
A

K

w
b
e
h
e
a
w
e

T

1
d

Original article

A systematic review of associations among religiosity/spirituality and
adolescent health attitudes and behaviors

Lynn Rew, Ed.D., R.N.a,* and Y. Joel Wong, L.L.B.b
aSchool of Nursing, University of Texas at Austin, Austin, Texas

bDepartment of Educational Psychology, The University of Texas at Austin, Austin, Texas

Manuscript received October 25, 2004; manuscript accepted February 2, 2005

bstract Purpose: To systematically review and synthesize literature concerning the relationships among
religiosity, spirituality, health attitudes, and health behaviors in adolescents.
Methods: Forty-three studies between 1998 and 2003 were systematically reviewed to (a) deter-
mine if the studies were based on conceptual or theoretical frameworks, (b) identify the types of
religiosity and spirituality measures used as well as their effects on health attitudes and behaviors,
(c) evaluate the quality of these measures, (d) determine categories and frequency of measures of
health attitudes and behaviors, (e) evaluate the quality of the research designs, and (f) determine the
effects of religiosity or spirituality on adolescent health attitudes and behaviors.
Results: Over half (n � 26) the studies were atheoretical or had an unclear framework and the other
half were based on a wide variety of conceptual and theoretical models. A total of 37 distinct
religiosity/spirituality variables were identified and varied in specificity. Less than half (n � 21)
reported reliability of the measures and only seven contained information about validity of the
measures. All 43 studies included measures of health-risk behaviors and/or attitudes but only seven
addressed health-promoting behaviors. Most studies (84%) showed that measures of religiosity/
spirituality had positive effects on health attitudes and behaviors.
Conclusions: The variety of studies and measures indicate that religiosity and spirituality may be
important correlates of adolescent health attitudes and behaviors. Although the majority of the
studies reviewed were well designed, there was no consistency in the theoretical bases and
operational definitions of religiosity/spirituality phenomena. © 2006 Society for Adolescent Med-
icine. All rights reserved.
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Adolescent health is strongly related to behaviors learned
ithin a socio-cultural context. It is well documented that
ehaviors linked to social learning and cultural norms can
ither increase or decrease an adolescent’s risk for adverse
ealth outcomes that may persist through adulthood. For
xample, Maney and colleagues [1] found that alcohol use
mong a nationally representative sample of adolescents
as highly associated with troubled relationships with par-

nts and friends as well as having done things they later

*Address correspondence to: Dr. Lynn Rew, 1700 Red River, Austin,
X 78701.
E-mail address: ellerew@mail.utexas.edu

054-139X/06/$ – see front matter © 2006 Society for Adolescent Medicine. All
oi:10.1016/j.jadohealth.2005.02.004
egretted. Moreover, there is mounting evidence that religi-
sity and spirituality are associated with health and well-
eing [2,3]. Recently, researchers have sought to understand
he influence of protective resources such as religious and/or
piritual beliefs and practices on health behaviors in ado-
escents. In a longitudinal study of 7th–10th graders, Wills
t al [4] found that religiosity buffered the effects of life
tress on substance use and provided protection against use
f alcohol, tobacco, and marijuana. Similarly, in a study of
tudents in grades 7–12, Lammers and colleagues [5] found
hat greater religiosity was associated with lower levels of
exual behavior.
In the initial analysis of data from the National Longi-

rights reserved.
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udinal Study on Adolescent Health (Add Health), research-
rs reported an association between high levels of prayer
nd importance of religion and low frequencies of cigarette,
arijuana, and alcohol use as well as later sexual debut [6].
ore recently, further analysis of data from Add Health

howed that religiosity, defined as importance of religion,
ttendance at religious services, and frequency of prayer,
as associated with fewer health-risk behaviors in adoles-

ents with disabilities [7]. Researchers have also found that
frican-American and Hispanic youth are more religious

han white youth, female youth tend to be more religious
han male youth [8,9], and that there is limited evidence that
ounger adolescents are more religious than those who are
lder [9].

