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Abstract

Objective:

To establish thew association between different dimensions of religiosity - organizational, 
non-organizational and intrinsic - and physical and functional health indicators in older 
people in Chile.

Methods:

Data from the Fifth Survey on Quality of Life in Old Age 2019 were used. Descriptive 
and explanatory analyses were performed using logistic, linear and multinomial regression 
models, with dependent variables being self-perception of health, functional dependence, 
number of chronic diseases and perception of health compared with other people of the 
same age. As predictors, indicators of the three dimensions of religiosity (DUREL Scale) 
were included, controlling for the MOS-SS Social Support Scale, Apgar Family Functioning 
Scale, educational level, gender, age, and living with a partner.

Results:

Almost a third of older Chileans attend religious services frequently, and half of them pray 
frequently. On a range of 1 to 5, the mean intrinsic religiosity is 3.94. 46% perceive their 
health to be good/very good and about half perceive their health as better than their peers. 
On 0 to 5, the mean number of chronic diseases is 1.69. 6% are classified as functionally 
dependent. The only significant relationship observed was between religious attendance 
and a lower probability of presenting functional dependency; on the other hand, praying 
increases such probabilities and a relationship between attendance and a better perception 
of health compared with other people of the same age.

Conclusions:
Organisational religiosity is a psychosocial resource that is positively associated with 
the process of successful aging
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Resumen
Objetivo:
Establecer la asociación entre distintas dimensiones de religiosidad - organizacional, no 
organizacional e intrínseca- y diversos indicadores de salud física y funcional en personas 
mayores en Chile.

Métodos:
Se utilizaron datos de la Quinta Encuesta de Calidad de Vida en la Vejez del 2019. Se 
realizaron análisis descriptivos y explicativos, utilizando modelos de regresión logística, 
lineal y multinomial, teniendo como variables dependientes autopercepción de salud, 
dependencia funcional, número de enfermedades crónicas y percepción de la salud en 
comparación con otras personas de la misma edad. Como predictores se incluyeron 
indicadores de las tres dimensiones de religiosidad considerada (Escala DUREL), 
controlando por Escala de Apoyo Social percibido MOS-SS, Escala de Funcionamiento 
Familiar de Apgar, nivel educativo, género, edad y vivir con una pareja.

Resultados: 
Casi un tercio de los mayores chilenos asiste de manera frecuente a servicios 
religiosos, y la mitad reza frecuentemente. En un rango de 1 a 5, la media de 
religiosidad intrínseca es de 3.94. Un 46% se percibe con buena/muy buena salud y 
cerca de la mitad se percibe con mejor salud que otras personas de la misma edad. 
En un rango de 0-5, la media de enfermedades crónicas es de 1.69 y un 6% es 
clasificado como dependiente funcional. Solo se encontró una relación significativa 
entre asistencia religiosa y una menor probabilidad de presentar dependencia 
funcional, mientras que por el contrario rezar aumenta dichas probabilidades; 
además de una relación entre asistencia y mejor percepción de salud en 
comparación con otras personas de la misma edad.

Conclusiones:
la religiosidad organizacional es un recurso psicosocial que se asocia positivamente 
con el proceso del envejecimiento exitoso.

Remark

1) Why was this study conducted?
Chile is a country with an accelerated population aging process, which is related to a higher 
prevalence of chronic diseases and social and health care needs, increasing the interest in 
studying modifiable factors that promote health at this stage of life.

2) What were the most relevant results of the study?
Religiosity -especially that expressed through attendance at religious services- is a 
psychosocial resource that is positively associated with the process of successful aging.

3) What do these results contribute?
The results of this study reinforce the importance to promote different actions to facilitate 
the religious participation of older people, since it is a resource that better protects aging.
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Introduction

According to the latest Population Census, Chile is one of the countries in the most advanced 
stage of demographic transition in the region 1, with 16.2% of its population aged 60 and over 
and an average life expectancy of 80 years ,2. This results in a higher prevalence of chronic 
diseases and social and health care needs, increasing the interest in studying modifiable factors 
that promote health at this stage of life,3.

