adulthood, a ume interval of close to 30
years.

RELIGION AS BUFFER

Atlthough robust, the negative relationship between religion and
depression i1s small in magnitude (Smith, McCullough, and Poll
2003). If religion functions to provide meaning and purpose in lile
(Kocnig, Larson. and Larson 2001), it may be unrealistic 1o cxpecet
that its salutary elfects will be equally strong among all individuals
and situations {Bickel et al. 1998). Rather, the negative association
hetween religion and depression may be particularly evident among
individuals whose purpose in life is disequilibrated by an external
stressor (Ldter and Kasl 1997; McCullough and Smith 2003). Con-
versely, individuals who are low in religiousness may function well
until faced with adversity. Few studies have focused specifically on
the buffering cffect of religion on depression as a function ol stress or
adversity, and among these, some have Tound support for the buffering
hypothesis {e.g.. Bickel et al. 1998; Braam ct al. 1997; Muton 1989;
Strawbridge ct al. 1998), whereas others have not (e.g., Thearle et al.
1995; Krause and Van Tran 1989).

From the perspective of rescarch on aging. however, several of

these studies used only young or middle-aged participants (c.g.,
Kendler, Gardner, and Prescott 1999; Maton 1989). [n addition, some
studies focused exclusively on the bulTering effect of religiousness on
depression among individuals who were currently expericncing per-
sonal stress {Musick et al. 1998; Pressman et al. 1990) or who were
caregivers to persons cxpericncing adversity (Robinson and Kaye
1994, designs that detract from establishing the interaction effects
that may result when different levels of religiousness and stress are
investigated.
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erunt fronm the Open Society [nstitute. The archival data were made available by the Murray Re-
seirclk Center located al Radeliffe Collepe. This research was supported by Giant 10406 awurded
by the John Templeton Foundation to Paul Wink and Michele Dillon. We thank Christopher
Ellison and anonymous reviewers Tor their helplul comments. Correspondence concerning this
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fellesley. Massachusells 0248 1-8203, or 1o Michele Dhllon, Departiment of Sociology, Univer-
sity o New Hampshire, Dorham, Now Flampshire 038242 c-mall: pwink@rwellesley.edu or
michele.ditlon@uonh.edi.

Wink ctal. / RELIGION AS MODERATOR 199

The overall body of rescarch suggests that religion bulfers against
some stressors but not others (Ellison 19943, Although religion pro-
tects individuals who experience nonlamily problems (c.g., unem-
ptoyment [Shams and Jackson 1993]) and uncontrollable stressors
(e.g., physical health) against depression, it may increase depression
related to marital problems that elicit contlict between religious val-
ues and personal experiences (Strawbridge et al. 1998). This differen-
tial effect of religion on depression as a {unction ol the nature of the
stressor may explain why studies using aggregate measures of stress
that combine family and health factors (e.g., Krause and Van Tran
1989) failed to support the buffering hypothesis.

DUSTINCTION BETWEEN
RELIGIOUSNESS ANDY SPIRFFUALITY

What aspects of religion protect an individual against depression?
Answering this question has been complicated by the high inier-
correlation and the resuiting lack of discriminant validity among most
measures of religious behavior (McCullough et al. 1997). Measures
of intrinsic religiousness have a stronger negative correlation with
depression than measures of religious attitudes and beliets (Smith
ct al. 2003). Tn addition, participation in public religious activities
(organized religiousness) and living in communities where there 15 a
conservative religious climate has a stronger negative eflect on de-
pression than involvement in private (nonorganized) religious activi-
ties and living in a more liberal religious locale (Braam et al. 2001;
McCullough and Larson 1999). In contrast, extrinsic religious moti-
vation and the use of negative religious coping (making malevolent
religious appraisals) are positively correlated with depression
(Pargament et al. 1998).

In this study, we used measures ol two distinct but overlapping
types ol religious orientation—religiousness and spiritvality—to in-
vestigate the buffering effect of religion on depression as a function of
physical health. Religiousness was operationalized in terms ol the
importance ol institutionalized religious beliefs and practices in the
life of the individual; it combined frequency ol church attendance and
salience of religious beliel (Wink and Dillon 2003) and thus parallels
the general religions involvement that has been uniformly found to
have a negative relation to depression (McCullough and Larson 1999).
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We operationalized spirituality in terms of the importance of

noninstitutionalized religious beliefs and practices (Wink and Dillon
2003) in the life of the individual (c-g.. meditation. emphasis on
sacred connectedness with God or nature: blending of diverse reli-
gious and mythical traditions). Because our definition of spiriwaliry
emphasized the person-centered aspeets ol religion, it has conceptual
overlap with measures of nonorganized religion used in previous
rescarch on the depression-health connection {e.2., Strawbridge et ul.
1998). What differentiatcs our operationalization of spirituality, how-
ever, is the added emphasis on nontraditional beliets and practices
characteristic of individuals who in surveys identify as seekers or as
spiritual but not religious (e.g.. Fuller 2001; Roof 1999). Incorporat-
ing personal seeking allows us to compare the bulfering effect of tradi-
tional religiousness with noninstitutionalized religion, a lform that has
gained increased prominence in America (e.2.. Roof 1999; Wuthnow
1998). Yet, as noted by Miller and Thoresen (2003), research on the
religion-health connection lacks studies of spirituality conceptualized
distinet from religiousness.

