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Although past research has long documented religion’s salutary impact on adult health-related behaviors
and outcomes, relatively little research has examined the relationship between religion and adolescent health.
This study uses large, nationally representative samples of high school seniors to examine the relationship
between religion and behavioral predictors of adolescent morbidity and mortality. Relative to their peers,

- religious youth are less likely to engage in behaviors that compromise their health (e.g., carrying weapons, getting
into fights, drinking and driving) and are more likely to behave in ways that enhance their health (e.g., proper
nutrition, exercise, and rest). Multivariate analyses suggest that these relationships persist even after controlling
for demographic factors, and trend analyses reveal that they have existed overtime. Particularly important is the
finding that religious seniors have been relatively unaffected by past and recent increases in marijuana use.

Historically, infectious diseases were the leading causes of sickness and death among
Americans; today, however, Americans’ morbidity and mortality result largely from
social, environmental, and behavioral causes.' Recognizing the shift from biomedical to
psychosocial causes of sickness and death, researchers have increasingly sought to iden-
tify psychosocial factors that protect health. In their search, researchers have discovered
that religion, in its social, environmental, and behavioral forms, appears to have a salutary
impact on health.” In fact, systematic reviews of the research literature reveal more than
300 studies that document a positive association between religion and physical
- health—effects that have been found over time and across sociodemographic groups
(e.g., gender, race/ethnicity, social class).*’

Adolescents are an important sociodemographic group that is surprisingly absent from
the growing body of research on the relationship between religion and health.® Indicative
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of the paucity of research on religion and adolescent health is the fact that one of the larg-
est and perhaps most important summaries of research on adolescent health to date—the
U.S. Congress’ 726-page report, Adolescent Health’—included only two references to
religion. The first simply mentioned the importance of churches and synagogues as
places to offer activities to adolescents, and the second noted that there is a negative rela-
tionship between “religiousness” and initiation into sexual activity. Similarly, the
recently published Handbook of Adolescent Health Risk Behavior® includes only two ref-
erences to religion: The first indicates that religion may be protective against black and
Hispanic youth suicide, and the second notes that the Catholic Church sponsors the larg-
est agencies serving homeless youth.?

Although some researchers™' have identified “lack of religiosity” or “low religious-
ness” as a risk factor for a number of different problem behaviors, religion measures are
not routinely included in research, and research that explicitly examines religion and
health among young people is relatively rare.® Where this research does exist, it typically
conceptualizes religion as a “social control” against so-called delinquent or deviant
behavior, with relatively little attention given to the potential health preventive,'! promo-
tive, or enhancing aspects of religion identified in the adult literature.'”'* Often, when
religion measures are included in research, their relationship to health-related outcomes
is ignored or minimized. For example, a widely cited review of risk and protective factors
for adolescent drug abuse “hides” religion under the subheading of “alienation and rebel-
lion,” noting that alienation, low religiosity, and rebelliousness relate positively to drug
use and delinquency.’

The explanation for researchers’ apparent lack of interest in the relationship between
religion and adolescent health issues, beyond delinquency, is unclear. Whatever the
explanation, however, the lack of research on religion and adolescent health is surprising
given (1) a large and growing body of research on the relationship between religion and
health among adults and (2) empirical evidence that many causes of adult sickness and
death directly result from behavior patterns initiated during adolescence.!

The current research seeks to extend the scientific knowledge base on the relationship
between religion and adolescent health. Toward this end, this article first reviews key risk
factors for adolescent morbidity and mortality. It then discusses the epidemiology of
religion among American youth, describes the conceptual framework that guides the
investigation, and examines empirically the relationship between religion and a range of
health behaviors that can both compromise and enhance adolescent health.

BEHAVIORAL CAUSES OF ADOLESCENT
MORBIDITY AND MORTALITY

Like adults, the primary threats to adolescent health are no longer biomedical in ori-
gin; their source is social, environmental, and behavioral. These so-called social morbidi-
ties can be grouped into six general categories: behaviors that result in unintentional and
intentional injury, alcohol and other drug use, sexual activity, tobacco use, dietary pat-
terns, and physical inactivity.""* Injury is the number one cause of death among American
youth and a significant cause of adglescent morbidity. Unintentional injuries account for
more than 60% of all injury deaths among American teenagers.'® Leading causes of unin-
tentional injury include motor vehicle accidents, drowning, firearms, poisons, and fires."”
Nationally, 78% of unintentional injuries among young people are attributable to motor
vehicle accidents.' Behaviors that increase an adolescent’s risk for automobile injury and
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death include failure to use seat belts, driving a car under the influence of alcohol or other
drugs, orriding in a car when the driver has been drinking or using other drugs. According
to the Center for Disease Control and Prevention’s 1995 Youth Risk Behavior Surveil-
lance Survey (YRBSS)," 22% of American young people rarely or never use seat belts,
and 39% indicate that, within the past month, they had ridden with someone who had been
drinking alcohol."