In this context, religiosity appears as a psychosocial resource contributing to increased 
longevity ,3,4. Religiosity is a multidimensional construct that primarily involves an 
organizational dimension (ORA), which refers to participation in religious services or 
other religious activities. However, it also has a non-organizational dimension (NORA), 
corresponding to a private expression such as praying, and a third dimension, known as 
intrinsic (IR), refers to the importance of religion in everyday life5,6.

There is broad evidence on the link between religiosity and individual health. More specifically, 
religious people were found to have a lower prevalence of cardiovascular disease and certain 
types of cancer 7-9. They also have significantly lower mortality rates 9-11. Religious people were 
also found to have better self-perceived health ,12, lower rates of functional impairment and 
disability ,13, and less prevalent health-related behaviors such as smoking, alcohol use, and 
drug abuse ,14,15. This is partially explained by the fact that religion imposes a set of rules not 
only associated with the ethical behavior of individuals but also with regard to food and drink 
intake, sexual activity, among other aspects, promoting healthy habits and lifestyles 3,16,17. With 
enhanced social support networks and a sense of certainty and stability, it is possible to cope 
effectively with the stressful events that occur throughout life 18, leading to better aging.

In this context, this study aims to establish the association between different dimensions of 
religiosity and various indicators of physical and functional health in older people in Chile, 
contributing to the scarce literature on this subject in the region.

Materials and Methods

The data for this study comes from the Fifth Survey on Quality of Life in Old Age 2019 of the 
Pontificia Universidad Católica de Chile and Caja Los Andes. This survey assesses different 
dimensions related to the quality of life of older people in Chile, such as physical and health 
conditions, working conditions, and social and family relationships. It also includes a specific 
module on religiosity.

The target population of the survey were Chileans aged 60 and over with no symptoms of 
cognitive impairment, residing in private households in urban localities of 10,000 inhabitants 
and over. The case selection was multistage, probabilistic, and stratified, with a total margin 
of error of +/- 2.4%, based on simple random sampling with maximum variance, and 
representative of about 86% of the total elderly population the country.

The final sample consists of 2,132 people. All respondents participated voluntarily, signing the 
informed consent form. The study was approved by the Ethics Committee of the Pontificia 
Universidad Católica de Chile (No. 190829005, 12 September 2019).

In terms of the hypotheses of this study, it is argued that those older people who have higher 
levels of religiosity in its organizational, non-organizational or intrinsic dimensions will 
have better physical health and a lower level of functional dependency. More specifically, the 
dependent variables of this study are the following: i) Perception of health, with responses 
dichotomised into poor/regular versus good/very good; ii) Perception of health compared to 
other people of the same age, categorised as worse, same and better; iii) Number of chronic 
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diseases, generated from a checklist that queried the presence of the following diseases: 
hypertension, high cholesterol, diabetes, arthritis and osteoporosis; iv) Functional dependency; 
persons are classified as dependent if: a) they report extreme difficulty or inability to perform 
basic activities (eating, bathing, moving around the house, using the toilet, going to bed/
getting out of bed, dressing) or instrumental activities of daily life (going out, shopping/going 
to the doctor, doing household chores, making/receiving calls), or b) they receive help with 
high frequency, or c) they present moderate or severe difficulties in at least one basic activity of 
daily life or two instrumental activities19,20.

Religiosity was measured using the Duke Religiosity Scale ,21, which consists of five Likert-
type items measuring the three dimensions of religiosity: (i) ORA: frequency of attendance to 
religious services or participate in other religious activities, dichotomized into infrequent (few 
times a year or less, never) and frequent (a few times a month, once a week or several times a 
week); ii) NORA: frequency of praying, studying scripture or meditating, dichotomized into 
infrequent (a few times a week, a few times a month, never) and frequent (daily or several 
times a day); iii) IR: How accurate or inaccurate is it for you to: experience the presence of the 
divine; allow religious beliefs to guide an approach to life; and carry religion into other areas 
of life, with responses ranging from 1= not true, 5= true. These three items were averaged to 
create one single indicator.