LONGITUDINAL ANTECEDENTS
OF THE BUFFERING FEFFECT

Most of the research on the buflering effect of religion on depres-
sion has been cross-sectional. It is unclear, therefore, whether the neg-
ative relation between reli gion and depression means that religion per
s¢ 18 a protective factor or whether it is a proxy for other lactors,

It, for example, seriously depressed individuals do not have the
cnergy to attend a place of worship, then a high rate of religious atten-
dance may serve as a proxy for good mental health. thus accounting
for the negative correlation between religion and depression. Simi-
laely, during times of distress. individuals may seek comfort in reli-
gion as a way of dealing with depression in which case religtousness
does not act as a buffer but serves a palliative function following
adversity (Ferraro and Kelley-Moore 2000 Idler 1995), Prospective,
short-term longitudinal studics indicate that religiousness decreased
depression following physical illness (Braam ct al. 1997, Koenig,
George. and Peterson 1998 [dler and Kasl 1992; Pressman et al.
1990), and stress (Hettler and Cohen 1998: Park, Cohen, and Herb
1990). There is, however, an absence of long-term longitudinal data

I S -

Wink ¢t al. / RELIGION AS MODERATOR - 201

on the relation between religion and depression (see Smith et al.
2003).

HYPOTHESES

Using data from the Institute of Human Development (IHD) longi-
tudinal study, we hypothesized that in late adulthood (age _lalc 60s/
mid-70s) religiousness would act as a butter against deprc'ssu?n' ass0-
ciated with poor physical health. We expected that amony lmh\lugiua]s
who were in poor physical health, those who were high in 1'cl?g_}ous-
ness would be less depressed than those who were low in rellg1{>L1§—
ness. We also tested the less well-researched alternative hy.[?(.alhems
that the interaction effect would be due to a significant dmfcrcncc
among individuals who were low in religiousness, with thosc'm poor
physical health being more depressed lhal? those wlhlo were in goc?d
physical health, Becausce of the wcll—cstubhshn.:(l p()snwc‘ relationship
between social support and religiousness (ENison z-md (:.corgc 1994
Koenig, Hays. et al. 1997}, and the negative re]atmilshlps between
social support and depression (George et al. 1989; Goldberger, Van
Natta, and Comstock 1985}, and physical health (B]axcr:ll'lughes, z'u?d
George 1987; Koenig et al, 1988), we controllgd for SUClal‘Sl‘lppUr[ in
our analysis. Because women tend to score higher on 1'011g1()L151?§ss
than men {Levin, Taylor, and Chatters 1994}, and because the bulfer-
ing effect of religiousness on depression may vary by gender (ldles
and Kasl 1992), we also controlled for gender. .

We hypothesized that the pattern of relations among I‘CllglL)USI]C.SS,
depression, and physical health in late a(lulllllootl. (age late 6()5/1111(1-
70s) would hold when religiousness scored in 11114("0 { a_g_c 40s) and
late middle {age 50s/early 60s) adulthood was suhstululeq n the analy-
ses for religiousness scored in late adulthood. In the lm_lgitudmal anz.l_l—
yses we used measures of physical health and wcll_—bcmg (a proxy f.m'
depression) scored in middle adulthood as covm'u"nca'ln' control for
their effect on the long-term buffering cffeet of religiousness on
depression in late adulthood. ‘ o

In the absence ol prior studies, it was uncertain whether splrl.lu.allly
would have the same buffering eftect as religiousness. L‘ikc religious-
ness, spirituality provides an individual with i sense nl‘]-)u.rpose‘ -de
mecaning in life, and. thercfore, may excreise a similar hu[ler_l ng eftect.
However, because the negative relationship between religion and
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depression is stronger in studies that use measures of organized (or
traditional) religiousness {e.g., Strawbridge et al. 1998), spirituality
may not have a buffering effect. We used the same analytic procedures
(o test the bulfering effect of spirituality as those outlined for reli-
giousness, with one exception. Because previous rescarch with this
siaemple found that spirituality gained in prominence from late middle
adulthood (age 50s/early 60s) onward (Wink and Dillon 2002). we
restricted the testing of the Tongitudinal hypothesis to this age interval.