Intentional injuries—specifically homicide and suicide—are the second and third
leading causes of death among adolescents, respectively.!” Firearms account for the
majority of homicide and suicide deaths. In 1990, for example, there were more than.
9,400 firearm deaths among youth in America; 60% were homicides, 33% were suicides,
5% were unintentional injuries, and 1% were undetermined.'” In 1991, there were more
than 4,700 suicides among American youth."” Key behavioral risk factors for intentional
injury mortality include carrying firearms and other weapons, fighting, and attempting
suicide. According to the YRBSS, 20% of youth had carried a weapon during the past
month, 39% had been in a physical fight during the past year, and 9% had attempted sui-
cide within the past year.

Tobacco use is America’s greatest preventable cause of morbidity and mortality. In
fact, each of the three leading causes of death among adults—heart disease, cancer, and
stroke—are related to tobacco use, a behavior that 82% of adult daily smokers initiated
before they were age 18." Nationally, 71% of youth report that they have ever smoked
cigarettes, 35% indicate that they have smoked cigarettes during the past month, 16% say
that they smoked cigarettes on 20 or more days during the past month, and 11% used
smokeless tobacco during the past month.' )

Alcohol and other drug use are also important health behaviors that are related to adult
and adolescent sickness and death. Among adults, alcohol and illicit drugs are responsi-
ble for approximately 120,000 lives each year.! As noted above, alcohol and other
drug use are key predictors of the leading cause of adolescent mortality—motor vehi-
cle injuries—as well as other injuries and illnesses. Nationally, adolescent use of alcohol
is widespread, and there is evidence that the use of illicit drugs, particularly marijuana, is
on the rise.”® Data from the YRBSS indicate that half (52%) of American adolescents
drank during the past month, a third (33%) participated in episodic heavy drinking during
the past month, a quarter (25%) used marijuana during the past month, 2% ever injected
illegal drugs, and 20% ever inhaled intoxicating substances. '’

Precocious adolescent sexual activity potentially has serious implications for adoles-
cent and adult health. The health consequences of adolescent sexual involvement include
increased risk for pregnancy, sexually transmitted diseases (including HIV), and other
maladies such as cancers of the cervix and uterus."* Among high school students, 53%
report ever having had sexual intercourse, 18% report having had four or more sexual
partners, and 38% report having sexual intercourse during the past 3 months.'* Among
adolescents who are sexually active, the percentages not using a condom (46%) and not
using birth control pills (83%) during their most recent intercourse experience are high.'*

Dietary and physical activity patterns developed during adolescence often persist into
adulthood and, in turn, significantly affect adult mortality and morbidity. In fact, second
only to tobacco use, diet and physical activity patterns are the leading cause of death
among adults, accounting for an estimated 300,000 deaths annually. Regarding dietary
behaviors among youth, 72% of high school students in the YRBSS ate less than the rec-
ommended five servings of fruits and vegetables the day before the survey, 39% ate more
than two servings of high-fat food, 28% thought they were overweight, and 41% were
attempting to lose weight."” In addition to having relatively poor diets, the level of physi-
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cal activity among American youth is also relatively low. For example, more than one-
third (36%) participated in vigorous physical activity less than 3 days in the past week,
79% participated less than 5 days in the past week, 40% were not enrolled in physical edu-
cation classes, and 75% did not attend physical education class daily."

In sum, adolescent health behaviors are key predictors of adolescent and adult mortal-
ity and morbidity. Nationally, many young people engage in behaviors that can compro-
mise their physical well-being and that may, in the long run, prove deleterious for their
health as adults. The example of tobacco use provides a simple, yet lucid, example of this
point. The 434,000 deaths, S5 million years of potential life loss, and $68 billion in health
care costs annually attributable to tobacco result largely from American adults who began
smoking as adolescents."'**

In light of pastresearch findings suggesting that religion positively affects adult health
through its impact on health behaviors, research on religion and adolescent health behav-
iors, like tobacco use, is an area ripe for rigorous empirical research. Before turning to this
task, however, we first review the epidemiology of religion among American youth.

THE EPIDEMIOLOGY OF RELIGION
AMONG AMERICAN YOUTH

How widespread are religious beliefs and behaviors among American youth? Is
religion important to them? Generally, American youth exhibit high levels of pro-
religious beliefs, attitudes, and behaviors.? For example, 95% of American teens aged 13
to 17 believe in God (or a universal spirit), 76% believe that God observes their actions
and rewards or punishes them, 93% believe that God loves them, 91% believe in heaven,
76% believe in hell, and 86% believe that Jesus Christ is God or the Son of God. Eighty
percent of American teenagers say that religion is at least fairly important to them, and
40% report that they very much try to follow the teaching of their religion. Ninety-three
percent report being affiliated with a religious group or denomination (59% Protes-
tant, 30% Catholic, 1% some other Christian denomination, 2% Jewish, 1% some other
affiliation).?

In addition to reporting relatively high levels of religious belief and affiliation, signifi-
cant portions of the American youth population indicate that they regularly engage in
religious practices. For example, 42% of teenagers report that they frequently pray alone,
48% report that they have attended church or synagogue within the past 7 days, and 36%
report that they read the Bible weekly or more. Forty-one percent of American teens
report that they are currently involved in Sunday School, 36% report being involved with
a church youth group, 23% are involved with church-sponsored activities to help the less
fortunate, and 18% are involved in a church choir or music group.”