The link between religiosity/spirituality (R/S) and health
ehaviors in adolescents is currently poorly understood for
number of reasons. Terms such as religiosity, religious-

ess, religious involvement, and spirituality are often used
nterchangeably. Scholars who study these phenomena have
ot reached consensus on theoretical and operational defi-
itions of these terms [10,11]. Measures of these concepts
ave been quite varied and often consisted of single-item
easures with questionable validity [12,13]. These limita-

ions preclude the development of testable theory from
hich to develop health-promoting interventions. More-
ver, the majority of studies have been cross-sectional
ather than longitudinal, thus preventing evidence of cause-
ffect relationships. Other limitations of current knowledge
re the reliance on anecdotal case histories [14] and the
pplication of adult models to the study of adolescents [15].

In recent years, several scholars have written reviews
bout the association between R/S and adolescent outcomes
16–18] as well as, more specifically, on adolescent health
ehaviors [13,19]. These reviews provide a promising base-
ine for assessing the state of research on this topic. How-
ver, the study of religiosity and spirituality is a potentially
ontroversial topic and, thus, these reviews are subject to
riticisms of subjectivity. Johnson et al [20] suggested that
here are several limitations inherent in traditional reviews
f research literature. First, the reviewer must exercise his
r her judgment to make subjective decisions on which
tudies to include in the review process, thus introducing the
ossibility of personal bias. Second, even if biases are
uspected, the review process is relatively unstructured, and
t is, therefore, difficult to replicate the review process to
ssess potential biases. Third, the interpretation of the stud-
es reviewed is vulnerable to criticisms by others who may
ave a different perspective.

At present, researchers suggest that there is an associa-
ion between religiosity/spirituality and adolescent health
ehaviors. However, to date, there has been no known
ystematic review of the research evidence in this field.
herefore, the purpose of this study was to review and

nalyze systematically the state of recent research concern-
ng the relationship between R/S and adolescent health
ttitudes/behaviors.

ystematic review of research

To counter potential criticisms of bias and subjectivity in
he review of the research on the link between R/S and
dolescent health outcomes, we adopted a review strategy
alled a systematic review (SR) [20]. An SR takes an epi-
emiological examination of the methodology and results
ection of a specific population of studies to reach a
esearch-based consensus on a particular topic. The key
enefit of an SR is that important aspects of the review are
uantified, including clear criteria for the inclusion and
xclusion of studies in the sample as well as the approach
or analyzing the methods for each study. Hence the results
f the review, like any good research, are replicable [20].
n example of an SR is a review conducted by Johnson and
is colleagues [20] in which the literature on the relation-
hips between religiosity and delinquency was systemati-
ally assessed.

ethods

In an SR, the population of interest is a specified group
f research studies rather than a population of individuals.
ur population consists of studies spanning a 6-year period

rom January 1998 to December 2003 in which the rela-
ionship among adolescent R/S and health attitudes and
ehaviors was the primary focus.

ample selection

We searched articles in the following online databases:
INAHL, ERIC, Dissertation Abstracts International, Med-

ine, PsycINFO, and Sociological Abstracts with the follow-
ng key terms: adolescent/adolescence and religiosity, reli-
ion, religious, spiritual, and spirituality. We read the titles
f all papers generated by our search results. If the title of
he paper contained words or phrases related to religiosity
nd spirituality (e.g., faith, religious, prayer, Christian, Or-
hodox Jew, etc.) and words or phrases related to adoles-
ence (e.g., adolescent, children, student, college student,
outh, young adults), the paper was retrieved and read to
scertain if it met the criteria for our SR. To be selected, a
aper must have met the following criteria:

1. Involved empirical research on a group of adoles-
cents with at least one quantified variable of any
kind. Qualitative studies and individual case studies
were excluded.

2. Analyzed the relationship between at least one quan-
tified R/S variable and at least one quantified ado-
lescent health attitude or behavior. For the purposes
of this review, a distinction was made between
health and health attitude/behavior. Health attitudes

and behaviors refer to those dispositions and activ-
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ities that promote health (e.g., healthy diet), prevent
injury (e.g., wearing of seat belts), or threaten the
health of adolescents (e.g., drugs abuse). Studies that
examine other health variables (e.g., frequency of
illnesses) were not included.

3. Examined adolescents’ R/S. Hence, studies that fo-
cused exclusively on the associations among paren-
tal, familial, and/or peer R/S and health attitudes and
behaviors were excluded.

