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Abstract
The relationship between religiosity and mental health is a relatively common topic in psychology of religion. Many
studies have been performed examining this topic and the results have reported both positive and neutral and even
negative relationships between religious commitment and mental health. The ambiguous findings may be due to the fact
that religion has a multifaceted nature and different aspects of religiosity are differentially related to mental health.
Depending on which definitions of religiosity researchers used, evidence could be supporting a positive or negative
relationship between religiosity and mental health and supporting the position that there is no relationship.
The present study aims to examine interactions of five dimensions of religiosity (Intellect, Ideology, Private Practice,
Religious Experience, Public Practice) with sense of coherence in Polish adults' sample, separately in women and men
in early, middle and late adulthood. Six hundred thirty-six Polish Catholics, 332 women and 304 men, aged between 18
and 79 participated in the research. We applied the Centrality of Religiosity Scale (CRS) by S. Huber and the Sense of
Coherence Scale (SOC-29) by A. Antonovsky. The results suggest that the salutogenic function of religiosity is related
to age and gender. We noted positive relationships between religiosity and SOC in middle-aged men and in female
young and late groups. Implications for intervention are discussed.
Keywords: sense of coherence, religiosity, health
1. Introduction
The relationship between religiosity and mental health is a relatively common topic in psychology of religion (Mueller,
Plevak, & Rummans, 2001). Many studies have been performed examining this topic and the results have been varied.
The majority of empirical data have suggested that religious commitment promotes health (e.g. Koenig & Larson, 2001;
Koenig, McCullough, & Larson, 2001; Mueller et al., 2001; Seybold & Hill, 2001; Koenig, 2009). Religious
commitment correlated positively with: good frame of mind, existential coherence (Ellison, 1991; Saraglou, 2002;
Piedmont, 2005), life-satisfaction (Zwingmann, 1991), personal adjustment (Koenig, Kvale, & Ferrel, 1988; Watson,
Morris, & Hood, 1994), and self-control (Bergin, Masters, & Richard, 1987).
However, there are researchers who believe that the support for the positive relationship between religiosity and health
is weak and unconvincing (Sloan & Bagiella, 2002). Some of them have found religiosity to be negatively correlated
with health (e.g. Schaefer, 1997), and some have found no significant relationships at all (e.g. Lewis, Lanigan, Joseph,
& Fockert, 1997).
The reviews and meta-analyses done in the mid-1980s to early 1990s (e.g. Payne et al., 1991; Gartner, Larson, & Allen,
1991) reported both positive and neutral and even negative relationships between religious commitment and health
(Gartner, Larson, & Allen, 1991; Payne et all, 1991). In Larson`s et all (1992) meta-analysis of the 50 studies that
reported relationships between religiosity and mental health, 36 reported positive effects of religion on mental health,
eight reported a negative effect, and six reported a neutral relationship between religiosity and mental health. The authors
concluded that the ambiguous findings may be due to the fact that religion has a multifaceted nature, and they called for
specificity in how psychologists operationalize religion. It is possible that different aspects of religiosity are differentially
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related to mental health (Larson et al., 1991; cf. Hackney & Sanders, 2003; Seeman, Dubin, & Seeman, 2003).
Following this suggestion Hackey and Sanders (2003) revealed how religiosity and health definitions interact,
producing a pattern in which different dimensions of religiosity (institutional, ideology, personal devotion) demonstrate
different relationships with mental health. Hackney and Sanders (2003) concluded that depending on which definitions
of religiosity researchers used, evidence could be supporting a positive or negative relationship between religiosity and
mental health and supporting the position that there is no relationship. Using institutional religiosity as the defining
characteristic produces the weakest (and the only negative) correlations across the board, with ideology producing
stronger effects, and personal devotion producing the correlations of greatest magnitude.
The present study aims to examine interactions of five dimensions of religiosity (Intellect, Ideology, Private Practice,
Religious Experience, Public Practice) with sense of coherence (SOC) in Polish adults' sample, separately in women
and men in early, middle and late adulthood. The reason why we decided to conduct this study was that a majority of
published studies in this field have used Western, English-speaking samples. Inasmuch as the field of psychology of
religion is in a state of rapid growth, there is a need to use samples derived from countries with different cultural
backgrounds to carry out cross-cultural comparison, and to test the generalisability of these results (c.f. Abdel-Khalek,
2010). Furthermore, religiosity may have different meanings and role in such a traditionally religious environment as
Poland in relation to the Western Christian societies.
1.1 Religiosity
Many general measures of religiosity refer either to its intensity, salience, importance, centrality or to various religiosity
dimensions, e.g. ideology, private practice, attendance at religious services. Most common are single item scales asking
for a self report on the subjective importance of religion, e.g. To what extent are you religious? or How important is
your religion for your life? (cf. Tagay et al., 2006). The validity of one-item scales is debatable, because it remains