The sociodemographic distribution of religion reveals that (1) in general, adolescents’
age does not appear to be strongly related to the importance that they ascribe to religion or
to the likelihood that they are not affiliated with a religious denomination—age, however,
does relate to attendance at religious services, with older adolescents attending less fre-
quently than younger adolescents; (2) on average, females are slightly more religious
than are males, as measured by the importance, attendance, and affiliation variables; (3)
relative to white and Hispanic youth, black youth are more religious across all three
religion indicators; (4) although adolescents from single- and two-parent families are
equally likely to report that religion is very important to them, those in two-parent fami-
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lies attend religious services more often and are less likely to report that they are not relig-
iously affiliated; (5) socioeconomic status is not strongly related to the importance that
adolescents place on religion, but students with highly educated parents attend church
more often and are less likely to say that they have no religious affiliation; (6) adolescents
who live in nonurban areas report greater importance of religion and more frequent atten-
dance atreligious services than do adolescents from medium-size and large cities; and (7)
relative to adolescents in other regions of the country, Southern youth attend church more
often, are more likely to say that religion is very important to them, and are least likely to
say that they do not belong to a religious group. %132

Having established the behavioral risk factors that increase adolescent morbidity and
mortality and having discussed the epidemiology of religion among American youth as a
potential protective influence against these risk factors, we turn to the conceptual frame-
work that guides the core empirical analysis of this research.

A CONCEPTUAL FRAMEWORK ON RELIGION
AND ADOLESCENT HEALTH

The conceptual framework that guides this research derives from Wallace and William’s
socialization influence model.®* The model postulates that health-compromising and
health-enhancing behaviors, and ultimately health outcomes, are the result of a dynamic
socialization process that begins in childhood, extends through adolescence, and ulti-
mately influences adult behavior, including behavior that affects morbidity and mortality.
The model identifies the family as the adolescent’s first and primary source of socializa-
tion into the norms and values of the larger society. The model hypothesizes that religion,
a multidimensional construct that includes organizational (e.g., affiliation), behavioral
(e.g., attendance), and attitudinal (e.g., importance) components, operates as a key secon-
dary socialization influence that is integral to parents’ belief systems and that assists them
as they seek to inculcate their beliefs, values, and desired lifestyle patterns into their chil-
dren. The model suggests that the variables typically used to measure adolescent religios-
ity—particularly denominational affiliation and religious attendance—are often, at least in
part, under the control of parents and reflect to a large extent the types of doctrinal beliefs,
information, education, and interpersonal influences to which parents want their children
exposed. .

The model hypothesizes that the impact of religion on adolescent morbidity and mor-
tality is primarily indirect through a number of different mechanisms, or pathways. For
example, religion can act as a source of social support, social control, individual and
group identity, values, and, perhaps most important, as a key influence on health-related
behaviors, which in turn relate to adolescent health outcomes and, ultimately, adult mor-
bidity and mortality.

The hypothesized link between religion, health behaviors, and health outcomes results
not simply through religion’s constraining function, or what it proscribes, but also
through what it encourages or prescribes. As noted by Northcutt and Jarvis,?

Religious prescriptions for healthy behavior might include encouragement to eat healthy,
nutritious foods; the promotion of proper rest, exercise, and knowledge about bodily func-
tions. On the other hand, proscriptions of unhealthy behaviors might include prohibitions
against the use of tobacco, alcohol, and/or other harmful drugs, and the discouragement of
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immoderate activities such as promiscuous sex. Further, a religion which believes in the
sanctity of the body may lead its members to avoid activities which have a high probability of
injuring the body. (p. 813)

Because research on the relationship between religion and adolescent sickness and
death is limited, empirical tests of the relationships hypothesized above are few. Never-
theless, two important health behaviors that have received some attention in past
research—adolescent sexual involvement and drug use—lend support to the model’s
basic tenets that religion has a significant impact on adolescent health behavior in a fash-
ion consistent with reducing adolescent and adult morbidity and mortality.

For example, research on religion and adolescent sex suggests that highly religious
adolescents initiate sexual activity later, have fewer sexual partners, and engage in sex
less often than their less religious peers.”**® Accordingly, they are at less risk of experi-
encing the negative physical health problems associated with early sexual involvement.
Similarly, research on adolescent drug use suggests that there is a moderate, yet signifi-
cant, inverse relationship between religiosity and drug use. Young people who frequently
attend religious services, who report that religion is important to them, and who are affili-
ated with religious denominations that explicitly prohibit drug use, on average, are less
likely to be involved with drugs than are their less religiously engaged counter
parts, 51213243136 Regearch on national trends in drug use suggests that religion may act not
only as an individual-level phenomenon but also as a group-level protective factor against
drug use.” Based on their finding of significantly lower prevalences and minimal varia-
tion in drug use patterns among highly religious youth, relative to less religious youth,
Bachman and Wallace observed that “America’s drug epidemic occurred primarily
among those not inoculated by religion” and that “highly religious youth were rela-
tively immune to the plague which infected a significant portion of the nation’s youth”
(pp- 9-10).