4. Excluded studies that did not specifically examine
the relationships between R/S and health attitudes/
behaviors, even if items on health attitudes and be-
haviors were incorporated as part of a measure of
some other construct (e.g., an omnibus measure of
delinquency that included an item on drug use).

5. Limited to studies where the mean age of the sample
was at least 10 years old and not more than 20 years
old. Studies that did not specify the mean ages of
their samples were excluded if it could not be rea-
sonably inferred that the mean ages of the samples
were between 10 and 20 years.

6. Limited to papers published in peer-reviewed jour-
nals or listed in the Dissertation Abstracts Interna-
tional. Non-peer reviewed journals and other unpub-
lished papers were excluded to ensure that the
studies in the SR were more likely to be rigorous in
their research designs and analyses. However, this
exclusion of unpublished papers might result in pub-
lication bias (e.g., studies that contain statistically
significant results were more likely to be published).
As a compromise, dissertations and theses listed in
the Dissertation Abstracts International were in-
cluded. Dissertations and theses are typically subject
to the scrutiny of thesis or dissertation committees in
a way that is not unlike that of the review process for
articles published in peer-reviewed journals.

7. Limited to samples from the United States. Studies
using international samples were excluded because
our key word search revealed too few international
studies to provide meaningful cross-cultural/country
comparisons.

nalysis

From an initial list of 1375 manuscripts containing the
ey words in the search criteria, a list of 43 studies that met
ll the above search criteria was compiled. Several analyses
ere made to assess the state of research in these studies.
irst, each study was examined to determine if there was a

heoretical or conceptual framework. This was done out of
oncern for building a science of adolescent health. Because
henomena of adolescent health and health behaviors do not
elong to a single disciplinary domain, much of what we

now about these phenomena might be atheoretical and c
escriptive and hence, this hinders the progress of science
21].

Second, the types and frequency of R/S measures used
nd their relationships with adolescent health attitudes and
ehaviors were assessed. Such an analysis helped to ascer-
ain the most and least frequently used R/S measures as well
s the types of R/S measures that consistently exerted pos-
tive effects on adolescent health attitudes and behaviors.
n R/S measure was defined as having a positive effect in
particular study if it was found to be:

1. Inversely associated with at least one health-risk
attitude/behavior measure and not positively associ-
ated with any health-risk attitude/behavior measure
or inversely associated with any health-promoting
attitude/behavior measure; or

2. Positively associated with at least one health-promoting
attitude/behavior measure and not inversely associated
with any health-promoting attitude/behavior mea-
sure or positively associated with any health-risk
attitude/behavior measure.

Consistent with the inclusion criteria for the SR, familial,
arental and peer measures of R/S were not included in the
nalysis. In studies that examined associations between sub-
cales of R/S measures and measures of health attitude/
ehavior, each subscale was treated as a separate measure of
/S.

Third, the quality of R/S measures used was examined.
oenig et al [22] recommended that all studies of religion

nd health should include some evidence that the measures
sed were reliable and valid. In the present review, the
requency and proportion of studies that reported the valid-
ty and reliability of R/S measures used were examined. In
iew of criticisms by scholars [12,13] that studies on R/S
nd adolescent health behaviors rely too heavily on one-
tem measures of R/S, the number and proportion of such
tudies were also analyzed.

Fourth, the frequency and categories of health attitude
nd behavior measures used were analyzed. We were inter-
sted in determining which health attitude and behavior
easures were most frequently used and which measures
ight have been underused. In classifying the health atti-

ude and behavior measures, a distinction was made be-
ween health-risk and health-promoting attitudes and behav-
ors. The former refers to attitudes and behaviors that
hreaten one’s health (e.g., substance abuse), whereas the
atter refers to proactive attitudes and behaviors that pro-
ote health or prevent injury (e.g., wearing of seat belt and

hysical exercise).
Fifth, the quality of research designs was examined. Past

eviews of religiosity and health research [22–24] as well as
f religiosity and adolescent outcomes research [17] have
riticized previous studies for methodological weaknesses
uch as over reliance on cross-sectional data, a lack of

ontrol for confounding variables, and failing to investigate
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ossible mechanisms by which R/S influences health atti-
udes and behaviors. In light of these concerns, the sophis-
ication of research designs was analyzed using the follow-
ng criteria: (a) control of covariates, (b) utilization of
ongitudinal data, and (c) investigation of mediators linking
/S to health attitudes/behaviors.