unclear which criteria a respondent assesses in order to produce the response. The answer might have been generated
based e.g. on belief, private religious practice or interest in religious questions. Multidimensional measures do not
address the general importance of religion for the individual and relation between the postulated multidimensional
structure of religiosity often remains unclear (S. Huber & O. Huber, 2012).
Huber`s model of religiosity includes also the general importance of religion for an individual and theoretical defined
five dimensions of religiosity which can be considered as a representative for the total of religious life. It refers to the
multidimensional model of religion by Charles Glock (Glock & Stark, 1965) and the perspective of personality
psychology inspired by ideas of Allport and Ross (1967) and Kelly (1955).
Glock‘s approach is originated in sociology of religion. He defined five dimensions of religion constituting a general
frame of reference for empirical research: Intellect, Ideology, Private Practice, Religious Experience and Public Practice
(Stark & Glock, 1970). The five core dimensions, while being developed from a sociological perspective, do also cover
religiosity from a psychological perspective as they denote distinguishable psychological modes of the representation of
religious contents. Intellect and Ideology refer to thought, Public Practice and Private Practice refer to action, and
Religious Experience to emotion and perception (S. Huber & O. Huber, 2012).
According to Huber (2003) the concept of the personal religious construct-system is the unifying psychological entity in
which the core dimensions merge. Referring to Kelly`s (1995) personality theory, a personal construct is an inner
representation of world, a template of meaning which makes the anticipation of events possible and structurizes human
experiences and behaviors. The personal system of religious constructs can be defined as a superstructure in personality
which consists of all personal constructs related to the individual religiosity. A personal religious construct is activated
when an individual anticipates something with a religious meaning. Consequently, the five core dimensions can be seen
as channels or modes in which personal religious constructs are shaped and activated. The activation or religious
constructs in personality can be regarded as a valid measure of the degree of religiosity of the individual (S. Huber & O.
Huber, 2012).
1.2 Sense of Coherence
Traditionally, health research in the biomedical paradigm has focused on seeking and understanding of factors that lead
to ill-health, and developing ways to prevent or remedy the effects of such pathogenic factors. A contrasting approach is
found in salutogenesis, an approach to health theory that focuses on the identification and promotion of ways in which
health can be recovered, maintained, or enhanced (Tsuno & Yamazaki, 2007).
Sense of Coherence (SOC), a core concept of salutogenic theory, is posited by Antonovsky (1979, 2005) to be a crucial
variable in the alleviation of stress and the maintenance of health. SOC is a global approach to life or underlying
personality characteristic that expresses the extent to which one has a pervasive, enduring though dynamic feeling of
confidence that:
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1) the stimuli deriving from one’s internal and external environments in the course of living are structured,
predictable and explicable (Comprehensibility);
2) the resources are available to one to meet the demands posed by these stimuli (Manageability);
3) these demands are challenges, worthy of investment and engagement (Meaningfulness).
SOC arises as a result of experiences gathered in childhood, adolescence, till the early adulthood when an individual
becomes relatively stable. Researchers observed that SOC was strongly linked to both physical and mental health
outcomes (e.g. Bengel, Strittmatterm, & Willmann, 1999). These relationships were observed regardless of age, gender,
ethnic descent and nationality (Antonovsky, 1993; Eriksson & Lindstrom, 2006). Some authors consider these results as
the empirical support for the thesis that SOC promotes health (Tagay et al., 2006).
1.3 Research Problem
According to Antonovsky (1993), systems of socio-cultural beliefs are significant predictors of how SOC is formed.
Religious traditions may also have the function of such systems as they provide structures and motives which can
multiply the number of potential way of coping with difficult situations (Berger, 1967; Pargament, 1990). However,
religion matters more or differently in different sectors. Various kinds of religious experiences characterize differently
placed social groups and these religious experiences have different consequences for the young and the aged, for
women and men, for lower and higher socioeconomic-status respondents (cf. Jones, 2004; Arévalo, Prado, & Amaro,
2008; Simpson, Cloud, Newman, & Fuqua, 2008; Seeman, Dubin, & Seeman, 2003). Moreover, the results of the
studies conducted by the Bertelsman’s Foundation (Zarzycka, 2009) on a representative adult sample indicated clearly
that, in the Polish sample, the role of religiosity varies according to age and gender. In this respect, we decided to focus
on specialized groups—this is why we recruited three different male and female Catholic samples in the early, middle,
and late adulthood. Next, following the suggestion of Huckney and Sanders (2003), we assumed that religiosity will be
treated multidimensionally—this is why we applied the Huber’s model (2003).
This study has three-fold aims: (1) to explore the sex- and age-related differences on the study variables, (2) to examine
the correlations between religiosity and SOC among three age groups, (3) to analyze patterns of relations between two
sets of variables. Three hypotheses were formulated as follows:
1)

