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Religion is thought to assist in
the recovery of persons with
schizophrenia (1). Among

older adults, religion has been asso-
ciated with enhanced well-being (2).
Because older persons tend to be
more religious (3), it is plausible that
religion may have a greater impact
on the well-being of older adults
with schizophrenia than on younger
adults with schizophrenia. However,
despite an anticipated doubling of
the older population with schizo-
phrenia over the next two decades
(4), the impact of religion in this age

group has been largely neglected.
This study examined the role of reli-
gion on the clinical and social well-
being of older adults (55 and older)
with schizophrenia.

Religion has been conceptualized
in various ways. Spirituality refers to
viewing one’s self as part of a larger
spiritual force—for example, the sa-
cred, transcendent, or ultimate reali-
ty (1,5,6). Religiosity concerns how
the experience of a transcendent be-
ing is expressed through a social or-
ganization (7). Religiousness is a
broader concept that comprises an

extrinsic component, such as religious
attendance and behavior, and an in-
trinsic or subjective component that
includes spirituality and religious be-
lief and knowledge of, attitudes to-
ward, and salience (perceived impor-
tance) of religion (8). In this study we
used the three dimensions of reli-
giousness most commonly identified
in the literature that incorporates in-
trinsic and extrinsic elements: sal-
ience, frequency of formal religious
activities, and religion as a coping
strategy (8–10).

In studies of older persons in gen-
eral, religiousness has been associat-
ed with greater physical well-being,
self-esteem, coping, and life satisfac-
tion (11). These outcomes are thought
to be due to its value as a psychologi-
cal and social resource—that is, it
may have a positive impact on life
stressors and the ability to provide
meaning and coherence to life and
communal support (6,12). Despite
evidence for its beneficial influences,
religiousness may sometimes have
negative effects (13).

Studies on religiousness and schiz-
ophrenia have focused primarily on
religious delusions and hallucina-
tions, but recently, the role of religion
as a mediator of health and well-being
has received attention (14). Investiga-
tors have found both positive and
negative effects of religious coping in
schizophrenia (6). For example, a
Swiss study of 115 patients with schiz-
ophrenia found that 45% of patients
considered religion to be the most
important element in their lives, and
religious coping induced positive ef-
fects (for example, hope, meaning,
and purpose) and negative effects (for
example, despair and suffering) in
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71% and 14% of the sample, respec-
tively (15). More studies are needed
to determine under which circum-
stances religion will have a beneficial
or pernicious role (16).

The World Health Organization
considers religion to be an important
element in the evaluation of quality of
life (17). Huguelet and Mohr (16)
found that continuous positive reli-
gious coping can improve outcomes
in schizophrenia, including quality of
life, and they argued that any model
examining the impact of religion must
consider its ability to increase support
or relieve stress. Pearlin and col-
leagues’ Stress Process Model (18) is
well suited for this type of analysis be-
cause it examines stressors that affect
quality of life and the role that various
buffers, such as religiousness, social
support, and coping strategies, have
in modifying stress. In this study, we
used an adaptation of this model to
explore the effects of religion on life
quality.

We addressed the issues described
above by using a large, multiracial,
urban sample of persons aged 55 and
older with schizophrenia. We exam-
ined the following questions. First,
are older persons with schizophrenia
different from their age peers in the
general community with respect to
religiousness? Second, what is the re-
lationship between religiousness and
psychotic symptoms among older
persons with schizophrenia? And fi-
nally, for older persons with schizo-
phrenia, how does religiousness af-
fect quality of life in the Stress
Process Model?

Methods
Sample
Details of the study methods and in-
struments and the rationale for the
age criteria are provided elsewhere
(19). Briefly, during the period
2002–2004 we recruited participants
aged 55 and older living in the com-
munity with early-onset schizophre-
nia (onset before age 45) using a
stratified sampling method in which
we attempted to interview approxi-
mately half the participants from out-
patient clinics and day programs and
the other half from supported com-
munity residences in New York City.
Inclusion was based on a DSM-IV di-

agnosis of schizophrenia or schizoaf-
fective disorder that was given by
clinical agency staff and by a lifetime
illness review adapted from Jeste and
associates (20). We excluded persons
with moderate or severe cognitive
impairment.