Additionally, other variables that may be associated with physical and functional health are 
included, such as i) 8-item MOS-SS (Medical Outcomes Study Social Support Survey) 22, with 
three possible responses (always= 1; sometimes= 2; never= 3), giving a range of 8 to 24 points 
(from least to most supportive); ii) Apgar Family Functioning Scale 23, which is a five-item 
scale with responses ranging from 0 (almost never), 1 (sometimes) and 2 (almost always), 
which were summed and recoded into two levels: severe or mild family dysfunction (0 to 6 
points) and good family functioning (7 to 10 points); Educational level (1=Primary education 
or less; 2=Secondary education; 3= Higher education); Gender (1= Male; 2= Female); Age; and 
Living with a partner, where 1= not, and 2= yes.

In terms of the analysis strategy, univariate and bivariate descriptive statistics were first calculated 
for the variables mentioned above. Data was analyzed using STATA 14 software. Then, different 
regression models were estimated to examine which variables were most correlated with each of 
the dependent variables in the study. Based on the measurement level, logistic regression models 
were estimated for the variables health perception and functional dependence, while a linear 
regression model was estimated for chronic diseases. In the case of the health perception variable 
in comparison with other people of the same age, a multinomial logistic regression model was 
estimated. In all cases, and following the suggestions of the authors of the DUREL scale, the three 
religiosity subscales were included independently in separate regression models to avoid possible 
multiple collinearity problems24, followed by the rest of the predictors.

Results

Women account for 67% of the sample, with a mean age of 72 years (SD= 8.2). Almost half of 
them possess primary education or less versus only 19% with higher education. In addition. 48% 
of the older people surveyed are living with a partner. With regard to the health variables, 46% 
perceive themselves to be in good or very good health and about half perceive themselves to be 
in better health than other people of the same age. In a rank of 0-5, the mean number of chronic 
diseases is 1.69 (SD= 1.3), and 6% of the respondents are classified as functionally dependent.

As for the religiosity variables, almost a third of the elderly reported frequent attendance to 
religious services, while half of them reported praying frequently. On a rank of 1 to 5, the 
mean of intrinsic religiosity is 3.94 (SD= 1.01).
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The MOS-SS scale has a mean of 21.65 (SD= 4.22), suggesting that respondents perceive high 
levels of social support, with four out of five reporting good family functioning.

Bivariate relationships (Table 1 and ​2) show that frequent attendance to religious services 
is positively associated with a better perception of health when compared to people of the 
same age and with lower levels of functional dependency. Frequent praying is associated 
with a higher number of diseases and greater dependency and a better perception of health 
than others. The intrinsic dimension is negatively related to health perception and positively 
associated with the number of diseases, although it is positively associated with a better 
comparative perception of health.

Table 1.   Univariate and bivariate descriptive statistics
Perception of health Number of chronic diseases 

(1.69) 

% or mean (SD) Poor/regular
 (53.6%)

Good/ very good 
(46.4%) p-value. p-value

ORA (Attendance to religious services ) Infrequent 66.4% 54.5% 45.5% 0.441 1.68 0.260
Frequent 33.6% 52.7% 47.3% 1.74
NORA (Pray) Infrequent 50.0% 51.6% 48.4% 0.051 1.61 0.002

Frequent 50.0% 55.9% 44.1% 1.78
IR (1-5)	  3.94 (1.01) 3.99 3.89 0.020 0.049 0.032
MOS-SS scale (2-24)	 21.65 (4.22) 21.31 22.06 0.000 -0.060 0.006
Apgar scale Severe or mild family dysfunction 21.3% 66.5% 33.5% 0.000 1.94 0.000

Good family functioning 78.7% 49.9% 50.1% 1.63
Educational level Primary or less 49.1% 64.1% 35.9% 0.000 1.95 0.000

Secondary 32.1% 49.5% 50.5% 1.54
Higher education 18.8% 33.0% 67.0% 1.30

Gender Male 33.4% 47.0% 53.0% 0.000 1.40 0.000
Female 66.6% 56.9% 43.1% 1.84

Age (60-97)	 72.35 (8.17) 72.97 71.64 0.000 .128 0.000
Living with a partner No 52.2% 53.9% 46.1% 0.839 1.72 0.418

Yes 47.8% 53.4% 46.6% 1.67
Note: The association between nominal variables was calculated using chi-square; association between nominal and scalar variable was calculated with the t test for independent 
samples; association between ordinal or scalar variables was calculated using the R-Pearson correlation.