Sex- and age-related differences in religiosity and in sense of coherence would be significant between the groups.

2)

There should be positive correlations between religiosity (Centrality, Intellect, Ideology, Private Practice,
Religious Experience, Public Practice) and Sense of Coherence (SOC, Comprehensibility, Manageability, and
Meaningfulness),

3)

Based on the results of the bivariate correlational analysis, we also wanted to extract patterns of correlations.

2. Method
2.1 Participants and Procedure
Six hundred and thirty-six individuals took part in the research, 332 women and 304 men, aged between 18 and 76
years. The mean age of all participants was 41.70 (SD = 16.79). The young age group ranged from 18 to 30 years (M =
22.02; SD = 2.74), the middle age group from 31 to 50 years (M = 42.93; SD = 5.13) and the old age group ranged from
51 to 79 (M = 60.86; SD = 6.24). Among all respondents, 615 individuals (96.7%) declared their religious affiliation as
Catholic (compared to approx. 95% in the general Polish population [Zarzycka, 2009]). Other individuals represented
following religious affiliations: Orthodox (N = 6), Protestant (N = 2) and Jehovah`s Witnesses (N = 3). Eight people
declared themselves as atheists and 2 people did not declare any religious affiliation. Only Catholics were included in
the analysis. Table 1 shows demographic characteristics of each group.
Table 1. Demographic characteristics
Number
Education
Age
Total
Women
Men
Primary
Secondary
Higher
N
%
N
%
N
%
N
%
N
%
N
%
M
SD
18 – 30 220 34.6 115 34.6 105 34.5 10
4.5 147 66.8 63 28.6 22.02
2.74
31 – 50 203 31.9 103 31.0 100 32.9
7
3.4 105 51.7 91 44.8 42.93
5.13
51 – 79 213 33.5 114 34.3 99 32.6 33 15.5 124 58.2 56 26.3 60.86
6.24
Total
636 100.0 332 100.0 304 100.0 220 100.0 203 100.0 213 100.0 41.70 16.79
The study was a part of the project titled “Centrality and contents of the religious constructs’ system versus sense of
coherence”, carried out as a grant funded by the Polish Ministry of Science and Higher Education. The research in 2009
and 2010 was conducted by the 8th-term students of psychology at the John Paul II Catholic University of Lublin as a
Groups
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part of the courses Psychology of Religion and Developmental Psychology. In 2009 the project included surveys among
women and it was supplemented in 2010 by the male sample. Each student surveyed 3 adults (women or men
respectively) representing 3 stages of adulthood: early (18–30 years of age), middle (31–50) and late (51 and older). The
students could get additional credits for accomplishing this task.
Each respondent filled out a set of tests which encompassed 3 methods for the measurement of religiosity and 1 method
for the analysis of sense of coherence, with the following order: Huber`s Centrality of Religiosity Scale, Huber`s
Emotion towards God Scale, Hutsebaut`s Post-critical Beliefs Scale and Antonovsky`s Sense of Coherence Scale. This
paper is based on the relationships between CRS and SOC-29.
2.2 Measures
2.2.1 Centrality of Religiosity Scale (CRS)
CRS is a measure of the centrality, importance or salience of religious constructs in personality. It has been developed
by Huber (2003) and has yet been applied in more than 100 studies in sociology of religion psychology of religion in 25
countries with in total more than 100,000 participants (S. Huber & O. Huber, 2012).
CRS operationalizes Glock`s five core dimensions of religiosity with items that measure either the objective or
subjective frequency, or the intensity of the activation of personal religious constructs specific to the modi of the
dimension. For religious practices, as they are undertaken regularly in most religious traditions and are easily accessible
in frequency format, objective frequencies are asked. For events that may occur less regularly (e.g. thinking about
religious issues or feeling that God or something divine intervenes in one`s life?) subjective frequencies are asked in
five levels (never, rarely, occasionally, often, and very often). The different frequency formats require the recoding of
the objective frequencies into five levels of the subjective frequencies (S. Huber & O. Huber, 2012).
The CRS consists of 15 items divided into five subscales, three items per subscale (S. Huber & O. Huber, 2012; see also
Zarzycka, 2007):
1) Intellect – themes of interest, hermetical skills, styles of thought and interpretation, bodies of knowledge. A general
indicator for this dimension is the frequency of thinking about religious issues (e.g. How often do you think about