In sum, the conceptual framework that guides this research posits that religion is an
important secondary socialization influence that potentially affects adolescent morbidity
and mortality through a variety of pathways, the most important of which is through its
impact on adolescent health behaviors. To date, research relevant to this hypothesis has
focused narrowly on selected behaviors, the most relevant for adolescent health being
adolescents’ precocious involvement in sex and their use of drugs.3¢*” This article seeks to
further test this hypothesis through the examination of a broader range of health behaviors
than has been investigated before. Specifically, we use large, nationally representative
samples of high school seniors to examine patterns and trends in the relationship between
multiple religion measures and behaviors that can compromise adolescents’ health (e.g.,
interpersonal violence, driving while drinking, drug use) and behaviors that can enhance
their health (e.g., seat belt use, proper nutrition, exercise).

METHOD
Sample

Data for this sample are drawn from the University of Michigan’s Monitoring the
Future (MTF) project. The design and methods of the study are summarized briefly
below; a more detailed description is available elsewhere.”*® Each year, a three-stage
national probability sample is drawn from the 48 coterminous states, and questionnaires
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are administered in approximately 135 high schools.” First, particular geographic
regions are selected; next, schools are selected; and finally, students are selected from
within each school. This procedure has yielded nationally representative samples of
15,000 to 19,000 high school seniors annually since 1975. Sample weights are assigned
to each respondent to take into account school sample sizes, as well as variations in selec-
tion probabilities that occurred at earlier stages of the sampling procedures.

Students complete self-administered, machine-readable questionnaires during a nor-
mal class period. Overall questionnaire response rates average about 84%. Absence on
the day of data collection is the primary reason that students are missed; it is estimated
that less than 1% of students refuse to complete the questionnaire. Six different question-
naire forms are used each year, each administered to a random one-sixth of the sample
(prior to 1989, the MTF used only five forms). Items concerning substance use and socio-
demographic measures appear in all forms. However, other items of interest in this study,
such as unintentional and intentional injuries and lifestyle behavior items, appear in only
one form; accordingly, analyses presented here are based on a random one-sixth of the
total sample. Analyses of secular trends are based on data from 1976 to 1996. To ensure
an adequate number of respondents, we combine data from 1995 and 1996, resulting in a
sample of approximately 5,000 students. Given a sample of this size, there is the increased
likelihood of findings that achieve statistical significance in the absence of being substan-
tively significant. To reduce this likelihood, we generally highlight only those findings
that exceed conventional standards for statistical significance (i.e., p <.01).

Measures
Independent Variables

Religion, properly understood, is a multidimensional construct.>*>* In this study, we
consider its attitudinal, behavioral, and organizational dimensions. These dimensions are
operationalized using measures of religious importance, attendance, and denominational
affiliation, respectively. The specific wording of the religion measures and their associ-
ated response categories are as follows. Religious importance was measured with a single
item: How important is religion in your life? Possible responses ranged from not impor-
tant (1) to very important (4). Religious attendance was also measured with a single item:
How often do you attend religious services? Possible responses ranged from never (1) to
about once a week or more (4). Denominational affiliation is measured by the following
question: What is your religious preference? Guided by the classification schemes of past
research,**® respondents’ denominational affiliation was coded into a four-category
religious conservatism measure ranging from no affiliation (1) to conservative (4). The
classification scheme of the affiliation measure is as follows: 1 = none, 2 = liberal (i.e.,
Episcopal, Presbyterian, United Church of Christ, Unitarian, Roman Catholic, Jewish),
3 =moderate (i.e., Disciples of Christ, Lutheran, Methodist, Eastern Orthodox), and
4 = conservative (i.e., Baptist, Churches of Christ, Other Protestant, Other Religion,
Latter Day Saints, Muslim/Moslem, Buddhist). The correlations between the religion
measures are moderate to strong (see the appendix; r = .60 between attendance and
importance, r =.32 between attendance and religious conservatism, and r = .41 between
importance and conservatism).

Table 1 displays the univariate distributions of the religion measures. The dataindicate
that approximately half of America’s high school seniors are at least somewhat religious,
and a third of them can be thought of as being highly religious, with 32% reporting that
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Table 1. Levels of Religiosity Among American Youth, 1995-1996 Data Combined

%

Religious importance (n = 4,959)

Not important 14.4

A little important 25.0

Pretty important . 28.5

Very important 321
Religious attendance (n = 4,948)

Never '13.6

Rarely 36.3

Once or twice a month 17.0

About once a week 33.1
Religious affiliation (n = 4,892)

None 15.9

Liberal 31.7

Moderate 114

Conservative 41.0

religion is very important and 33% indicating that they attend religious services at least
once a week. Regarding denominational affiliation, a substantial minority of seniors
belong to conservative denominations (41%), approximately 1 in 10 (11%) belong to
moderate denominations, slightly less than a third belong to liberal denominations
(32%), and approximately 16% claim no religious affiliation.

Dependent Variables

The 11 specific health behaviors investigated here are grouped into three broad catego-
ries: unintentional and intentional injuries, substance use, and lifestyle behaviors. Table 2
presents the descriptive characteristics of the outcome measures. The specific wording of
these measures is presented below.