Table 2.  Univariate and bivariate descriptive statistics
Perception of health compared to other people of the same age Functional dependency

Worse (13.0%) Same (37.4%) Better 
(49.6%) p-value Independent 

(94.1%)
Dependent 

(5.9%) p-value

ORA (Attendance to 
religious services ) Infrequent 14.5% 38.0% 47.5% 0.004 92.6% 7.4% 0.000

Frequent 10.0% 36.0% 54.0% 97.0% 3.0%
NORA (Pray) Infrequent 13.1% 40.5% 46.4% 0.004 95.4% 4.6% 0.028

Frequent 12.5% 33.8% 53.7% 93.1% 6.9%
IR (1-5)	 3.81 3.96 0.013 3.94 4.03 0.317
MOS-SS scale (2-24) 21.34 22.11 0.000 21.66 21.59 0.863

Apgar scale
Severe or 
mild family 
dysfunction

19.7% 41.0% 39.3% 0.000 92.7% 7.3% 0.106

Good family 
functioning 11.3% 36.3% 52.4% 94.7% 5.3%

Educational level Primary or 
less 17.8% 38.3% 43.9% 0.000 91.0% 9.0% 0.000

Secondary 10.5% 36.4% 53.1% 96.9% 3.1%
Higher 
Education 5.1% 36.6% 58.3% 97.7% 2.3%

Gender Male 10.3% 38.5% 51.2% 0.037 95.4% 4.6% 0.101
Female 14.4% 36.8% 48.8% 93.6% 6.4%

Age (60-97) 72.12 72.44 0.546 72.03 77.42 0.000
Living with a partner No 14.4% 36.6% 49.01% 0.158 92.2% 7.8% 0.000

Yes 11.5% 38.2% 50.3% 96.4% 3.6%
Note: The association between nominal variables was calculated using chi-square; association between nominal and scalar variables was calculated with the t-test for independent 
samples; association between ordinal or scalar variables was calculated using the R-Pearson correlation
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Note: The association between nominal variables was calculated using chi-square; association 
between nominal and scalar variable was calculated with the t test for independent samples; 
association between ordinal or scalar variables was calculated using the R-Pearson correlation.

Note: The association between nominal variables was calculated using chi-square; association 
between nominal and scalar variables was calculated with the t-test for independent samples; 
association between ordinal or scalar variables was calculated using the R-Pearson correlation.

The greater the social support and the better the family functioning, the better the perception 
of general and comparative health, as well as the lower the number of diseases. People with a 
higher level of education show better health conditions for all the variables included. On the 
contrary, being a woman is associated with worse health conditions, except for the dependency 
variable, which is not significant. In turn, the older the age, the worse the self-perception of 
health, the greater the number of diseases and the greater the dependency. As for living with a 
partner, is associated with lower levels of dependency at the bivariate level only.

Tables 3 y ​4 shows the results of several estimated regression models. Once all predictor 
variables are controlled for in a single model, several previously noted bivariate relationships 
become weaker.

More precisely, in the logistic regressions of the Perception of health variable, it can be 
observed that none of the religiosity indicators are statistically significant. In these three 
models, it is found that having a good family functioning and having higher levels of 
education, increases the likelihood of perceiving oneself to be in good/very good health 
(Model 1: OR = 1.733, p <0.01, CI 95%: 1.336-2.248) and ORhigher_educ =3.369, p <0.01, CI 
95%: 2.611-4.347); Model 2: OR= 1.750, p <0.01, CI 95%: 1.344-2.279 and ORhigher_educ= 
3.251, p <0.01, CI 95%: 2.510-4.211; Model 3: OR = 1.741, p <0.01, CI 95%: 1.332-2.275 
and ORhigher_educ= 3.167 p <0.01, CI 95%: 2.441-4.109). Being a woman, on the other hand, 
is associated with a lower likelihood of perceiving oneself to be healthy (Model 1: OR= 
0.707, p <0.01, CI 95%: 0.581-0.861; Model 2: OR= 0.700, p <0.01, CI 95%: 0.573-0.855; Model 
3: OR= 0.703, p <0.01, CI 95%: 0.575-0.860).