Sixth, the studies were categorized according to the na-
ure of their reported relationships between R/S and health
ttitudes/behaviors. The studies were classified into four
ategories: positive, none, mixed, and negative effects. A
tudy was defined as having positive effects if:

1. At least one R/S measure was inversely associated
with at least one health-risk attitude/behavior mea-
sure, and none of the R/S measures was positively
associated with any health-risk attitude/behavior
measure or inversely associated with any health-
promoting attitude/behavior measure; or

2. At least one R/S measure was positively associated
with at least one health-promoting attitude/behavior
measure, and none of the R/S measures was in-
versely associated with any health-promoting atti-
tude/behavior measure or positively associated with
any health-risk attitude/behavior measure.

A study was considered to have no effects if none of the
/S measures had significant relationships with any of the
ealth attitude/behaviors measures in the study. A study was
onsidered to have negative effects if:

1. At least one R/S measure was positively associated
with at least one health-risk attitude/behavior mea-
sure, and none of the R/S measures was inversely
associated with any health-risk attitude/behavior
measure or positively associated with any health-
promoting attitude/behavior measure; or

2. At least one R/S measure was inversely associated
with at least one health-promoting attitude/behavior
measure, and none of the R/S measures was posi-
tively associated with any health-promoting attitude/
behavior measure or inversely associated with any
health-risk attitude/behavior measure.

A study was defined as having mixed effects if:

1. At least one R/S measure was inversely related to a
health-risk attitude/behavior measure, and at least
one R/S measure was positively related to a health-
risk attitude/behavior measure or inversely related to
a health-promoting attitude/behavior measure; or

2. At least one R/S measure was positively related to a
health-promoting attitude/behavior measure, and at
least one R/S measure was inversely related to a
health-promoting attitude/behavior measure or pos-
itively related to a health-risk attitude/behavior
measure.
An example of a study with mixed effects is one in which m
rayer is inversely associated with alcohol intake but posi-
ively related to drug abuse. Relationships that were merely
ndicative of statistical trends but were not statistically sig-
ificant were not included in the above analyses.

esults

A total of 43 studies satisfied the above criteria for
nclusion in the review (see Appendix for a list of the
tudies). Of the 43 studies, 12 were dissertations/theses
27.91%) and 31 (72.09%) were articles published in peer-
eviewed journals.

In one study (#14, Appendix), the mean age of the
ample was not reported, but the sample age range was from
5 to 34 years. This study was included in the SR because
t categorized the sample into age-specific groups (e.g.,
5–19 years and 20–24 years) and analyzed the data ac-
ordingly. For the purposes of the SR analysis, the data
elating to the 15–19-year-olds only were examined.

emographics of participants

Twelve studies (27.91%) were conducted with nation-
ide samples of adolescents, 10 of which (23.26%) were
ationally representative samples. Five studies analyzed
ata from the National Longitudinal Study on Adolescent
ealth (Add Health), which involved a nationally represen-

ative sample of adolescents enrolled in schools. None of the
tudies used a sample of out-of-school adolescents. Samples
n six studies (13.95%) were gender-specific (all six were
emale samples) and samples in another six studies
13.95%) were race-specific (all six were African-American
amples).

A small proportion of the studies examined differences
n R/S among different racial, gender, and age/cohort
roups. Six studies (13.95%) analyzed differences in R/S
mong racial groups. All six found that African-American
dolescents and/or African-American and Hispanic adoles-
ents scored significantly higher than white adolescents on
t least one R/S measure. In one of these studies (#9,
ppendix), African-American adolescents also reported

ower levels on one other R/S variable (attendance at reli-
ious services/classes) compared with white adolescents.
o study investigated differences in R/S between Asian
mericans or Native Americans and other racial groups.
Ten studies investigated differences in R/S between gen-

ers, eight of which found significant differences. All eight
tudies reported that female adolescents scored significantly
igher than their male counterparts on at least one R/S
easure.
Five studies analyzed differences in R/S among age/

ohort groups and three of these reported significant differ-
nces. In all three studies, younger adolescents scored sig-
ificantly higher than older adolescents on at least one R/S

easure. In one study (# 34, Appendix), younger adoles-
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ents also reported lower levels on one other R/S measure
ompared with older adolescents.