Method

SAMPLE

The data came from the Intergenerational Studies established by
THD at the University of California, Berkeley in the 1920s. The origi-
nal sample was a representative sumple of newborn babies in Berkeley

{California) in [928-1929 (the Berkeley Guidance Study) and of

preadolescents (ages 10 to 12) selected from clementary schools in
Oakland (California) in 1931 and who were born in 1920-1921 (the
Oukland Growth Study). Both samples were combined into a single
study in the 1960s (Eichorn 1981). The participants were studicd
intensively in childhood and adolescence and interviewed in-depth
four times n adulthood: in early adulthood (age 30s: interview con-
ducted in 1958), middie adulthood (age 40s; 1970), late middle wdult-
hood (age 50s/carly 60s; 1982), and late adulthood, when the partici-
pants were in their late 60s or mid-70s (1997 1o 2000). At cach
interview phase, the participants also compieted sell-administered
questionnaires.

Three hundred individuals took part in at lcast one of the three
assessments conducted between early and late middle adulthood. By
late adulthood, 26% of these individuals had died. Of the remainder,
1% had become seriously cognitively impaired, 7% were noncontact-
able, and 5% declined to participate. Of the available participants (nei-
ther dead, noncontactable, nor severely cognitively impaired), 90%
(nn = 184) were mterviewed n late adulthood. Prior analyses indicated
very little bias due (o sample attrition other than a slight tendencey for
lower participation rates among individuals with lower levels ol eduo-
cation {Clausen 1993; Wink and Dillon 2002).
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CHARACTERISTICS OF THE SAMPLE

[n the current sample, 53% are women and 47% are men; 36% were
borm in the carly 1920s, and 64%: were born in the late 1920s. All but 6
of the participants are White, reflecting the racial composition of the
Bay Area in the 1920s when the sample was drawn. Forty-seven per-
cent are college graduates, a figure that is substantially higher than
for same-age Amcericans nationwide, approximately 209% (Smith
2003:3). but slightly more (ypical of educational levels in California
(Stoops 2004:9), including the Alameda County Study {Strawbridge
et al. 1992). In late middle adulthood, 59% of the participants (or their
spouses) were upper-middle-class prolessionals or exceutives, 19%
were lower middle class, and 22% were working class, In late adult-
hood, 71% (85% of men and 55% of women) were living with their
spouse or partner (paralleling same-age national census data: 77% of
men and 33% of women [Smith 2003:3]), and 69% of the sample’s
couple-houscholds had an annual income of more than $40,000—
higher than the comparable figure (49%) for same-age married house-
holds nationwide (Smith 2003:4). The study participants resided pri-
marily in Northern (69%) or Southern (12%) California and the
western or southwestern states (12%).

The majority of the sample (73%) grew up in Protestant families
(simitarly, 68% of Americans born in the 1920s are Protestant): 16%
grew up Catholic. 5% grew up in mixed religious houscholds, and 6%
came [rom nonreligious families, In tate adulthood. 58% of the study
participants were Protestant (and of these, 78% were members of
mainline denominations, primarily Presbyterian, Episcopalian, and
Methodist). 16% were Catholic, 2% werc Jewish, and 24%: were not
church members, Forty-nine percent of the participants self-identified
as Republican. 30% as Democrat, and 21% as independent: this distri-
bution closely approximates political affiliation data for muinline
Protestants in the Pacific region where the respective rates wre 519,
36%, and 18%." Forty-five percent reported weekly church atten-
dance, and 81% said that religion was important in their lives. These
figures closcly parallel national pollts: 52% of Americans in the 65-10-
74 age category attend church weekly, and 90% say that religion is
important in their lives (Gallup and Lindsay 1999:10, 14-15). In sum,
with the exception of race, education, and income, the religious and
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other social characteristics of the sample closely resemble those of
similar-nge Americans.

MEASURES

Religiousness and spirituality. The THD study participants were
asked aboul religion at each assessment. Religiousness and spiritual-
ity were coded separately on S-point scales independently by two rat-
ers using responses to structured open-ended questions on religion
from transcripts of interviews conducted with the participants at cach
time point (see Wink and Dillon 2002 and 2003 for a more detailed
description of the ratings and the rating process). In this study, we
used refigiousness scored from interviews conducted in middle, late
middle, and late adulthood, and spirifiality scored from interviews in
late middle and late adulthood. On Refigiousness, a score of 3 indi-
cated that institutionalized religious belicfs and practices played a
central role in the respondent’s life indicated by belief in God, an
alterlife, and praycr, and/or [requent attendance (e.g., weekly) atatra-
ditional place of worship. A score of 3 indicated that institutionalized
religion had some importance in the individual’s life; there was some
uncertainty about belicf in God or the afterlife, and attendance at a
place of worship tended to be less frequent (c.g., once or twice a
month). A score of | indicated that institutionalized religion played o
part inthe life of the individual as reflected in an explicitly stated lack
of belief in God, the afterlife, or prayer, and the absence ol attendance
at a place of worship.