Table 3. Regression Models
Logistic regression Perception of health 

(poor/regular vs good/very good) Linear regression Chronic diseases Logistic regression Functional dependency 
(independent vs dependent)

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
B(Exp) B(Exp) B(Exp) B B B B(Exp) B(Exp) B(Exp)

ORA 1.116 0.007 0.376
(0.1102) (0.0593) (0.0941)

NORA	 0.893 0.080 1.418+
(0.0854) (0.0573) (0.2909)

IR 0.938 0.008 1.055
(0.0452) (0.0290)

MOS-SS scale 1.022+ (0.0131) 1.024+ 1.031* -0.008 (0.0076) -0.008 -0.008 1.101 1.018 1.018
(0.0133) (0.0138) (0.0076) (0.0078) (0.0270) (0.0276) (0.0277)

Apgar scale 1.733** (0.2301) 1.750** 1.741** -0.235** (0.0789) -0.230** -0.220** 0.850 0.827 0.847
(0.2357) (0.2375) (0.0799) (0.0806) (0.2150) (0.2145) (0.2204)

Secondary Education 1.747** (0.1838) 1.755** 1.734** -0.330** (0.0641) -0.311** -0.336** 0.393** 0.373** 0.377**
(0.1868) (0.1855) (0.0648) (0.0650) (0.1010) (0.0980) (0.0989)

Higher Education 3.369** (0.4382) 3.251** 3.167** -0.546** (0.0765) -0.515** -0.541** 0.324** 0.307** 0.340**
(0.4291) (0.4205) (0.0775) (0.0783) (0.1176) (0.1172) (0.1235)

Female 0.707** (0.0709) 0.700** 0.703** 0.400** (0.0605) 0.402** 0.399** 1.294 1.059 1.070
(0.0714) (0.0721) (0.0615) (0.0618) (0.2914) (0.2437) (0.2438)

Age 0.994 (0.0058) 0.992 0.994 0.012** (0.0035) 0.012** 0.011** 1.067** 1.062** 1.062*
(0.0509) (0.0059) (0.0035) (0.0035) (0.0128) (0.0131) (0.01309

Living with a partner 0.953 (0.0510) 0.945 0.963 0.005 (0.0324) 0.009 -0.009 0.735 0.771 0.727
(0.0509) (0.0517) (0.0324) (0.0325) (0.1467) (0.0131) (0.1452)

Constant 0.539 0.718 0.674 0.730 0.635 0.738 0.0004 0.0006 0.0006
R2/ Seudo R2 0.055 0.059 0.060 0.078 0.079 0.079 0.103 0.084 0.079
** p <0.01; *p <0.05; +p <0.10
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For the Chronic Diseases variable, neither are the religiosity variables significant. As for the 
other predictors, good family functioning and higher levels of education reduce the number 
of chronic diseases held (Model 1: B= -0.235, p <0.01, CI 95%: -0.390- -0.080 and Bhigher_educ= 
-0.546, p <0.01, CI 95%: -0.696- -0.396; Model 2: B= -0.230, p <0.01, CI 95%: -0.387- -0.073 
and Bhigher_educ= -0.515, p <0.01, CI 95%: -0.667- -0.363; Model 3: B= -0.220, p <0.01, CI 95%: 
-0.378- -0.062 and Bhigher_educ= -0.541, p <0.01, CI 95%: -0.695- -0.387), while being a woman 
and being older increase this number (Model 1: B= 0.400, p <0.01, CI 95%: 0.281-0.519 and B= 
0.012; p <0.01, CI 95%: 0.005-0.019; Model 2: B= 0.402, p <0.001, CI 95%: 0.282-0.523 and B= 
0.012; p <0.01, CI 95%: 0.005-0.019; Model 3: B= 0.399, p <0.01, CI 95%: 0.272-0.521 and B= 
0.011; p <0.01, CI 95%: 0.004-0.018).