heoretical frameworks/conceptual models

Table 1 is a summary of the theoretical frameworks or
onceptual models that guided the studies. More than half
n � 26) were atheoretical or did not make the conceptual
rameworks clear, whereas the remaining studies (n �
7) used a wide variety of conceptual and theoretical
odels. Social control theory framed one study and was

sed in conjunction with learning theory and sexual so-
ialization, respectively, in two other studies. Six studies
including one dissertation) referred loosely to concepts
f resilience but did not clearly identify these as the
ramework for the study.

requency, categories and effects of R/S measures

Table 2 shows the categories of R/S measures de-
cribed in the studies. The following categories of R/S
easures were found most frequently: attendance/partic-

pation in religious activities/services (23 studies), com-
osite/generic measures of religiosity (15 studies), reli-
ious importance (10 studies), and religious
enomination/affiliation (9 studies). Table 2 also displays
he number and percentage of studies in which specific
ypes of R/S measures had positive effects on health
ttitudes and behaviors. Among the four most commonly
sed R/S measures discussed above, measures of reli-
ious denomination/affiliation had the lowest proportion
f positive effects (6 out of 9, 66.67%), whereas com-
osite/generic measures of religiosity had the highest

able 1
heoretical frameworks and conceptual models

heoretical framework/conceptual model Frequency of
occurrence

one specified or unclear 26
evelopmental assets framework 2
ocial control theory 1
ocial network theory 1
ocial control and learning theory 1
ocialization influence model 1
llport’s intrinsic and extrinsic religious orientation 1
oy’s adaptation (nursing) model 1
exual socialization and social control theories 1
eer influence and self-rejection theories 1
ower control and Gidden’s modernity theories 1
essage interpretation process model 1

ublic health model of risk-focused prevention 1
ehavior-genetic paradigm 1
onceptual model with no title 1
olistic and resilience models 1
his-worldly supernatural sanctions thesis 1
roportion of positive effects (14 out of 15, 93.33%). t
uality of R/S measures

Only 21 studies (48.84%) provided some evidence of
eliability and only seven studies (16.28%) reported validity
f at least one R/S measure. Among the studies that did not
rovide evidence for the reliability of R/S measures, 13
30.23% of the total number of studies) relied exclusively
n the use of one-item measures of R/S.

requency and categories of health attitude/behavior
easures

Two studies examined health attitudes only (i.e., suicide
deation and intent to use substances). Nine studies ad-
ressed both attitudes and behaviors, and the remaining 32
tudies focused on health behaviors only. Table 3 shows the
ategories of health attitude/behavior measures examined.
he most commonly used health behavior measures were of
lcohol use (18 studies, 41.86%), sexual activity/virginity
tatus (16 studies, 37.21%), and use of generic drugs or
rugs other than marijuana (13 studies, 30.23%). Every
tudy in the sample examined the associations between R/S
nd health-risk attitudes/behaviors. Only seven studies
16.28%) explored the relationships between R/S and
ealth-promoting attitudes/behaviors.

uality of research design

Table 4 is a summary of the quality of research designs
n the studies. The vast majority of studies (39 studies,
0.70%) controlled for covariates (e.g., demographic vari-
bles that are known to be associated with health attitude/
ehavior variables). Five studies (11.63%) explored medi-
ting variables between R/S and health attitudes/behaviors,
our of which (9.30%) used structural equation modeling
echniques. Ten studies (23.26%) used longitudinal data in
he analysis of the links between R/S and health attitudes/
ehaviors.

ffects of RS on health attitudes and behaviors

Table 5 delineates the nature of the relationships among
/S and health attitude and behavior variables. In 36 studies

83.72%), R/S had positive effects on health attitudes and
ehaviors. R/S had no effects in one study (2.33%) and
ixed effects in six studies (13.95%). There were no studies
here R/S had negative effects.
In a few studies, bivariate analyses resulted in positive

ffects of R/S, but such effects ceased to be statistically
ignificant when subsequent statistical analyses were con-
ucted using the control of covariates variables (e.g., mul-
iple regression). After taking into account these studies,
ositive effects of R/S on health attitudes/behaviors re-
ained in 33 studies (76.74%). Among the remaining 10

tudies that did not have positive effects (four had no effects
nd six had mixed effects), six of these were found in
ublished articles, whereas four were found in dissertations/

heses.
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iscussion

In general, the results of this SR are consistent with those
f past reviews on adolescent religiosity and health out-
omes. Significantly, R/S appeared to have positive effects
n adolescent health attitudes or behaviors in more than
ight of ten studies in the review. After excluding studies in
hich positive effects ceased to be statistically significant as
result of the control of covariates, R/S continued to have

ositive effects in more than three-quarters of the studies in
he SR.