A dichotomized measure of religiousness that split the sample at
each of the three assessments into those who were high {(score ot 3 or
above on the rating scale: 35% of the sample) or low (a score below 3
on the rating scale; 63%: of the sample) on religiousness was used for
the analyses in this study. In late adulthood, religiousness correlated
highly (] 156] = .86) with the Organized Religious Activities subscale
of Koenig, Parkerson, and Meador’s (1997) Religious Index. The
Kappa index of reliability for the two sets of ratings of religiousness
ranged {rom alow of .66 for late middle to .72 for latc adulthood (all p
values <.001). The average rank orderstability between the ratings of
religiousness (combined across the two raters) lor the three time
periods was 1.

TR gy
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On Spiritualitv. ascore of 5 indicated that noninstitutionalized reli-
gious beliets and practices played a central role in the individual's
life. The person expressed an awareness of sacred connectedness with
God, a Higher Power, or nature, and systematically engaged in inten-
tional spiritual practices (e.g., meditation, Shamanistic journeying,
centering. or contemplative prayer) on a regular basis. A score ol
3 indicated that spirituality had some importance in the life ot the
individual; the individual reported having spiritual experiences and
engaged in spirttual practices occasionally. A score of [ indicated that
the individual had ro interest in spiritual malters.

For this study’s analyscs, we used a dichotomized measure of spiri-
tuality that split the sample at each ol the three assessments into those
who were high (score of 2.5 or above on the rating scale: 24% of the
sample) or low (a score below 2.5 on the rating scale; 76% of the sam-
ple) onspirituality, Tnassigning group membership, we used aslightly
lower cutotf point for spirituality than for religiousness because fewer
individuals in the sample received high scores on spirituality. In late
adulthood, spirttuality correlated moderately (¢ 156] = .34} with the
Nonorganized Religious Activities subscale of Koenig, Parkerson,
et al’s (1997) Religious Index. The Kappa index of reliability for the
two scts of ratings of spirituality was .56 for ratings in late middie
adulthood and .63 for ratings in late adulthood, p < .001. The inter-
correlation between ratings ol spirituality in late middle and late
adulthood was .62.

Physical health. AL each of the assessments, the study participants
were asked several open-cnded questions about their current health
and health history. The health sections of the interview transcripts
were used to rate the participants” health status in middle, late middle,
and late adulthood by three pairs of independent raters. The ratings
were done on a 4-point scale adapted from Belloc, Breslow, and
Hochstim (1971). A score of 4 indicated no physical complaints, a
score of 3 indicated the presence of a minor nendisabling illness (e.g..
minor arthritis, elevaled blood pressure or cholesterol level that was
under control with medication), a score of 2 indicated the presence of
at least one chronic illness that resulted in moderate disability (e.g.,
glaucoma, diabetes, circulatory problems). and a score of 1 indicated
the presence of one or more chronic tlnesses resulling in serious dis-
abtlity and/or threat o hife (c.g., recent cancer or congestive heart
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failure, severe arthritis). In late adulthood, we assigned participants
whose average score was higher than 2 to the good-physical-healih
group (66% of the sumple} and individuals whose scores were 2 or
lower 1o the poor-physical-health group (34% of the sample). Fhe
Kappa index of reliability for the three sets of health ratings ranged
from .67 for late adulthood to .70 in middle adulthood. In late adult-
hood, our 4-point rating of physical health correlated .52 with the self-
report Mcedical Outcomes Study Survey Form (SE-36; Ware 1993).

Depression in late adulthood was measured with the 20-item Cen-
ter for Epidemiologic Studies-Depression Scale (CES-D: Radiolf
1977}, a well-validated self-report measure of depression that has
been used with older populations (Radloff and Teri 1986). Using a
commonly accepted cutoff score of 16 or higher as indicative of minor
depression. 145 of the sample was classified as depressed, a percent-
age comparable with that found in other community-based studies
(c.g., Braam ct al. 2001). The alpha cocfficient of reliability for the
CES-D was .82,

Because the study participants were administered the CES-D only
in late adulthood, we used the California Psychological Tnventory’s
(CPD) Well-Being Scale (Gough and Bradley 2002) as a proxy tor a
sclf-report measure of depression in middle and late middle adult-
hood. Low scorers on the CPI Well-Being Scale are described as alien-
ated. dissatislied, pessimistic, and cxperiencing a significant level of
maladjustment (Groth-Marnat 2004). In late adulthood, the CES-D
and the CPl Well-Being Scale were highly negatively correlated
(/1231 =—55. p <.001).