religious issues?, How interested are you in learning more about religious topics?). It indicates how often religious
contents are “updated” through the medium of thinking, which leads into the heart of the intellectual dimension.
2) Ideology – beliefs, unquestioned convictions and patterns of plausibility. General indicators of this dimension focus
on the aspect of the plausibility of the existence of a transcendent reality, e.g. “To what extent do you believe in the
existence of God or something divine?”.
3) Private Practive – patterns of action and a personal style of devotion to the transcendence. It focuses both on prayer
and meditation, because they express basic and irreducible forms of addressing oneself to transcendence.
4) Religious Experience – patterns of religious perceptions, a body of religious experiences and feelings. It takes into
consideration two basic forms of experiencing the transcendence: “one-to-one experiences” which correspond to a
dialogical spirituality pattern and “experiences of being at one” corresponding to a participative one.
5) Public Practice – patterns of action, a sense of belonging with respect to a certain social body as well to a certain
ritualized imagination of the transcendence. This dimension expresses the frequency and subjective significance of
the participation in public religious services and provides information on how much individual religiosity is rooted
socially (e.g. How often do you take part in religious services?, How important is it for you to be connected to a
religious community?).
The total result (Centrality) is the sum of the subscales’ results. High score in the total result means a high level of
Centrality and, respectively, high score in the subscale means a high level of its dimension.
In the present study, we applied the authorized adaptation of the CRS scale by Zarzycka (2007, 2011). In adaptation
studies, the author observed high discriminative power of items (0.70    0.92), high reliability and validity (Zarzycka,
2011). For the present sample, the Cronbach’s  for the Centrality was 0.94, and for the subscales the coefficients were
as follows: 0.81 for Intellect (M = 3.11; SD = 0.87), 0.89 for Ideology (M = 4.36; SD = 0.81), 0.87 for Private Practice
(M = 3.89; SD = 0.97), 0.86 for Religious Experience (M = 3.17; SD = 0.93) and 0.80 for Public Practice (M = 3.89;
SD = 0.93).
2.2.2 Sense of Coherence Scale (SOC-29)
We measured sense of coherence (as characterized by the dimensions of Comprehensibility, Manageability, and
Meaningfulness) by the 29-item version of the Sense of Coherence Scale (SOC-29, Antonovsky, 1993).
Comprehensibility was measured by eleven items (e.g., “Do you have the feeling that you are in an unfamiliar situation
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and don’t know what to do?”). We assessed Manageability with ten items (e.g., “How often do you have feelings that
you’re not sure you can keep under control?”), and finally, Meaningfulness by eight items (e.g., “How often do you
have the feeling that there’s little meaning in the things you do in your daily life?”). The response scale is a 7-point
semantic differential scale, in which the response options range from 1 (very seldom or never) to 7 (very often).
Thirteen of the items were reverse scored, so that a low score on each item indicated a high level of Comprehensibility,
Manageability, or Meaningfulness.
For the present sample, the Cronbach’s  for the SOC was 0.88 (M = 4.47; SD = 0.75), and  in the three subscales
were as follows: 0.75 for Comprehensibility (M = 3.97; SD = 0.82), 0.76 for Manageability (M = 4.56; SD = 0.90), and
0.79 for Meaningfulness (M = 5.03; SD = 0.98).
3. Results
First, we compiled descriptive statistics and differences between groups in the analyzed variables. Second, we
investigated the relations between CRS and SOC-29 by means of bivariate correlations, and then we conducted a series
of canonical analyses to capture a relationship between a set of predictor variables (CRS) and a set of criterion variables
(SOC-29). Data from the six groups were analyzed separately.
3.1 Descriptive Statistics
Table 2 sets out the mean, standard deviation, and the F ratios (age, sex) for the study variables. Inspection of this table
indicates that almost all the F ratios were significant. For the sake of brevity, Table 3 summarizes these results.
Reference to this table shows that the age- and sex-related differences were quite obvious, favouring young men on
Sense of Coherence and favouring late adults women on religiosity.
Table 2. Descriptive statistics for women and men in different age groups and differences between age- and sex-groups.
Young adults
Variability