Unintentional and Intentional Injury. We examined five measures of unintentional and
intentional injury: (1) carrying a weapon (i.e., gun, knife, or club) to school, (2) engaging
in interpersonal violence, (3) seat belt use, (4) drinking while driving, and (5) riding while
drinking. Carrying a weapon was measured by a single item: During the past 4 weeks, on
how many days (if any) were you carrying a weapon such as a gun, knife, or club to
school? Possible responses ranged from none (1) to 10 or more times (6). Interpersonal
violence was averaged by responses to three items concerning frequency of aggression
toward others in the past 12 months (& = .77): During the past 12 months, how often have
you gotten into a serious fight in school or at work, taken part in a fight where a group of
your friends were against another group, or hurt someone badly enough to need bandages
or a doctor? Possible responses ranged from not at all (1) to five or more times (5). Re-
spondents had to have at least two nonmissing responses to receive a valid index score.
Frequency of seat belt use was measured by two items (r = .87): When you drive a car,
how often do you wear a seat belt, and when you are riding in the front passenger seat of a
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Table 2. Means, Ranges, and Standard Deviations of Health Behavior Measures

Dependent Variable Range M SD n
Unintentional and intentional injury
Weapon (1-6) 1.22 95 4,800
Interpersonal violence (1-5) 1.29 .64 5,058
Drive while drinking (1-6) 1.23 .69 4,156
Ride while drinking (1-6) 1.36 .85 4,170
Seat belt use (1-5) 3.97 1.34 4,052
Substance use
30-day cigarette 1-7) 1.75 1.29 5,001
Binge drinking (1-6) 1.69 1.22 4,781
Annual marijuana a-7n 2.14 1.95 4,931
Lifestyle behaviors
Dietary (1-6) 3.81 1.21 4,228
Exercise (1-6) 3.72 1.17 4,192
Sleep : (1-6) 3.77 1.45 4,200

car, how often do you wear a seat belt? Possible responses ranged from none (1) to always
(5). Driving while drinking was measured by two items (r =.76): During the past 2 weeks,
how many times (if any) have you driven a car, truck, or motorcycle after drinking alcohol
and after having five or more drinks in arow? Possible responses ranged from none (1) to
10 or more times (6). Riding while drinking was measured by two items (r=.78): During
the past 2 weeks, how many times (if any) have you been a passenger in a car when the
driver had been drinking and when you thought the driver had had five or more drinks?
Possible responses ranged from none (1) to 10 or more times (6).

Substance Use. We used three single-item indicators of substance use: (1) current (i.e.,
past month) cigarette use, (2) binge drinking (i.e., five or more drinks in a row in the past 2
weeks), and (3) annual marijuana use. Current cigarette use was measured by the follow-
ing item: How frequently have you smoked cigarettes during the past 30 days? Possible
responses ranged from not at all (1) to two packs or more per day (7). Binge drinking was
measured by the following question: In the past 2 weeks, how many times have you had
five or more drinks in arow? Possible responses ranged from none (1) to 10 or more times
(6). Annual marijuana use was measured by the following item: On how many occasions
(if any) have you used marijuana during the past 12 months? Possible responses ranged
from none (1) to 40 or more times (7). These are standard self-report measures of sub-
stance use, and prior research supports their validity.>"2

Lifestyle Behaviors. The three lifestyle variables focused on adolescent (1) dietary
habits, (2) exercise, and (3) sleep patterns. The dietary habits index averages responses
to three items concerning how often students eat breakfast, green vegetables, and fruit
(0t =.74). Possible responses ranged from never (1) to everyday (6). Respondents had to
have at least two nonmissing responses to receive a valid score on the index. Frequency of
exercise was measured by two items (r =.63): How often do you exercise vigorously, and
how often do you actively participate in sports, athletics, or exercising? Possible re-
sponses ranged from never (1) to everyday (6). Sleep was measured by a single item: How
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often do you get at least 7 hours of sleep? Possible responses ranged from never (1) to
everyday (6).

Research Questions and Analysis Strategy

Young people who carry weapons, fight, drive while drinking, ride with others who
have been drinking, use drugs, and do not regularly wear seat belts are at elevated risk for
a variety of negative health consequences, including, but not limited to, motor vehicle
crashes and being perpetrators and/or victims of physical violence. Young people who do
not eat properly, who do not exercise regularly, and who fail to get adequate rest initiate a
lifestyle pattern that increases their risk for a variety of negative health consequences as
adults, including heart disease, cancer, and stroke. The general question that motivates
this research is the following: Are religiously oriented young people less likely than other
youth to participate in behaviors that compromise their health and more likely than other
youth to engage in health-enhancing behaviors?

To address these two interrelated issues, we first estimated a series of one-way analysis
of variance (ANOVA) models in which the religion measures were treated as independent
variables and the 11 health behaviors were treated as dependent variables. Next, we
examined whether the relationship between the religion measures and the health out-
comes were explainable in terms of other key sociodemographic factors. Specifically, we
compared the ANOVA results described above with ANOVA results in which the rela-
tionships between religion and the health behaviors were estimated while controlling for
the effects of sociodemographic factors. Finally, we explored the extent to which trends ir
the health behaviors differed from 1976 to 1996, depending on students’ level of “religi-
osity” (an index that combines the importance and attendance measures).