Social support in late adulthood was measurcd with the Lubben
Social Network Scale (LSNS: Lubben 1988). a 10-item scli-report
scule that assessed the number of family members and friends in the
individual’s social network., frequency of social contact, whether the
person had a confidant, and lived alone or with others. The alpha coel-
ticient of reliability for the LSNS was .63, Gender was measured with
a 1/0 dummy variable (1 = woman, 0 = man).

Resilts

Relations among the studv'y variables in late adulthood. n lale
adulthood. religiousness was unrelated to depression and physical
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TABLE 1
Correlations Among the Study s Variables in Late Adulthood

Variahles

Viriahle ! 2 K} 4 5 4]

L. Religivusness — A 08 =01 25 .ZXi’i
2. Spirituality - 09 06 1 20
3. Depression 2R DL .l.}ﬁ
4. Physical health - 06 .01
3. Social suppert — .01

6. Gender

NOTE: A ranges between 156 and 157,
< 05, % < 01 (two-tailed).

health (see Table 1).> As hypothesized, religiousness corrclated p():si—
tively with social support, and depression correlated negalivcly with
physical health and social support. A positive corrclation belyvccn
religiousness and gender meant that women tended 1o score h1gher
on religiousness than men. Spirituality correlated significuntl.y with
religiousness and gender (more women than men scored high on
spirituality}. .

In addition, we correlated all of the study’s variables with
Hollingshead and Redlich’s (1958} 5-point Social Class Index and
with a aum my /1 variable assessing whether the participant belonged
to the younger (age late 60s) or older cohort (age mid-70s) (data not
shown but available from the authors). Social class and cohort were
unrelated to the study’s variables other than a negative relationship
between age and physical health (/[ 157] = .24, p < .01).

Buffering effect of religiousness in late adulthood. Vo test the buff-
ering hypothesis, we first performed a three-way univariate ANOVA
using data from the assessment in fate adulthood. The CES-D was th.e
dependent variable, and dichotomized ratings of 1'cligiousnc!%sj physi-
cal health, and gender were the three independent factors. Social sup-
port was used as a covariale. The main effects of religiousness. (1.
147) = .35; physical health, F(1, 147) = .34; and gender, F(1. l47)~:
1.60, were not significant but there was a significant relationship
between depression and social support, the covariate, F(I, I47)_ =
4.76. p =.03. n* = .032 (sce Table 2 for means and sLandard-d?\»’m—
tions). There was a signilicant two-way interaction between religious-
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TABLE 2
Descriptive Statistics for Analysis of Variance Testing
the Buffering Effect of Religiousness on the l
Depression Physical Health Connection in Late Adulthood

Reldigionnanesy

Late Fetre Micddie Midedle
Advilthood Addvlthond Addthonod
Plivsical Health i - ) '
i Late Adnfthood il Loy Hioh Loy vk Low
Mcen
Cood
;‘1":7 .49 1.38 1.52 1.38 1.53 136
S0 .22 30 .29 .29 29 25
Poor - h
;_lff .26 1.52 .36 1.47 1.19 1.49
S1) BE 36 b 38 .20 35
Women
Guad
‘41'/1' .42 .30 [RD] | .44 .36 145
5D 3 30 R th ] 2K 3
Poor - i
."L"i' 1.51 [.66 .64 1.5y 141 1.62
YD 39 AR A5 A R A7

NOTE: Formen, s =75.72, and 69 and for women, w =81, 79 and 74 forl

middle aduithoud. respectively. e el ang

ness and physical health, £(1. 147) = 5.48, 7 =039, = .039. The
lwo-wily int'cruclions between gender and physical health, £(1, 147) =
.36, and 1‘el'lg10usncss and gender, F(1. 147) = 3.31. p = .07. and the
lhrceﬁwa_\/. interaction between religiousness, physical health, and
gender, F(1.147) = .68. were not significant,

Asshownin Figure 1, the significant interaction between religious-
ness and physical health in late adulthood was because indi\,-"i:duaiis
wh.o were either low in religiousness and physically healthy or high iﬁ
}'?llgl(?llSI]eSS and in poor physical health scored lowest on deprcszion
I'he highest level of depression was present among individuals wh(;
were im.v inreligiousness and in poor physical health. Follow-up r-1est
comparisons indicated that the only signiticant difference was amone
the two groups low in religiousness. with individuals in poor physicabl
health scoring higher on depression than those who werc physically
healthy, (34, 64) = 2,68, p = 009, T
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1.7 ﬂ
2 167
c
= 15 T e poor physical
s health
E 144 ——— good physical
0 health
F13
% 124
o
e —
a0
1.0