We recruited a community com-
parison group using Wessex Census
STF3 files for Kings County (Brook-
lyn), New York. We used randomly
selected block groups as the primary
sampling unit. An effort was made to
interview all persons aged 55 and
older in a selected block group by
knocking on doors. In order to en-
hance response rates, participants
from the selected block group were
also recruited at senior centers, at
churches, and through personal ref-
erences. We excluded persons with a
history of treatment for schizophre-
nia or schizoaffective disorder. The
study had institutional review board
approval, and we obtained written in-
formed consent.

The rate of declining to participate
in the study was 7% (N=15 of 213) in
the schizophrenia group and 48%
(N=190 of 396) in the community
group. The schizophrenia group con-
sisted of 198 persons with schizophre-
nia, among whom 39% (N=77) were
living independently in the communi-
ty and 61% (N=121) were living in
supported community residences. We
initially matched the original commu-
nity comparison group (N=206) with
the schizophrenia group by race, then
gender, and as closely as possible by
age; the final sample comprised 113
persons.

Measures
We used an adaptation of Pearlin
and colleagues’ Stress Process Mod-
el (18) in order to situate religious-
ness within a framework that would
allow for the assessment of its direct
and buffering effects on quality of
life. The model consisted of nine pri-
mary and intrapsychic stress vari-
ables (measures of daily functioning,
physical illness, financial strain, life-
time traumatic events, acute stres-
sors, depression, self-esteem, de-
pression, and positive and negative
symptoms) and three coping vari-
ables (religiousness, the extent of use
of cognitive coping strategies, and

the number of confidantes). Primary
and intrapsychic stressors were se-
lected according to their theoretical
importance or their having been
identified in the literature as having
an impact on quality of life (17,21).
Five demographic variables were
used as covariates: age, gender, race
(white versus nonwhite), education,
and residential type (supported or
independent). The dependent vari-
able was quality of life.

The following instruments were
used to generate the variables in the
analysis: the Center for Epidemiolog-
ic Studies Depression Scale (CES-D)
(22); the Positive and Negative Syn-
drome Scale (PANSS) (23); the Fi-
nancial Strain Scale (24); the Multi-
level Assessment Inventory (25), from
which we derived a summed score of
the number of physical illnesses; as
well as the nine-item Instrumental
Activities of Daily Living Scale
(IADL); the Cognitive Coping Scale,
which was derived from coping items
proposed by Pearlin and coauthors
(18); the Lifetime Trauma and Vic-
timization Scale (26); the Self Esteem
Scale (27); the Network Analysis Pro-
file (28); the Acute Stressors Scale
(29); and the Quality of Life Index
(QLI) (30). The religiousness scale,
which was developed for this study, is
based on seven items encompassing
the three principal domains of reli-
giousness identified in the literature
(salience, formal religious activities,
and coping). The possible total score
ranges from 1 to 25, with higher
scores indicating higher levels of reli-
giousness.

The internal reliability (Cronbach’s
alpha) scores of the scales were as fol-
lows: CES-D, .88; PANSS positive
scales, .83; PANSS negative scales,
.78; Acute Stressors Scale, .88; Finan-
cial Strain Scale, .79; IADL scale, .77;
Cognitive Coping Scale, .78; Self-Es-
teem Scale, .82; religiousness scale,
.75; and QLI, .97. All scales attained
recommended alphas of .60 or higher
(31). The intraclass correlations
ranged from .79 to .99 on the various
scales.

Data analysis
To compare the schizophrenia and
the community groups we used the
Mann-Whitney U test. For the schiz-
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ophrenia group, we used a stepwise
hierarchical linear regression analy-
sis to assess the impact of the reli-
giousness variable on quality of life
in the Stress Process Model. Vari-
ables were entered in five steps in
the following order: demographic
variables, stress variables, scores on
the religiousness scale, other buffer-
ing variables, and an interaction
term between scores on the reli-
giousness scale and the stress vari-
ables. To examine the mediating ef-
fects of religiousness on various
stress variables associated with the
QLI, we examined whether the reli-
giousness scale had any effect in re-
ducing the beta values of the signifi-
cant stress variables. We examined
moderating effects by using the
product terms between the reli-
giousness scale and each of the sig-
nificant stress variables. A centroid
transformation was used to avoid
problems with collinearity. The de-
pendent variable was normally dis-
tributed, and there was no evidence
of collinearity among the independ-
ent variables.