RESULTS

Are religious youth less likely than other youth to engage in behaviors that are poten-
tially detrimental to their health and more likely than other youth to engage in behaviors
that can enhance their health? In general, the answer to both of these questions is yes.
Results for specific health behaviors are described below.

Unintentional and Intentional Injuries

The ANOVA results presented in the first five rows of Table 3 indicate that religious
importance and attendance relate significantly (p < .01) and positively to wearing seat
belts and negatively to involvement in interpersonal violence, driving after drinking, and
riding with someone under the influence of alcohol. Post hoc comparisons tests reveal
that young people who are most religious (i.e., for whom religion is very important and
who attend church weekly or more) are significantly (p < .05) different from their peers in
their involvement in the injury-related behaviors.

The relationship between the third religion measure—denominational affiliation—
and the injury-related behaviors is more complex. For example, students belonging to lib-
eral denominations are significantly (p < .05) less likely to have carried a weapon than
students with no religious affiliation and students who belong to a conservative denomi-
nation; seniors who are affiliated with liberal and moderate denominations are more



100" S disxx 10" S dix 'SO° S dy

"JUBDITUSIS 10U = S% *D UWIN[0D Ul UBIWI WIOT] JUISYIP (S0° S d)
APuedyTUS1s ST UESU = 5 'q UWN[OD U] UBSW WO} JUSIAIIP (50" S d) APuesgruSIs ST Ueaw = q * UWIN0D UT UL WOLJ JUAIIP (50" S &) Apueoymusis ST uesw = € ‘g LON

*kx V8'€ 8¢ LLE g95°¢ *x% S6'C LTL'E 89 ,LE£9C s pe'e  8LE ,89¢ ,T9°¢ daers
EEE TLe 98'¢t 08¢ 97t L) L'E  HLL'E  ,99°C E¥'E  #x LLE  8L'E 69t ,548S°E os1oIaXy
*x 6Lt 296'¢ L8E qIL'E *okk 901 HLBE ,qL9E 5q9SE  wxx 6t P8E  LELE  LILE Arera1g
. SIOIABYAQ S[AISOIT
kK 16'1 66'1 0TT blT *okx 65T ,S0°T H6V'T ogTLT  #xx LT 90T 46T 5ILT euen(irew fenury
>k SS°1 99'1 08T 5S8°T *x% P LELT  LL8T 8L1 *kk SV'T  SILT 5qL8'T 5qL8'1 Sunjuup o3urg
*okok Yo'l oLl 6L'T e00°C *okk L 69T 5g86'T 5S0T  wxx 0ST  9L'T ,qh6'1 44961 onereS Aep-Q¢
asn aoueisqng
ok ok 06'¢ SJITY LY go8L°€ *%% IV 907 H8LE 389°E  xxx Iy 60V ,qb8'C ,4L9°E asn J[2q Jesg
* Ie'l 9¢’1 68T 6¢1 *xx TTL LT SIPT Le] xkk LTT ,8€1 LYP'1 ST 3Sunuupa[ym apry
su IT°1 £T'1 Y1 ST1 *oH% YI'T LIET  LLTT 971 *H% YI'T  ,ST1 601 ,8T'1  Subjuup s[iym sauqg
sk 671 1771 LT gve'l *Ek 01 8T1T pET  LE€1 *% YOl 61 OET ,SE'T 20us[olA Teuosiadiaju]
*k YA 01 JFTT LT su LT 0Tl  TTT  8T1 * LT'T T ITT L6T1 ‘ uodeapm
Aanfur reuonyuayur
pUE [RUONUSIUIL)
b q e 2 q e b q B

OnEY-4 SANBAISUOD) JNBISPON [eIQI] JUON ONEY-J APIOOM A[UOIN A[orey

IoAQN OmBY-4

LA Ane1d omriv 10N

uoneryy snoidray

oURPUSNY SNOISTOY

souepodur] sno1Sioy

pauquio) e1eq 9661-S661 ‘s101Uag [00ydS YSIH Suowry s1otaeyag S[AISaj1] pue
‘as() soueisqng ‘AInfu] feUOHULIU] PUB [BUOHUSIUIL() PUE UOISISY Usomiog sdiysuoneoy olBLBAlg "¢ S[qBL

731



‘uorgal pue ‘A)orueqIn ‘aImonys A[rue) ‘uoneonpd sjusied ‘Iopusd ‘ool SpN[oUI SINSLISIORIRYD punoISydey :IION
'SONSH3)98IRYD PUNOIFNOEQ 10§ PAIsTpE PUe paIsn{peun ‘UoNEILFe pUe ‘2ouepusye ‘souepodur snoIIal PUe SIOIARYq YI[eay 193]as usamieq sdigsuonerey  °I aanSig

uonsulWwOUe] *3uspumly snorSiiey esuspodun snojfiey
v "Pow o ouoy favon  Auey Aon A oy N
> L. 19
m z 19
=
H
g £ as 3
=) w M
m. ||||| 2 - - - -~ - = at 3
'
(Y N i g H
H | pojsnipe Aeig W ot H
= | W paisnprun Amaiqny || wr D pasnpeunAmng0 | | wr