Low [igh

Reliviousness in Late Adulthood

Tigure 1:  Depression as a Function of Physical Health and Religiousness in Late
Adulthoeod

Buffering effect of religiousness: Longitudinal findings. Can the
moderating effect of religiousness on the depression—physical health
connection in late adulthood be predicted lTongitudinally”? We
addressed this question by replicating the three-way univariate
ANOVA deseribed above using the same sct of variables with two
exceptions. In the first longitudinal model, we replaced religiousness
in late adulthood (age late 60s/mid-70s) with religiousness in late
middie adulthood (age S0s/early 60s) as one of the three independent
factors. In this analysis, we used physical health in late middle adult-
hood as a covariate (we did not have a measure of social support in
late middle adulthood to use as an additional covariate). In the second
longitudinal model, we used religiousness and physical health insnid-
die adulthood (age 40s) as an independent factor and covariate.
respectively.

In the three-way ANOVA using religiousness in late middle adult-
hood (age S0s/early 60s) as an independent variable. we found no sig-
nificant main cffects or interactions (see Table 2 for means and stan-
dard deviations). This means that religiousness in late middle
adulthood did not have the same moderating etfect on the depression-
physical health connection in late adulthood as religiousness i Jatc
adulthood (age late 60s/mid-70s; see Figure 2).
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1.77]
é 1.67]
é T et TR DR B poor physical
5 health
ERE ——— ygood physical
= health
g 134
5
i
Pl
2 1.2
[=N
2
.17
1073

Low ITigh

Religionsness in Late Middle Adulthoud

Figure 2:  Depression as a Function of Physical Health in Late Adulthood and Religious-
ness ia Late Middle Adulthood

In the three-way univariatc ANOVA using religiousness in middle
adulthood {age 40s), there were no significant main effects of reli-
giousness, F(1, 134) =2.59; physical health, £(1, 134) = .00; and gen-
der, £(1, 134) = .46, on depression in late adulthood {see Table 2 for
means and standard deviations). The effect of physical health in mid-
dle adulthood (the covariate) was also not significant. The only signif-
icant interaction was between religiousness and physical health, £(1,
134)=4.01, p< .05, 1" = 035 (see Figure 3). A follow-up -test analy-
sis for independent samples indicated that the interaction effect
occurred because among individuals low in religiousness, those who
were in poor physical health scored significantly higher on depression
than those who were in good physical health, #(59, 38) = 2.14, p =
035, The difference between individuals who were in poor physical
health and low in religiousness and those who were in poor physical
health and high in religiousness was significant al a trend level, 138,
1)y =181, p=.077.

We next ran an additional three-way ANOVA using the same set of
variables as in the previous analysis but also including the CPT Well-
Being Scale (a proxy for depression) in middle adulthood as an ad-
ditional covariate. 1n this reduced sample (not all participants com-
pleted the CPI in middlc adulthood). we found a significant elfect of
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Figure 3:  Depression as a Function of Physical Health in Late Adulthood and Religious-
ness in Middle Adulthood

well-being in middle adulthood on depression in late adulthood, F(1.
117)=37.76. p < .001, n° = .23, but this did not affect the significant
interaction between religiousness and physical health, F(L 117) =
443, p = 037, n® = .039 {data not shown but arc available from the
authors).

Buffering effect of spiritualitv. We used the same procedure out-
lined above to test for the buffering effect ol spirituality on the
depression—physical health connection. We first ran a three-way
univartate ANOVA with the CES-D in late adulthood as the dependent
variable, spirituality and physical health in late adulthood and gender
as the independent factors, and social support as acovariate (see Table
3 for means and standard deviations). We found a marginally signifi-
cant main cffeet of spirituality on depression, F(1, 147) = 334, p =
07, meaning that highly spiritual individuals (irrespective ol their
physical health status) tended to be less depressed than individuals
who scored low on spirituality. "There were no other significant main
eflects or interactions including the two-way spirituality-by-health
interaction, /{1, 147y= 32, p= .57, and the three-way spirituality-by-
health-by-genderinteraction, F(1, 147) = 22, p= .64, The effect of the
covariate (social support) was significant, F(1, 147)=4.12, p = .044,
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TABLE 3
Deseriptive Statistics for Analyses of Variance Testing
the Butfering Effect of Spiritnality on the
Depression—Physical Health Connection in Late Adualthood

Spirvitiedlity

Late Fate Middie
Adulthood Adwlthood
Physicad Health in Late Adulthood fligh  Lew High  Low
Men
Good
M 1.39 1.41 1,42 1.40
S 32 2% 39 28
Poor
,".l'I 1.38 .46 1.40 145
RYM A6 A2 05 31
Woinen
Good
M 1.34 144 1.32 1.43
5D 29 30 20 31
Poor
M 1.43 1.70 1.68 1.59
S 32 AR 38 A6

NQTE: Formen n=75,72 and 69, and lor women, i2.= 81. 79, and 74. for late, late middie, and
middle adulthood, respectively.