Women
M SD
Intellect
2.76 0.79
Ideology
4.23 0.89
Private Practice
3.62 0.99
Experience
3.08 0.92
Public practice
3.57 0.91
CENTRALITY
3.45 0.71
Comprehensibility 3.67 0.82
Manageability
4.54 0.95
Meaningfulness
5.17 0.95
SOC
4.38 0.77

Men
M SD
2.75 0.84
4.09 0.90
3.37 1.05
2.86 1.01
3.33 1.01
3.27 0.80
3.96 0.66
4.82 0.71
5.28 0.81
4.62 0.61

Middle-aged
Women
M SD
3.22 0.81
4.47 0.72
4.19 0.81
3.29 0.82
4.00 0.81
3.83 0.65
3.87 0.87
4.38 0.83
4.96 0.89
4.35 0.70

Late adults

Men
M SD
3.05 0.78
4.31 0.69
3.67 0.86
2.95 0.79
3.74 0.89
3.54 0.66
4.11 0.78
4.68 0.85
5.02 1.08
4.56 0.78

Women
M SD
3.64 0.82
4.66 0.55
4.50 0.66
3.60 0.85
4.37 0.71
4.15 0.59
4.09 0.89
4.40 1.04
4.84 1.09
4.40 0.85

Men
M SD
3.20 0.82
4.39 0.91
3.95 0.93
3.18 0.97
3.99 0.89
3.74 0.75
4.20 0.81
4.56 0.93
4.98 1.01
4.54 0.76

Age
F
36.55***
11.76***
35.43***
12.04***
37.76***
37.18***
8.65***
2.91
6.02**
0.23

Sex
df
2,630
2,630
2,630
2,630
2,630
2,630
2,624
2,624
2,624
2,624

F
10.23***
9.45**
38.74***
20.79***
18.01***
27.45***
10.87***
11.55***
1.71
10.30***

df
1,630
1,630
1,630
1,630
1,630
1,630
1,624
1,624
1,624
1,624

***p<0.001 **p<0.01 p<0.05
Table 3. The study groups of low versus high mean scores.
Variables
Intellect
Ideology
Private Practice
Experience
Public Practice
CENTRALITY
Comprehensibility
Manageability
Meaningfulness
SOC

The group of low mean score
Male young adults
Male young adults
Male young adults
Male young adults
Male young adults
Male young adults
Female young adults
Female middle adults
Female late adults
Female middle adults

The group of high mean score
Female late adults
Female late adults
Female late adults
Female late adults
Female late adults
Female late adults
Male late adults
Male young adults
Male young adults
Male young adults

3.2 Bivariate Correlations
Table 4 presents the Pearson correlation coefficients among the six samples. Reference to this table shows that the
patterns of correlations between religiosity and sense of coherence dimensions are different in six samples. It is
important to note that the greatest number of correlations were in men in the middle-age group (all correlations
coefficients were statistically significant). On the other hand, a smaller number of significant correlations we observed
in female young and late groups (see Table 4).
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Table 4. Correlation between religiosity (C-15) and Sense of Coherence (SOC-29) for women and men in different age
groups

Men

Women

Sex

C-15

Compr
Intellect
0.08
Ideology
0.06
Private practice -0.01
Experience
-0.01
Public practice -0.02
Centrality
0.02
Intellect
-0.01
Ideology
0.02
Private practice 0.08
Experience
0.04
Public practice 0.06
Centrality
0.03