Results
There were no significant differences
between the group with schizophre-
nia and the group in the community
by gender, race, religious prefer-
ences, or use of spiritualists or healers
(Table 1). There was a small differ-
ence in age (1.5 years) between the
two groups that attained statistical
significance. Both groups were in the
same median personal income cate-
gory ($7,000–$12,999).

Older persons with schizophrenia
scored significantly lower on reli-
giousness than their age peers in the
community, although the absolute
difference was only 1.3 points on a
25-point scale (Table 2). Of note,
59% (N=115) of the schizophrenia
group and 60% (N=68) of the com-
munity comparison group responded
“a great deal” to the item asking how
much religion or God was “a source
of strength” to them (score of 3).
Among the seven items in the reli-
giousness scale, the two groups sig-
nificantly differed only on frequency
of attending religious services, with
community residents participating
more frequently than the schizo-

phrenia group—that is, four times
per year versus about once a month
(Table 2).

With respect to psychosis and reli-
giousness among persons with schizo-
phrenia, although there was an asso-
ciation between greater religiousness
and lower PANSS positive scores, this
did not attain significance. Thirty-two
percent (N=64) of the sample with
schizophrenia reported auditory hal-
lucinations. Among those hearing
voices, 27% (N=17) attributed them
to God or other supernatural causes,
25% (N=16) attributed them to bio-
medical or clinical causes, 30%
(N=19) attributed them to miscella-
neous causes, and 20% (N=13)
weren’t sure. Nine percent (N=17) of
the schizophrenia sample reported
specific auditory hallucinations from
God (N=13, 7%), the devil (N=2,
1%), or both (N=2, 1%). Among
those hearing voices of God, 11 (85%)
said they were pleasant, one (8%) said
they were unpleasant, and one (8%)
said they were both pleasant and un-
pleasant. In a hierarchical regression
analysis, we found a significant in-
verse association between the PANSS
positive scores and the QLI scores
(β=–.21, t=–2.91, df=180, p=.004).
When religiousness was added to the
analysis, there was essentially no
change (that is, a .01 decline in the
beta value) in the association between
the PANSS positive scores and the

QLI scores. When the interactional
term (with centroid transformation)
of religiousness × PANSS positive
scores was added to the analysis, we
found no significant association with
the QLI scores.

Next, we examined the relationship
between stressors, religiousness, and
quality of life in the schizophrenia
group. As shown in Table 3, in a hier-
archical regression analysis, we found
that four of the nine primary and in-
trapsychic stressors in the model—fi-
nancial strain, acute stressors, depres-
sion, and self-esteem—were signifi-
cantly associated with the QLI scores.
(The PANSS positive score was no
longer significantly associated with
the QLI scores when entered with
other variables.) When scores on the
religiousness scale were added to the
model, we found a significant associa-
tion between religiousness and the
QLI scores. However, the addition of
scores on the religiousness scale did
not diminish the beta values of the
stress variables that had been signifi-
cantly associated with the QLI scores
in step 2. After two other mediating
variables (cognitive coping tech-
niques and number of confidantes)
were added, the association of the re-
ligiousness scale scores with the QLI
scores remained significant. Finally,
we assessed the moderating effects of
religiousness with each of the signifi-
cant stress variables by separately
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Sociodemographic characteristics of adults aged 55 and older with schizophrenia
and their age peers in the community

Schizophrenia Comparison
(N=198) (N=113)

Test
Characteristic N % N % statistic df p

Female 97 49 55 49 χ2=.00 1 .96
Race or ethnicity χ2=4.16 3 .24

White 112 57 68 60
Black 69 35 41 36
Latino 14 7 2 2
Other 3 2 2 2

Religious affiliation χ2=6.62 3 .09
Christian 122 62 77 68
Jewish 33 17 21 19
Other or unaffiliated 27 14 5 4
None 16 8 10 9

Has used spiritualists or
healers or their products 56 28 28 25 χ2=.45 1 .50

Age (M±SD) 61.5±5.6 63.0±5.4 t=2.37 306 .02



testing the significance of the interac-
tional term in the model. None of the
following interactional terms were
significant: Financial Strain Scale ×
religiousness scale, Acute Stressors

Scale × religiousness scale, CESD ×
religiousness scale, and Self-Esteem
Scale × religiousness scale.