N’ =.027. We next repeated the procedure replacing spirituality in late
adulthood with spirituality in late middle adulthood and using physi-
calhealth in late middle adulthood as a covariate. We found no signifi-
cant main effects or interactions (see Tuble 3 for descriptive statistics).

Discussion

This study used a representative community-based sample of men
and women born in the San IFrancisco Bay Areain the 1920s o investi-
gate the retations between religiousness. spirituality. depression, and
physical health. The main results were (1) evidence ol a concurrent
and long-term buttering effect of religiousness on depression as a
tunction of physical health in fate adulthood and (2) the presence of a
differential effect ol religiousness and spirituality on the depression—
physical health connection.
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In this relatively healthy sample of older adults we did not find evi-
dence of a direet relationship between religiousness and depression:
Individuals high in religiousness did not score lower on depression
than individuals fow in religiousness. This was the case primarily
because participants who were in good physical health did not appear
to need religion 1o maintain a positive view of the self. However, when
physical health status was considered. (1) in the low-religiousness
group, individuals who were in poor physical health scored signifi-
cantly higher on depression than individuals who were in good physi-
cal health, and (2) in the high-religiousness group, physical health sta-
tus did not have a significant effect on depression. The “buffering
ctfeet” hypothesis was thus supported because the highest levels of
depression were obscrved in the low-religiousness/poor-physical-
health group. The fact that we did not find a direct relationship
between religiousness and depression supports the view of religion as
a particularly valuable resource in times of stress or disequilibrium
(McCullough and Smith 2003; Pargament 1997). Previous research
with this sample indicated a direct positive relationship between reli-
giousness and several arcas of positive psychosocial functioning
including involvement in interpersonal and community activitics and
generativity (Dillon, Wink, and Fay 2003; Wink and Dillon 2003).
These behavior domains dilfer, however, from the affective states
measured by life satistaction (Wink and Dillon 2001) and depression,
where religiousness acts as a butfer against the loss of a sense of well-
being but not a deterrent.

The bullering cffect of religiousness on depression was present
after controlling Tor social support, meaning that although individuals
high in religiousness tended to have closer emotional ties with family
and friends, this did not explain why religiousness bultered against
depression. This finding fits with other research indicating that social
support obtained from nonreligious {sccular) sources is not a mediator
of the religion-depression connection (e.g., Lllison et al. 1997,
Musick et al. 1998),

Our finding that the bulfering effect ol religiousness in late adult-
hood could be predicted longitudinally from middle adulthood has
important implications for the ongoing inquiry into the mechanisms
explaining why religiousness buflers against stress or adversity. Tt
makes it unlikely that the butfering effect of religiousness on depres-
sion in late adulthood was due to the presence of short-lerm selection
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effects (see George, Ellison, and Larson 2002). Both the length of the
bulfering effect (close to 30 years) and its presence even after control-
ling for physicai health and well-being in middle aduithood make it
unlikely that religiousness was merely a proxy for good mental health
or was the consequence of a dritt toward religiousness following
adversity. The fact that religiousness in both middle and late adult-
hood had the same buffering effect on depression in late adulthood is
most likety due to the high rank order stability of religiousness evi-
dent in our sample from middle adulthood (as noted in the Method
section). A high correlation between religiousness in middle and
latc adulthood—especially when corrected for unreliability of
measurement—rmeant that very few individuals in our study experi-
cnced major changes in religious involvement that altered their rela-
tive religiousness vis-ia-vis their peers.

The predictive power of religiousness from middle adulthood
onward—if substantiated by data [rom other long-term longitudinal
studies—has two important implications. First, it suggests that the
concurrent effects of religtousness on many domains of psychosocial
functioning in late adulthood can be predicted equally well from reli-
glousness from earlier periods in the life course {e.g., Wink and Dillon
2003). Second, it conlirms findings from short-term longitudinal
studies {¢.g., Goldman, Korenman, and Weinstein 1993; Idler and
Kasl 1997) that negative stressors associated with aging (e.g., disabil-
ity, poor physical health) do not have a significant detrimental eilect
on religious involvement (e.g.. George ct al. 2002). Because of the
high rank order stability of religiousness, this study is unable to con-
firm or disconfirm whether investment in religious capital (¢.g.,
lannaccone 1990) earlier in the adult life cycle might butfer individu-
als against later adversity even if they had declined in religiousness
subscquently.