Age 18 - 30
Manag Meanin
0.13
0.15
0.19* 0.29**
0.05
0.22*
0.08
0.24**
-0.04 0.04
0.10
0.24**
-0.04 0.05
0.01
0.12
0.05
0.13
0.08
0.24*
-0.01 0.03
0.02
0.14

SOC
0.14
0.21*
0.09
0.11
-0.01
0.13
-0.04
0.06
0.10
0.12
0.03
0.08

Compr
0.08
-0.03
-0.02
-0.01
0.02
0.01
0.24*
0.22*
0.32***
0.32***
0.28**
0.34***

Age 31 - 50
Manag Meanin
0.10
0.24*
-0.02
0.06
-0.01
0.02
-0.04
0.10
0.06
0.06
0.02
0.12
0.25*
0.33**
0.38*** 0.46***
0.34*** 0.48***
0.36*** 0.42***
0.30** 0.41***
0.39*** 0.50***

SOC
0.17
-0.03
-0.07
0.02
0.05
0.05
0.31**
0.40***
0.43***
0.41***
0.38***
0.47***

Compr
0.21*
0.04
0.05
0.20*
0.13
0.16
0.02
0.05
0.06
0.12
0.15
0.09

Age 51 - 79
Manag Meanin
0.23* 0.25**
0.06
0.12
0.04
0.12
0.14
0.20*
0.10
0.14
0.15
0.21*
-0.04 0.09
0.11
0.18
0.07
0.16
-0.07 0.09
0.14
0.16
0.06
0.17

SOC
0.27**
0.07
0.08
0.21*
0.14
0.20*
0.01
0.13
0.11
0.08
0.18
0.13

Notes: Compr = Comprehensibility; Manag = Manageability; Meanin = Meaningfulness; SOC = Sense of Coherence
* p < 0.05; ** p < 0.01; *** p<0.001
In late adult women SOC and its dimensions (Comprehensibility, Manageability, Meaningfulness) correlated with
Intellect and Experience (all dimensions but for Manageability, which did not correlate with Experience). Centrality of
religiosity correlated with SOC and Meaningfulness. In young adult women Meaningfulness correlated with four CRS
scales (Ideology, Private Practice, Religious Experience, Centrality). SOC and Manageability correlated with Ideology.
3.3 Canonical Analysis
To investigate a relationship between a set of predictor variables (subscales of CRS) and a set of criterion variables
(subscales of SOC-29), we conducted the canonical correlation analysis for each of the six groups separately. The
results of this analysis revealed one pair of significantly correlated canonical variables in the group of middle-aged men
(see Table 5).
Table 5. Results of canonical correlation between subscales of C-15 and SOC-29 in men aged 3150.
Canonical variables
Men [31 – 50]
C-15
Intellect
Ideology
Private practice
Experience
Public practice
Adx
Rx/y
Rc
R2
Χ2
df
p<
SOC-29
Comprehensibility
Manageability
Meaningfulness
Ady
Ry/x

0.62
0.84
0.91
0.80
0.78
0.63
0.19
0.53
0.28
38.79
15
0.001
0.62
0.77
0.99
0.65
0.18