Slightly more than one-fourth of the studies included
ationwide samples. None of the studies focused on out-
f-school adolescents. Six studies found that African-
merican and/or Hispanic adolescents had higher levels
f R/S than white adolescents. These findings support

able 2
ypes of adolescent RS measures

RS measures T

F

ttendance/participation in religious activities/services 2
omposite/generic measure of religiosity 1
eligious importance 1
eligious denomination/affiliation
onservative/traditional religious beliefs/doctrinal orthodoxy
xtrinsic religiosity

ntrinsic religiosity
omposite/generic measure of spirituality
heism/belief about God
rug use as sinful beliefs
ersonal devotion/private religiosity
greement with family spirituality
lcohol-related God/higher power control beliefs
nticipated punishment in the afterlife
ttitudes toward Adventist standards
elief in higher power and involvement in spiritual practices
ommitment to church doctrine and practice
ivine support
ndorsement of Adventist beliefs
nforcement/violation of Adventist lifestyle
amily religious socialization (extent to which adolescent
talks to parents about faith)

requency of reading holy book
uman spirituality: value life/growth
rayer
ublic religiosity
egular religious instruction
eligious activities focused on caring for others
eligious values
eligious/spiritual practices
piritual connectedness with others
piritual experiences
piritual transcendence
pirituality quest
his-worldly supernatural sanction
niqueness of spirituality
uman spirituality: honesty/helping others
arlier reviews by other scholars [8,9,17]. Those that u
ncluded gender comparisons also support previous find-
ngs that females scored higher on R/S measures than
ales [8]. Similarly, studies that compared age cohorts

ound that younger adolescents scored higher on mea-
ures of R/S than older adolescents [9,17].

Findings from this systematic review provide evidence
or the assertion that the study of R/S is neither concep-
ually clear nor firmly grounded in theory [10,11]. Six
tudies used terms such as “risk” and “protective factors”
hat suggested a resilience framework had been used, but
his was not specified as a framework for the study. The
umber of different frameworks used is further evidence
hat R/S is not currently being studied in an organized
ay.
Similarly, the large number of types of R/S measures

No. with positive effects

cy Percentage
of total

Frequency Percentage of
category

53.49 19 82.61
34.88 14 93.33
23.26 9 90.00
20.93 6 66.67
11.63 3 60.00
9.30 0 0
9.30 1 25.00
6.98 2 66.67
6.98 1 33.33
4.65 2 100
4.65 2 100
2.33 1 100
2.33 1 100
2.33 0 0
2.33 0 0
2.33 0 0
2.33 1 100
2.33 0 0
2.33 1 100
2.33 0 0

2.33 1 100
2.33 1 100
2.33 1 100
2.33 0 0
2.33 1 100
2.33 1 100
2.33 0 0
2.33 1 100
2.33 1 100
2.33 1 100
2.33 1 100
2.33 1 100
2.33 0 0
2.33 1 100
2.33 0 0
2.33 1 100
otal

requen

3
5
0
9
5
4
4
3
3
2
2
1
1
1
1
1
1
1
1
1

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

sed in these studies provides additional evidence of the
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ack of an organized body of knowledge with respect to
ssociations between R/S and adolescent health attitudes/
ehaviors. Attendance or participation in religious activ-
ties/services was used as a measure in approximately
alf the studies. The use of a composite measure of
eligiosity in 15 studies and a composite measure of
pirituality in three studies is somewhat promising, sug-
esting that R/S may be a complex and multidimensional
onstruct, which researchers are beginning to operation-
lize. Other measures are vague (e.g., public religiosity)
hereas still others are denomination-specific (e.g., en-
orsement of Adventist standards). Findings from such
tudies provide little information that is useful to profes-
ionals planning comprehensive interventions to promote
dolescent health.