For the Functional Dependence variable, the ORA indicator decreases the likelihood of 
presenting dependency, while NORA increases it to a lower level of statistical significance 
(Model 1: OR= 0.376, p <0.01, CI 95%: 0.230-0.614 and Model 2: OR= 1.418, p <0.10, CI 95%: 
0.948-2.120). It is also observed that the higher the education, the lower the probability of 
presenting dependency (Model 1: ORhigher_educ= 0.324, p <0.01, CI 95%: 0.159-0.660; Model 2: 
ORhigher_educ= 0.307, p <0.01, CI 95%: 0.145-0.649; Model 3: ORhigher_educ= 0.340, p <0.01, CI 95%: 
0.167-0.693), while the older the age, the greater such likelihood (Model 1: OR= 1.067, p <0.01, 
CI 95%: 1.042-1.093; Model 2: OR= 1.062, p <0.01, CI 95%: 1.037-1.088; Model 3: OR= 
1.062, p <0.01, CI 95%: 1.037-1.088).

Finally, in relation to the model of Health Perception in Comparison with other people of the 
same age, it is found that ORA increases the likelihood of perceiving oneself to be in equal 
or better health (Model 1a: OR= 1.435, p <0.05, CI 95%: 1.040-1.979 and Model 1b: OR= 
1.712, p <0.01, CI 95%: 1.250-2.344), while that IR increases the likelihood of perceiving 
oneself to be better health (Model 3b: OR= 1.191, p <0.05, CI 95%: 1.028-1.379). In the models 
of worse vs. better comparative health, the higher the social support, better family functioning 
and higher education, the higher the likelihood of perceiving oneself to be in better health 
than one’s peers (Model 1b: OR= 1.046, p <0.05, CI 95%: 1.009-1.084; OR= 1.850, p <0.01, 
CI 95%: 1.287-2.660; ORhigher_educ= 4.741, p <0.05, CI 95%: 2.384-7.920; Model 2b: OR= 

Table 4.   Regression Models
Multinomial Logistic Regression

Perception of health compared to other people of the same age (base: worse)
Model 1a 

(worse vs Same)
Model 1b 

(worse vs better)
Model 2a 

(worse vs same)
Model 2b 

(worse vs better)
Model 3a 

(worse vs same)
Model 3b 

(worse vs better)
B (Exp) B (Exp) B (Exp) B (Exp) B (Exp) B (Exp)

ORA 1.435* 1.712**
(0.2356) (0.2746)

NORA 0.924 1.265
(0.1397) (0.1872)

IR 1.041 1.191*
(0.0785) (0.0894)

MOS-SS scale 1.101 (0.0180) 1.046* (0.0189) 1.021 1.052** 1.006 1.045*
(0.0184) (0.0191) (0.0185) (0.0195)

Apgar scale 1.467 (0.2729)* 1.850** (0.3425) 1.348 1.677** 1.479* 1.720**
(0.2576) (0.3178) (0.2829) (0.3260)

Secondary Education 1.621** (0.2758) 2.057** (0.3420) 1.641** 2.110** 1.659** 2.062**
(.2858) (0.3579) (0.2847) (0.3457)

Higher Education 3.389** (0.9030) 4.741** (1.241) 3.216** 4.462** 3.545** 4.919**
(0.8612) (1.172) (0.9697) (1.322)

Female 0.702* (0.1157) 0.679* (0.1099) 0.754+ 0.708* 0.705* 0.671**
(0.1269) (0.1170) (0.1192) (0.1114)

Age 1.006 (0.0093) 1.016+ (0.0092) 1.005 1.102 1.007 1.017+
(0.0094) (0.0093) (0.0094) (0.0093)

Living with a partner 0.961 (0.079) 0.933 (0.0758) 0.959 0.935 0.970 0.941
(0.0789) (0.0752) (0.0802) (0.0767)

Constant 1.376 0.300 1.323 0.373 1.284 0.176
R2/ Seudo R2	 0.029 0.027 0.028
** p <0.01; *p <0.05; +p <0.10
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1.052, p <0.01, CI 95%: 1.016-1.091; OR= 1.677, p <0.01, CI 95%: 1.156-2.431; ORhigher_educ= 
4.462, p <0.05, CI 95%: 2.667-7.467; Model 3b: OR= 1.045, p <0.05, CI 95%: 1.008-1.084; OR= 
1.720, p <0.01, CI 95%: 1.186-2.494; ORhigher_educ= 4.919, p <0.01, CI 95%: 2.904-8.332), while 
being a woman is associated with a lower likelihood of being in better health than one’s peers 
(Model 1b: OR= 0.679, p <0.05, CI 95%: 0.494-0.932; Model 2b: OR= 0.708, p <0.05, CI 95%: 
0.512-0.979; Model 3b: OR= 0.671, p <0.01, CI 95%: 0.484-0.929).