The canonical correlation coefficient is Rc = 0.53 and it is significant at the level of p < 0.001. The results within
SOC-29 subscales explain the variability in their own set to the extent of 65% (Adx = 0.65), and, respectively, the results
within CRS subscales—63% (Ady = 0.63). Religiosity explains 19% of the variance in the SOC subcomponents. In the
criteria set, all SOC subcomponents were included in the canonical variable, and all CRS subscales—in the predictor set
variable. The correlation signs are positive, therefore the higher religiosity scores, the higher SOC is.
4. Discussion
There has emerged an extensive body of empirical work dealing with the relationship between religiosity and physical
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and mental health, mainly on Western participants (review of research see e.g. Hackney, Sanders, 2003). This study was
intended to investigate the relationship between religiosity and SOC among six samples of Polish adults. The results of
our research make it possible for us to formulate the following conclusions:
1). Sex-related differences were significant on CRS and SOC-29 variables. The differences on CRS favoured women,
whereas the differences on SOC-29 favoured men, in all of comparisons.
Thus, the fact that women score higher in religiosity than men does not seem to be surprising. This has been the general
conclusion in the social scientific and psychological literature, based on Christian samples (see e.g. Argyle &
Beit-Hallahmi, 1975; Batson, Schoenrade, & Ventis, 1993; Beit-Hallahmi & Argyle, 1997; Brown, 1987; Francis, 1993;
Paloutzian, 1996). Moreover, an analysis of survey data in Polish representative sample also finds gender is a significant
factor. Women pay more attention to religiosity than men, 47% of women and only 32% of men exhibited a high
centrality of religiosity. Women pray more often, are more likely to believe in God, and are more religious than men in a
variety of other ways (Zarzycka, 2009). These differences are considered as a reflection of differences in women’s
personality and socialization (Beit-Hallahmi & Argyle, 1997).
However, women tend to have lower SOC scores than men. Antonovsky (2005), although at first considered the sense
of coherence concept “universally meaningful” also from a gender perspective, later agreed that SOC probably was
gender differentiated with age. A study performed on teenagers did not show any gender differences but studies on
adults did. It has been put forward that the female socialization process might be a barrier to the development of a
strong SOC (c.f. Larsson & Kallenberg, 1996; Krantz & Östergren, 2004).
2). Age-related differences were significant on CRS and SOC-29 variables too. The differences on CRS favoured late
adults, whereas the differences on SOC-29 favoured young adults (SOC, Manageability, Meaningfulness). Thus, the
result that religiosity becomes more important to both women and men as they grow older, does not seem to be
surprising. Longitudinal studies show that adults in the United States generally become more religious as they age
(Argue, Johnson, & White, 1999; Miller & Nakamura, 1996). An analysis of survey data in a Polish representative
sample also finds religion rises in importance as people age. Among 18- to 39-year-olds it is accorded a subordinate role,
but one which increases markedly after the age of 40. An even greater acceptance of religion can be seen after the age of
60 (Zarzycka, 2009). Age related increases are connected with life events, namely marriage and child rearing
(Ingersoll-Dayton et al., 2002), declines in health (Kelley-Moore & Ferraro, 2001) and the death of a spouse (Brown,
Nesse, House, & Utz, 2004).
On the other hand, our findings like some of the previous studies (c.f. Krantz & Östergren, 2004) indicated that a level
of SOC is changeable in adult life. This result is not in accordance with the Antonovsky`s (1979) claim that SOC is a
psychological factor being developed during upbringing and giving rise to a certain fixed individual level of coping
ability, as the three components forming the SOC concept (Comprehensibility, Manageability, Meaningfulness) are
considered to be constant phenomena in adult life. We suppose that the level of the SOC may be based on the
intertwined links between a person and his or her sociocultural setting e.g. a position in the social structure, social
network, support, etc. (Krantz & Östergren, 2004).
3). Each of the six correlation matrices comprises ten variables, that is 144 correlation coefficients all in all. 103
correlations (i.e., 70.14%) were non-significant. It could suggest that there is not the relationship between religiosity
and sense of coherence. But the detailed examination of the correlations’ coefficients in each sample revealed varied
correlation templates in women and men, in particular age groups. Interestingly enough, in middle-aged men all
correlations were significant. Whereas there were a few correlations in women – 8 in late adults and 6 in young adults.
Therefore, we suppose that the salutogenic function of religion may be related to gender and age, particularly to
developmental tasks and the characteristics of social roles in adult women and men (Selman, 1976; Havighurst, 1981;
Kegan, 1982).
In women in early adulthood, the identification with religious beliefs seems to be inscribed in nonconformist tendencies
and youthful idealism, which are characteristic for this age group. Making an attempt at differing religious phenomena
from non-religious ones, ideals from the reality of everyday life, they may form a belief that coherent functioning is
possible on the strength of some system, ideal, values—this is probably why the relationship between Ideology and
SOC is so strong (Tonsor, 2000; Weaver, 2003). It is notable that the dimension of Ideology played a significant role
among the youngest respondents in Religionsmonitor 2008 as well (Zarzycka, 2009).