With respect to the effects that specific R/S measures
ad on health attitudes/behaviors, religious denomina-
ion/affiliation had the lowest proportion of positive ef-
ects among the four most commonly used R/S measures.
his might indicate that adolescents’ religious denomi-
ations or affiliations are relatively poor indicators of
/S. Such measures might more accurately reflect their
arents’ choice of religious affiliation rather than their
ersonal religious/spiritual commitment. All the studies
n this review measured health-risk behaviors and this is

useful finding because it reflects our current under-
tanding about the social influences of such behaviors on
dolescent health. Very few studies included measures of
ealth-promoting attitudes and behaviors, an area requir-
ng further study.

Overall, the majority of the research designs used in
hese studies were fairly rigorous. Over 90% controlled
or covariates; nearly one of every four used longitudinal

able 3
ategories of health attitude/behavior measures

ealth attitudes/behaviors Frequency Percentage

eneric health attitudes/behaviors 2 4.65
ealth-risk attitudes/behaviors 43 100
Alcohol use 18 41.86
Sexual activity/virginity status 16 37.21
Drug use (generic/other than marijuana) 13 30.23
Marijuana use 9 20.93
Tobacco use 8 18.60
Violence/aggression/weapon-carrying 6 13.95
Suicide/attempted suicide/suicide ideation 4 9.30
Peer alcohol/marijuana/drug/tobacco use 3 6.98

ealth-promoting attitudes/behaviors 7 16.28
Birth control 5 11.63
Virginity pledge 1 2.33
Generic health-promoting measure 1 2.33
Personal safety 1 2.33
Seat belt use 1 2.33
Diet 1 2.33
Exercise 1 2.33
Sleep 1 2.33
ata, thus making cause– effect statements more plausi-
L

le. However, only five studies conducted mediation
nalyses. Such analyses are important because they help
esearchers explain the mechanisms linking R/S to ado-
escent health attitude/behaviors.

Unfortunately, less than half the studies reported reli-
bility of the R/S measures and only 16% addressed the
ssue of validity. Moreover, nearly one-third of the stud-
es used single-item measures, thus precluding evidence
or reliability and validity of these measures. These find-
ngs support the critiques of other scholars who have
ommented on the poor quality of R/S measures used in
his field of research [12,13].

We acknowledge that there were limitations to this
ystematic review. Studies that did not include one of the
ey terms (e.g., words and phrases related to R/S and
dolescence) in their titles were not included in this
nalysis. For example, the Add Health study of religiosity
nd health-risk behaviors in adolescents with disabilities
id not contain all our search terms in the title [7]. Other
imilar studies may have also been excluded for this
eason [5]. In addition, qualitative studies were not in-
luded, which could have provided rich evidence of per-
onal experiences of the relationship between R/S and
ealth attitudes/behaviors in the words of adolescents
hemselves. Despite these limitations, this SR was rigor-
us in that we examined 1375 manuscript titles, only 43
f which met our search criteria involving the empirical
tudy of the relationships among R/S and adolescent
ealth attitudes and behaviors. All 43 studies were pub-
ished in peer-reviewed journals or were dissertations/
heses, indicating a review process that suggests a level
f rigor.

In summary, the majority of the studies in this review
rovide support for the view that religiosity or spiritual-
ty exerts a positive influence on adolescent health atti-
udes and behaviors. Nevertheless, research in this field
as often been plagued by methodological problems, as
ndicated by the high proportion of studies that did not
rovide evidence for the reliability and validity of the
/S measures used. More complex studies, particularly

hose with mediation analyses and longitudinal designs,
s well as the use of representative samples (including
ut-of school adolescents), are needed. Furthermore, the-
retical and conceptual clarity is needed to frame studies
hat can form the basis for future interventions. Such
larity is also needed to validate the measures of these
henomena. Religiosity and spirituality may be protec-

able 4
uality of research design

Frequency Percentage

ontrolled for covariates 39 90.70
ediating variables 5 11.63
ongitudinal data 10 23.26
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ive resources that develop over time and contribute to
oth short- and long-term health outcomes. More work
eeds to be done to test this hypothesis.
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