In view of the high intercorrelation among scores on religiousness
trom middle adulthood onward, it is puzzIling that the buftering ctfect
of religiousness on depression in late adulthood (age late 60s/mid-
70s) could be predicted using religiousness scored in middle (age 40s)
but not late middle (age 50s/carly 60s) aduithood. Typically. in longi-
tudinal research, the strength of the relationship between a predictor
and an outcome variable increases as an inverse function of time (the
shorter the interval, the stronger the observed relationship). In this
study, the opposite was true. A possible explanation for this anomaly
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is that the aggregate mean level of religiousness among the IHD par-
ticipants was at its lowest in late middle adulthood, a time in the l‘ifc
course coinciding with the freedom of the empty nest, and socio-
historically, a time (1982) when the broader resurgence of American
interest in religion in the 1980s had not fully taken hold. ltis possible
that the aggregate decrease in religiousness in the sample resulted in
subtle changes in the composition of the high- and low-religiousness
groups that in turn attenuated the buffering effcct evident in m?ddlc
(age 40s) and late (age late 60s/mid-70s) adulthood when refigious-
ness was more salient in the participants’ lives.

Unlike religiousness, spirituality did not have a significant butter-
ing effect on depression associated with poor physical health. There
are several possible explanations for this finding. From a methodo-
logical standpoint, it could be argued that our operationalization Qf
spirituality—although reliuble—lacked validity. This cxplanatipr} is
unlikely, however. because in previous research, we found that spiritu-
ality was related to several aspects ol positive psychosocial funclio_n—
ing in late adulthood including involvement in creative activities, wis-
dom, and deriving well-being [rom personal growth (Wink and Dillon
2003). Another possibility is that spirituality’s buffering effect was
attenuated by the relatively small number of spiritual individuals in
the study that resulted in a somewhat less stringent critc_riongcm‘ﬂ—
pared o religiousness—for membership in the high—spiri.luallty
group. Contrary to this explanation, however, the spirituality-by-
health and the spirituality-by-health-by-gender interaction effects
were neither significant nor approached significance even at a trend

level.

Sociologically, it could be argued that religiousness, unlike spiritu-
ality, provides individuuls with a stronger and more historically
srounded sense of group identity and values (Braam et al. 2001) ;1nd/
or support from other church members (Ellison and Levin 1998)—
characteristics that are particularly conducive to the preservation of
positive affect during stresslul times. Although we controlled f:c)r
social support obtained from family and (riends, we did not have a dis-
crete measure of religious support, found by Ellison et al. (1997) to
mediate the relation between religion and psychological distress.
Thus, we cannot rule out the possibility that the spiritual individuals in
our s.Ludy received less religion-based identity aflirmation than the
highly religious individuals. Spirituality, morcover, may provide a
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more diffuse sacred canopy (Berger 1967) than that provided by tradi-
tional forms of religion, thus making it more difficult for spiritual
individuals (o find meaning in adversity

An alternative explanation is that because ol its association with
creativity and personal growth, spirituality is more conducive than
religiousness to psychological openncss 10 negative affect resulting
from personal adversity. Consequently, a narrow focus on depression
may not provide a broad enough outcome measure for testing the ben-
eficial effect of spirituality in response to adversity. In support of this
hypothesis, there is evidence that spirituality has a buffering effect on
personal mastery associated with poor physical health among this
sample’s women participants (Wink, Dillon, and Prettyman 2004).

In conclusion, itis important to acknowledge the limitations of this
study. The IHD sample conststs of a relatively small number of men
and women who, although representative of San Francisco’s East Bay
population in the 1920s, is predominantly White and from Protestant
backgrounds. Although as indicated, the religious and other social
characteristics of the sample closely approximated national trends
(with the exception of race, education, and income), it is important for
our results Lo be replicated using data from other long-term longitudi-
nil studies and with samples that have greater age, racial, geographic,
and religious diversity. Nonetheless, our findings add new informa-
tion to ongoing efforts to understand the mechanisms underlying the
salutary effect of religion on coping with personal adversity.

NOTES

EThese percentages are derived from survey data collected by the Bliss Dnstituie at the Uni-
versity of Akron (1992 (0 20007 wnd available (o the second author as part of the Religion by
Region project sponsored by the Leonard E. Greenberg Center or the Study of Religion in I’ubij;'
Lafe, Trinity College, Hartford. Connecticut. i

2. The drop in the number of participants in the correlational and all subsequent analyses
I“mm T84 10 157 iy because not everyone who was interviewed comipleted the self-report ques-
tonmaire thatincluded the Center for Epidemiologic Studies-Depression Scile (CES-DY. A ¢ Lesl
comparison of the participants who conpleted the questionnaire and those who did not revealed
no differences between the two groups in cither religiousness or spirituality, £24, 157y= - .18
and =1 87, respectively.
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