In middle adult women, the involvement in the fulfillment of social and professional roles seems to be a more
integrating factor for the functioning than the relation to beliefs and religious ideals. Women display a stronger
involvement in family life and closer community than men, e.g. it is rather adult daughters than adult sons who are
carers of elderly parents (Cantor, 1983; Himes, Jordan, & Farkes, 1996). Women’s targets and decisions regarding life
are more often related to the family life than it is the case in men (Nurmi, 1996; Rydz & Ramsz, 2007). The domination
of the ”social self” over the ”universalizing self” in women may be present until late adulthood (Kegan, 1980, 1982) as
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well as determine the extent of the coherence processes (Fowler, 1980). We suppose that in women, till late adulthood,
SOC is shaped on the basis of complex social context rather than in relation to universal matters. This is why they do
not “discover” the integrating function of religiosity at this stage of adulthood development (cf. Brzezińska, 2000). It is
not until late adulthood (51–70), upon the completion of adult life tasks, when they come back to religiosity again.
However, it is not Ideology that is the source of SOC at this stage, but the interest in religious issues and personal
religious experience.
Men, in turn, reveal a completely different pattern of the salutogenic function of religiosity. It is the strongest in middle
adulthood. We suppose it could be related to the task of passing faith to the next generation. In this respect, introducing
children, charges and other people to the principles of religion becomes a source for SOC in a man (Cameron et al., 2005).
We cannot preclude that the faster development of the “universalizing self” and weaker meaning of the “social self” in
men may cause the salutogenic function of religiosity to develop earlier, i.e. in middle adulthood, than in women.
4). The canonical analysis revealed the ways in which religiosity and sense of coherence interact and operate. Centrality
of religiosity proved to be a significant predictor of SOC in middle-aged men, i.e. subcomponents of SOC
(Comprehensibility, Manageability, Meaningfulness) increase together with the increase in the dimensions of Centrality:
Intellect, Ideology, Private Practice, Experience and Public Practice. However, in other samples we have not observed
significant patterns of relationships between religiosity and sense of coherence.
Furthermore, the mechanism of relationships between religiosity and SOC may be diversified with regard to gender. In
men (31–50), SOC rises together with the increase of the importance (Centrality) of religion. In women, we have not
noted such a direct dependency. We assume that the mechanism of the salutogenic religiosity function varies between
women and men, i.e. there are different religiosity dimensions responsible for coherence processes in both groups. The
results of our earlier studies suggest following such interpretation. For instance, in our study regarding the relationship
between Post-Critical Beliefs (PCBS) and SOC, we observed that in men the fact of the acceptance of religious contents
itself intensifies the salutogenic function of religiosity but in women, SOC rises together with the increase of the
acceptance of religion and its symbolic understanding (Zarzycka & Rydz, 2013). As the CRS applied in this research
includes only the measures of the traditionally defined religiosity, it was impossible to capture the relationships for the
female sample in the canonical analysis. Therefore, we suppose that, as for the future research, we should include
differentiated measures of religiosity, especially when searching for SOC predictors in women.
Presented explanations are merely a hard effort to structurize the empirical data. There are still an open issue of the
generic interpretation of the relationships of the salutogenic function of religion with gender and development stage. We
suppose that the observed dependencies may be a result of the interaction of numerous factors, in particular of the
measured religiosity aspects and complex development processes. So, their interpretation would require further complex
research and testing hypotheses based on the concepts of religious development of an adult—woman and man. The
results of the presented research might be helpful in setting further research problems.
Probably the greatest limitation of our research is its cross sectional nature, which does not enable us to follow with
causal interpretations. This is, however, a common limitation of cross sectional data. Thus, a longitudinal study may be
needed.
5. Conclusion
The results of the studies presented in literature are inconsistent in terms of the empirical research on the relationships
between religiosity and health. Some authors suggest that religious commitment is correlated with better health
outcomes (Mueller at al., 2001). Other researchers believe that the postulated correlations between religiosity and health
are unconvincing and weak. (Sloan & Bagiella, 2002). Next, numerous psychologists describe religiosity as a
unidimensional construct and the research with the application of the multidimensional religiosity concept are limited to
the division into intrinsic and extrinsic religiosity. This division is, however, criticized on both conceptual and
psychometric grounds (Kirpatrick & Hood, 1990). The multidimensional model of religiosity devised by Huber (2003),
has opened new perspectives for studying religiosityhealth outcomes relation. In the present study, we analyzed the
relationships between Huber’s dimensions of religiosity and SOC. The results suggest that the salutogenic function of
religiosity is related to age and gender. It is most strongly marked in young and late adulthood in women; in men—in
middle adulthood. In men, the increase in SOC coexists with the rise in the Centrality of Religiosity.
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