In order to examine the potential
role of religion to cope with alco-

holism, we conducted a post hoc
analysis and found no significant cor-
relations between scores on the reli-
giousness scale and current CAGE
scores or past CAGE scores.
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Number responding and scores on the religiousness scale among adults aged 55 and older with schizophrenia and their age
peers

Schizophrenia Comparison
(N=198) (N=113)

Mann-
Variable N M SD N M SD Whitney U Z p

Total scorea 185 14.9 5.3 109 16.2 5.2 8,600 –2.11 .035
Items

How important is your faith in God?b 191 5.4 1.3 110 5.5 1.2 10,445 –.11 .911
When stressed do you pray to keep

strength going?c 194 .8 .4 112 .8 .4 10,597 –.50 .621
When faced with an interpersonal

conflict how often do you pray for
the other person to see the light?d 198 .5 .7 113 .6 .8 10,509 –1.04 .299

How often do you attend to religious 
services during a year?e 197 2.1 2.2 113 3.0 2.1 8,341 –3.75 .001

How religious do you consider yourself
to be?f 196 2.8 1.1 113 2.9 1.0 10,568 –.70 .485

How much is religion a source of 
strength to you?g 195 2.2 1.1 113 2.3 1.0 10,663 –.53 .594

When faced with an interpersonal
conflict how often do you pray?d 198 .7 .8 113 .7 .7 10,929 –.37 .711

a Possible total scores range from 1 to 25, with higher scores indicating higher levels of religiousness. On all scale items, higher scores indicate greater
levels of the belief or behavior.

b Possible scores range from 0 to 6.
c Possible scores range from 0 to 1.
d Possible scores range from 0 to 2.
e Possible scores include 0, never; 1, only on holidays; 2, four times annually; 3, once a month; 4, twice per month; 5, once per week; 6, several times per

week; and 7, every day.
f Possible scores range from 0 to 4.
g Possible scores range from 0 to 3.

TTaabbllee  33

Hierarchical linear regression examining the independent effects and stress-mediating effects of religiousness and other
variables on the Quality of Life Indexa

Step 2 Step 3 Step 4

Variable β tb p β tb p β tb p

Measure of stress
Financial strain .21 3.30 .001 .21 3.34 .001 .20 3.20 .002
Acute stressors –.19 –2.39 .018 –.22 –2.88 .004 –.24 –3.08 .002
Center for Epidemiologic

Studies Depression Scale –.29 –4.01 .001 –.27 –3.78 .001 –.26 –3.65 .001
Self-esteem .25 3.85 .001 .26 4.14 .001 .27 4.18 .001

Measure of coping
Religiousness .17 3.02 .003 .13 2.20 .024
Cognitive coping .07 1.13 .260
Number of confidantes .11 1.72 .090

a The dependent variable is the Quality of Life Index. Table shows steps 2 to 4 after entering demographic variables in step 1 (age, gender, race, educa-
tion, and residential type) and the primary and intrapsychic strain variables in step 2 (number of physical illnesses and scores on the Instrumental Ac-
tivities of Daily Living Scale, Financial Strain Scale, Lifetime Trauma Scale, Acute Stressors Scale, Center for Epidemiologic Studies Depression Scale,
Positive and Negative Syndrome Scale [PANSS] positive scale, PANSS negative scale, and Self-Esteem Scale). For the Financial Strain Scale, higher
scores indicate less strain. Only the significant stressor variables are shown in step 2 of the table. A copy of the full analysis is available from the authors.

b df=170



Discussion
With respect to whether there would
be differences in religiousness scores
between older persons with schizo-
phrenia and their age peers in the
community, we found the latter had
significantly higher levels of religious-
ness, although the absolute differ-
ences were very modest. Moreover,
the differences could be attributed
largely to formal religious atten-
dance—that is, the community group
had roughly three times more fre-
quent attendance. Thus attendance
differed between the groups, but old-
er adults with schizophrenia and their
age peers were equally likely to report
using religion as a coping strategy and
to view it as important in their lives.

Our findings were similar to those
of a Swiss study with a broad age
range of respondents in which per-
sons with schizophrenia had about
half the level of group religious atten-
dance as their the counterparts with-
out psychiatric disorders (32). Hu-
guelet and Mohr (16) concluded that
although a majority of persons with
psychotic symptoms use religious
coping, many pray alone and are of-
ten not involved in religious commu-
nities. Huguelet and Mohr (33) ob-
served that such persons “repeat in
religious settings what happens in
other areas of their lives,” presum-
ably because of difficulties creating
and maintaining social networks.
Fallot (6) noted that religious com-
munities can sometimes be rejecting
for persons with schizophrenia be-
cause of their difficulties meeting ex-
pectations in behaviors, dress, or fi-
nancial support.