uonsUjwousg souspueyy snoifijey
. Kyoapa LT Auwy - acuspoduy snoiSney
oy
o g e ood Wi B >
M 74 " .
H 3 »
L i L m 5
- £ H
|||||||||||||||| .:.nm B Sy ne m 4
3 3 H
papnipe susnhiep® |~ "~ - ocz m. pasnipe euenjiey® 1173 M W
| __L vl.!.w-._z -__-_._.-:lu | m peshiveun suenjep w puisnios euenuey @ s
o5t s [TTTTTTTTTTTTes ot & pexsnipeun ruRNLIEN O m.
....................... | 3 :
Toe lb\.
ore 133 ot
— sauspueny wno|Gyey
oo ARuwop Aorey AN esumroduy snoibeey
Rerd oy wN
x
H H H
] a H
] ¢ 3
H s @
g g g
= = s
I3 =
g pasnipe asn yoq jeas @ : 3
% D PIISHIPE 50 434 Ieas W .
m. paisnipeun asn yeq jeasa mh paisnipeun asn ysq jeagel m.
||||||||||| palsnipe #sn yaq eosm | | . e > M
panipEun osn joq jeas = &
ote 14}

732



734  Health Education & Behavior (December 1998)

lifestyle behaviors, do not show any substantial impact of controlling for sociodemo-
graphic factors (see Figure 1, third row of graphs).

Trends

Figure 2 graphically presents trends in the injury, substance use, and lifestyle health
behavior measures. The data on adolescent injury-related behavior indicate that with the
exception of seat belt use, there has been very little change in seniors’ self-reported
involvement in interpersonal violence, weapons possession, or riding in or driving a vehi-
cle after they or another person had been drinking. Over time, seniors’ seat belt use has
risen, probably as a result of mandatory seat belt laws that have been enacted across the
country. Trends in seniors’ level of drug use have varied over time, depending on the spe-
cific drug in question. For example, while levels of cigarette use have been relatively sta-
ble since the early 1980s, levels of alcohol use have generally declined over this same
time period, and marijuana use has peaked, declined, and begun to rise again. Seniors’
involvement in each of the three lifestyle behaviors has decreased over time, with this
decline being greatest for sleep, somewhat lower for dietary behaviors, and lowest for
exercise.

To what extent has religion promoted seniors’ physical well-being over time and pro-
tected them from involvement in behaviors that are detrimental to their health? To address
this question, we combined the religious importance and religious attendance measures
to create a religiosity index; we then plotted seniors’ mean values for selected health
behaviors by their level of religiosity. The results of these analyses are presented in Figure 3.

The top graph in Figure 3 indicates that highly religious seniors have been more likely
than other seniors to have used seat belts over time, and this overall pattern has actually
increased from the mid-1980s to the present. The middle graph shows the relationship
between seniors’ religiosity and their level of marijuana use from 1976 to 1996. Consis-
tent with Bachman and colleagues’ earlier research,’®” these data indicate that highly
religious seniors have been relatively unaffected by the broad societal-level changes in
marijuana use; their use has remained relatively low irrespective of the behaviors of
the rest of the population. The final graph in Figure 3 presents the relationship
between seniors’ level of religiosity and their dietary behavior. The data reveal that
although there has been a decrease in the levels of proper dietary behavior among all sen-
iors, those with high and medium-high levels of religiosity have been, and continue to be,
more likely to eat properly than those with medium-low and low levels of religiosity.

DISCUSSION

Although there is a large and growing body of research on religion and adult health, to
our knowledge, the present research is one of the first studies to empirically investigate
the relationship between religion and a broad range of health behaviors among adoles-
cents. Extant research that does explore the relationship between religion and adolescent
health typically uses small nonrepresentative samples, poorly measures religion, and
only emphasizes religion’s role as a constraint against delinquent behavior (e.g., preco-
cious sex and drug use). In an attempt to address some of these limitations, this study used
large, nationally representative samples, multiple measures of religion, and a broad con-
ceptual framework hypothesizing that religion does not only simply constrain behavior,
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likely than those with no affiliation and those with conservative affiliations to use seat
~ belts.

Multivariate ANOVA models in which sociodemographic factors were controlled sug-
gest that they have relatively little impact on the relationship between religion and the
injury-related behaviors (see Figure 1, the first row of charts). (Because of space consid-
erations, data for only one of the injury-related health outcomes—seat belt use—are pre-
sented, but the same general pattern holds across the range of outcomes.) This point is
illustrated by the fact that even after adjusting for the sociodemographic factors, there
is virtually no change in seniors’ mean levels of seat belt use across categories of the
religious importance, attendance, or denominational affiliation measures.

Substance Use

Cigarette use, heavy episodic (i.e., binge) drinking, and marijuana use are all related to
short-term as well as long-term health problems, physical and psychological addiction,
and elevated risk for premature death. While most religious groups discourage the use of
tobacco and heavy alcohol use, virtually all are against the use of marijuana (and other
drugs) by virtue of their illegal status. Accordingly, it was expected that the religion meas-
ures would relate negatively to each of the drug use measures. In line with this expecta-
tion, the data in Table 3 (and Figure 1) reveal relatively clear linear relationships between
all three religion measures and all three categories of drugs, with the mean levels of cur-
rent cigarette use, binge drinking in the past 2 weeks, and annual marijuana use being
lowest among those young people for whom religion is most important, who attend
church once a week or more, and who belong to a conservative religious denomination.
Comparison of the simple one-way ANOVA models with the multivariate ANOVA mod-
els indicates that these findings hold true, even after controlling for sociodemographic
factors (see Figure 1, second row of graphs).