Discussion

As stated by the World Health Organisation, psychosocial aspects of health and quality of life 
are relevant elements for assessing and promoting health. In this context, religiosity appears 
as a resource that could positively affect both the physical and mental health of the older 
population, thereby promoting successful ageing14.

Thus, this study aimed to establish the association between religiosity - understood as 
a multidimensional concept - and various physical and functional health indicators in 
older people in Chile. The evidence suggests that the relationship between religiosity and 
health in the elderly population does indeed vary according to the dimension of religiosity 
being considered. It also varies according to the health indicator used, suggesting that the 
relationship between these variables is rather complex. The findings of this study, therefore, 
do not support the hypothesis that older people who are more religious in the organizational, 
non-organizational and intrinsic dimensions have better indicators of physical and functional 
health. Rather, the results show that this relationship is significant only for some of the 
dimensions of religiosity included and some of the health indicators measured.

More precisely, a significant relationship was found between ORA and a lower likelihood of 
functional dependency, while NORA increases the likelihood of functional dependence, which 
is consistent with other studies13,16,25,26. The protective effect of religious attendance is explained 
by its association with better health practices, higher numbers of social contacts, and physical 
activity27,28. This social support and physical engagement is ultimately associated with a delay 
in the onset and aggravation of disability,29.

In the case of NORA, the association with the dependency indicator can possibly be explained 
by the endogeneity effect between the two variables. In particular, as physical functioning 
worsens, praying becomes a coping and comfort-seeking resource26. In doing so, people with 
greater functional limitations may be more likely to engage in private religious activities to 
cope with their disabling conditions30. Conversely, declining health and increasing functional 
dependency would lead to a fall in attendance to religious services 3,25,31,32. Future studies may 
help to shed light on the directionality of these relationships.

Furthermore, this study also found a relationship between ORA and a better perception of 
health compared to other people of the same age. This could be explained by the fact that 
religious participation provides people with more regular opportunities to see their friends 
and to show others that they are physically well,28. Likewise, greater attendance is positively 
related to greater optimism, gratitude and better self-concept33, which would imply a better 
comparative perception of one’s health. Following this idea, it should also be noted a positive 
relationship was found between IR and a better perception of health compared to peers. 
Intrinsic religiosity involves the sincere and intentional integration of religion into one’s life24, 
acting as an organizing and motivating force, which in turn would allow for more optimistic 
life orientation34. People with higher levels of spirituality usually find greater meaning 
and one’s purpose of existence35, what it could better the auto perception of one´s own life 
conditions, included the health.

Finally, it should be noted that this study also confirms that having certain social and personal 
resources - in terms of availability of support, good quality of family relationships, and higher 

 http://doi.org/10.25100/cm.v52i2.4794
http://doi.org/10.25100/cm.v52i3.4198
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B14
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B13
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B16
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B25
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B26
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B27
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B28
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B29
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B26
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B30
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B3
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B25
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B31
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B32
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B28
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B33
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B24
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B34
https://www.ncbi.nlm.nih.gov/pmc/tools/article-previewer/articles/instance/2965644/#B35


Colombia Médica | 9/11Apr 10 2022 http://doi.org/10.25100/cm.v53i2.4846

Religiosity, physical and functional health in older people in Chile

levels of education - predict better physical and functional health of older people. Similarly, 
being a woman and older is associated with poorer health conditions in old age, which is 
consistent with previous literature ,36,37.

Conclusion

Organizational religiosity is a psychosocial resource that is positively associated with the 
process of successful ageing.

From the above, it becomes important to promote different actions to facilitate the religious 
participation of older people, considering the heterogeneity of this group, insofar as this - as 
well as other types of social participation - is a resource that protects better aging.
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