With respect to the second ques-
tion concerning the relationship be-
tween psychotic symptoms and reli-
giousness, although persons with
schizophrenia who had greater levels
of religiousness had lower PANSS
positive scores, this association was
not significant. We also found that re-
ligiousness had no mediating or mod-
erating effects on the relationship be-
tween quality of life and the PANSS
positive scores among persons with
schizophrenia. These findings are
somewhat perplexing because previ-
ous literature had indicated that a
large proportion of persons with
schizophrenia use religion to cope

with their daily symptoms (5), al-
though it may be less often used for
coping with the psychotic symptoms
per se. For example, Huguelet and
Mohr (16) believe that religious cop-
ing works primarily by providing a
positive sense of self, guidelines for
interpersonal behavior, and resources
to cope with their symptoms. More-
over, in our sample, levels of psychot-
ic symptoms were fairly low (N=125,
or 63%, scored below 4 on all of the
PANSS positive items), and conse-
quently, any relationship between re-
ligion and psychotic symptoms may
have been attenuated.

With respect to the last question—
the role religiousness plays in the
Stress Process Model—we found
that religiousness had no mediating
or moderating effects on the four
stressors found to be associated sig-
nificantly with the QLI scores. How-
ever, religiousness was associated
with a significant, albeit modest,
2.4% increase in the explained vari-
ance in the QLI scores. Even after
the addition of other mediating vari-
ables, such as the number of confi-
dantes and cognitive coping strate-
gies, religiousness retained an inde-
pendent effect on the QLI scores.
Thus the benefit of religiousness in
our sample was due to its independ-
ent, additive effects on life quality
rather than its impact on stressors.
Because our data are cross-sectional,
this finding must be interpreted cau-
tiously because it is possible that
higher quality of life may promote
greater religiousness.

Although the evidence for the in-
dependent effects of religiousness
on the physical well-being of older
adults has been overwhelmingly pos-
itive, the evidence for its independ-
ent effects on psychiatric well-being
has been less clear. Strawbridge and
coauthors (34) have pointed to evi-
dence both for and against a buffer-
ing effect for religiousness on stres-
sors that affect psychiatric well-be-
ing of older persons, which they at-
tributed to the differences in the
types of stressors that were involved.
Our findings were consistent with an
independent effect of religiousness
on quality of life, and the absence of
any buffering effects may also reflect
differences from other studies in

types of stressors examined, the
measure of religiousness, or the out-
come variable.

To our knowledge, this is the first
study to examine the role of religion
among older adults with schizophre-
nia. Our study has several strengths,
including a large multiracial sample, a
community comparison group, a psy-
chometrically reliable measure of re-
ligiousness, and the use of a theoreti-
cal model to assess the role that reli-
giousness plays in the Stress Process
Model of quality of life. However, our
study is limited by the use of cross-
sectional data that precludes the de-
termination of causality between reli-
giousness and other variables, it is
confined to one geographical area,
there was a low participation rate in
the community sample (52%), and
the multiple comparisons increase
the possibility of a type I error. Nev-
ertheless, because this is an ex-
ploratory study, we wished to avoid
type II errors, especially in the inter-
pretation of the regression analysis.
Finally, the religiousness measure, al-
though having adequate reliability
and content validity, will require fur-
ther validation.

Conclusions
This study found that persons with
schizophrenia have lower levels of re-
ligiousness than their age peers, al-
though this was primarily due to dif-
ferences in the rates of formal reli-
gious attendance. It also found that
religiousness was not significantly as-
sociated with psychotic symptoms,
nor did it have any buffering effects
on the relationship between psychosis
and quality of life. And finally, this
study found that religiousness had a
significant, albeit modest, independ-
ent additive effect on quality of life
and that it did not have any buffering
effects on the four stressors that were
significantly associated with quality of
life.

Mental health professionals have
been found to be much less religious
than their patients (1), and often they
are not aware of their patients’ reli-
gious involvement (32). Such blind
spots may diminish cultural compe-
tence (1,35). As our findings suggest,
clinicians may overlook a therapeuti-
cally important agent.
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