Lifestyle Behaviors

Dietary factors and physical activity patterns are the second leading cause of mortality
among Americans, accounting for at least 300,000 deaths annually.! Many of the dietary
and activity patterns that are developed during adolescence continue into adulthood.
Accordingly, adolescent diet, exercise, and rest patterns are important to investigate as
precursors to adult behaviors predictive of adult morbidity and mortality. The data pre-
sented in Table 3 suggest that religion promotes healthy lifestyle behaviors. More specifi-
cally, the data indicate that young people for whom religion is very important and who
attend church weekly are significantly more likely than their less religious peers toeatina
healthy fashion, to exercise regularly, and to get adequate sleep.

The denominational affiliation data indicate that lifestyle behaviors are generally
highest among seniors affiliated with liberal and moderate denominations, somewhat
lower among members of conservative denominations, and lowest among young people
who are not affiliated with any religious denomination. Interestingly, controlling for
sociodemographic factors does seem to improve the mean level of healthy dietary behav-
ior among youth for whom religion is not important; however, the increase only improves
their position relative to seniors who indicate that religion is “a little important,” not those
for whom religion is “pretty important” or for whom religion is “very important.” Data on
the relationships between attendance and lifestyle behaviors, as well as affiliation and
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Unintentional and Intentional Injury, 1976-96
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Figure 2. Trends in health behaviors among high school seniors, 1976-1996.

but it also encourages or promotes adolescents’ involvement in behavior that can protect
or enhance their health.

The relationships between religion and health behaviors are weak to moderate (see the
appendix). Nevertheless, the results of this study are generally consistent with the concep-
tual framework. On average, seniors who attend church weekly and report that religion is
important are less likely than other youth to engage in high-risk behaviors and are more
likely to engage in behaviors that promote long-term physical well-being. However, the
relationships between religious conservatism and involvement in health behaviors, other
than substance use, did not demonstrate a consistent pattern (see Table 3).
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Seathelt Use, 1988-98
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Figure3. Trendsinselect health behaviors by feligiosity among high school seniors, 1976-1996.

Although the findings of this study generally support the religion component of Wallace
and William’s® socialization influence model, the specific mechanisms through which
religious attendance, importance, and denominational affiliation relate to various adoles-
cent health outcomes have yet to be determined. Furthermore, it is not clear that these
mechanisms are necessarily unique toreligion per se. For example, in addition to religion,
Wallace and Williams emphasize the importance of peers, school, community, and other
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more macrolevel contexts as additional secondary socialization influences on adoles-
cents’ health behaviors. To the extent that these other socialization influences encourage
attitudes and beliefs that discourage risk behaviors and encourage health-enhancing
behaviors, the importance of religion may be reduced. However, it should be noted that
past research that controlled for various school, peer, and other lifestyle factors suggests
that religion is still an important correlate of adolescent health outcomes.>

Religion is only one of many important variables that relate to adolescent health
behaviors; nevertheless, its continued importance as a correlate of adolescent health
behavior, even after other factors are controlled, suggests that it is a factor that future
research should not ignore. Rather, future research should seek to further spécify the
mechanisms through which religion relates to adolescent health and the ways in which it
may act independent of, in concert with, or in competition against other factors. While
this study, guided by Wallace and William’s® socialization influence model, posits that
religion influences adolescent health behaviors, future research should consider the pos-
sibility that adolescent health behaviors influence religion. For example, in a longitudinal
study of late adolescents, Thornton and Camburn® found that having positive attitudes
toward premarital sex reduced adolescents’ attendance at religious services.

Although this study has identified positive relationships between religious attitudes,
religious practices, and health behaviors, it is not clear that other aspects of religion are
not important, nor is it clear that these other aspects of religion may not negatively affect
adolescent health. For example, to the extent that there is a mismatch between young peo-
ple’s personal religious orientation and that of their parents, religion may actually serve as
a risk factor for a variety of negative health outcomes. Similarly, the teachings of some
religious denominations or sects may expect, if not require, that their adherents not pur-
sue medical treatment, not maintain prescribed health regimens, and not engage in prac-
tices that can, at least potentially, protect health (e.g., condom use among those who
choose to be sexually active).

CONCLUSION

The fact that churches, synagogues, and mosques have regular access to adolescents,
their families, and their peers suggests that religious institutions are a potentially impor-
tant, albeit often ignored, ally in the nation’s efforts to promote the health of the youth of
today and the adults of tomorrow. In light of the very real risks that negatively impinge on
the health of many American young people, health practitioners, social workers, clergy,
youth service providers, parents, and others concerned about adolescents’ health must
explore ways in which to work collaboratively to promote the holistic mental, physical,
and spiritual well-being of America’s youth. As public health, social work, medicine, and
other helping professions seek to better meet the needs of young people through direct
practice, research, and education, they should begin to explore beyond their traditional
boundaries and pursue the untapped potential that lies in partnerships with religious pro-
fessionals and religious institutions.
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