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Objectives: To determine if pa-
tient satisfaction varies by level
ofindividual religiosity. Methods:
Data from the Health and Retire-
ment Study (HRS), a nationally
representative sample of older
adults in the United States, were
used to assess the relationship
between religious salience (im-
portance) and patients’ satisfac-
tion with their health care en-
counters. Results: Higher levels
of religious salience are signifi-

cantly related to being very satis-
fied with one’s health care, even
after demographic, social, and
health variables are taken into
account. Conclusions: Research-
ers, practitioners, and adminis-
trators should be aware that reli-
gion may significantly influence
how patients rate their health
care experiences.

Key words: religion, patient sat-
isfaction, health care, aging

Am J Health Behav. 2006;30(1):85-91

cept for researchers, practitioners,
and administrators to understand
because it is commonly used to assess
quality of care and can predict a wide
variety of health-related behaviors and
outcomes. As a proxy for quality of care,
satisfaction is used to compare different
sources of health care, detect problems
for potential improvement, and identify
unhappy patients, among other functions.’
In addition, patient satisfaction has gar-
nered an increasing amount of attention
because of its relationships with other
health-related outcomes. For example,
satisfaction with care has been linked to
treatment compliance,?* recall of medi-
cal advice,® utilization of care,® and health-
related quality of life among diabetics.”
Despite the potential importance of
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this concept as both a measure of health
‘care quality and a predictor of subsequent
health-related outcomes, the determi-
nants of patient satisfaction are not en-
tirely clear. Although many researchers
have established demographic and health-
related correlates of satisfaction, such as
age,!2® race,® and health status,!® less
attention has been paid to psychosocial or
cultural factors. In fact, no studies were
found that addressed the possible influ-
ence of religion on patient satisfaction.
Although often neglected in the medi-
cal and public health literatures, religion
is an important factor to study because of
its significance to many adults in the
United States. Religion may be particu-
larly salient for older adults, because they
are more likely to report that religion is
very important in their lives, belong to
religious organizations, pray, and attend
church.!*'2? For example, over three fourths
of elderly respondents maintain that reli-
gion is very important in their lives (ie,
they have high levels of religious sa-
lience).!3  Furthermore, weekly church
attendance rates increase at every age
group, with those 65 and older reporting
the highest level of attendance.!*!* Both
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the significance of religion in many older
adults’ lives and the extent of their in-
volvement in religious activities may help
to explain the influence of religion in a
wide variety of areas, including health.
In fact, hundreds of studies have already
documented religion’s effect on a diverse
set of health-related behaviors and out-
comes (for review, see Koenig, et al'®). For
example, religious variation has been
found within physical and mental health
outcomes, health behaviors such as smok-
ing and drinking, and even the use of
health care services.

However, information on a possible con-
nection between religion and attitudes
related to the health care system is lack-
ing. To explore this relationship, a na-
tional survey of older adults is used to
assess the effect of religious salience on
patient satisfaction with the quality, cost,
and convenience of their health care
encounters. Possible demographic, so-
cioeconomic, and health-related predic-
tors of satisfaction are also examined.

METHODS

Data

Data for the analyses come from the
Health and Retirement Study (HRS). The
HRS is a nationally representative survey
of noninstitutionalized older adults in the
United States. It was originally designed to
examine preretirement-age adults (aged
51-61 in 1992}).1° In 1998, the original HRS
sample was combined with 3 different
samples: Assets and Health Dynamics
among the Oldest Old (AHEAD), which rep-
resents those born between 1890 and 1923;
Children of the Depression (CODA), which
represents those born from 1924 to 1930;
and the “War Babies,” who were born be-
tween 1942 and 1947. This created a data
set (HRS 1998) representative of all indi-
viduals born between 1890 and 1947.1¢ The
HRS has a multistage probability sam-
pling design that includes oversamples
for African Americans, Hispanics, and
residents of Florida.!® After individuals
outside this age range were excluded,
there were 14,806 respondents. Of these,
those missing data for the religion or
satisfaction questions were also excluded
(n=25 and n=224, respectively). The final
sample size is 14,557 respondents.

Measures

The primary independent variable
measures an individual’s religious sa-
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lience. The wording of the question is as
follows: “How important would you say
religion is in your life: is it very impor-
tant, somewhat important, or not too im-
portant?” In preliminary analyses, the
latter 2 categories were not significantly
different in respect to satisfaction and,
thus, were combined. Therefore, reli-
gious salience is measured with a di-
chotomous variable that compares indi-
viduals who report that religion is very
important in their lives versus all others.
The dependent variable of interest is sat-
isfaction with health care. For this mea-
sure, the respondents were asked the
following question: “Now, thinking about
the quality, cost, and convenience of your
health care, altogether would you say that
you are very satisfied, somewhat satis-
fied, or not satisfied at all with your health
care?” Responses were reverse coded so
that higher scores represent higher lev-
els of satisfaction.

Sociodemographic variables. Age is
measured as a continuous variable. Gen-
der is a dichotomous variable with fe-
males representing the reference group.
The race and ethnicity variables indicate
whether the individual is non-Hispanic
white, non-Hispanic Black, or Hispanic.
Marital status is measured with a di-
chotomous variable comparing married
individuals to those who are divorced,
separated, widowed, or never married.
Education is a count variable indicating
the number of years of schooling the
respondent completed. The highest year
(17) includes all individuals with greater
than a college degree. Net worth, which is
considered to be a better indicator of fi-
nancial status than income for older
adults,'”1® is measured as a continuous
variable in units of $100,000.

Health status. Due to the known rela-
tionship between health and patient sat-
isfaction,!® the regression models also
control for several measures of health
status. Self-rated health is measured
with a question asking respondents to
evaluate their health over the past 2
years. More specifically, individuals were
asked, “Would you say your health is
excellent, very good, good, fair, or poor?”
Higher scores represent worse self-rated
health. Functional limitations were mea-
sured with 10 questions regarding activi-
ties of daily living (eg, walking one block,
kneeling, or getting up from a chair). The
variable used indicates whether or not
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Table 1
Descriptive Statistics and Correlations for Religious Salience,
Covariates, and Satisfaction with Health Care®.
Correlation With
N Percent® Satisfaction®
Satisfaction With Health Care
Very satisfied 7641 52 -
Somewhat satisfied 5830 40 -
Not satisfied at ail 1086 7 --
Religious Salience -
Very important 9336 64 FEx
Somewhat or not too important _ 5221 36
Sociodemographic Variables
Age(51-106, mean) 67.0¢ - A
Gender
Female - 8230 57 ns.
Male 6327 43 -
Race/Ethnicity
NH Black 2083 14 *E
Hispanic 1111 8 n.s.
NH White 11363 78 --
Marital status
Married 9436 65 *rE
Unmarried 5121 45 -
Education (0-17, mean) 119 - ¥k d
Net Worth (in $100,000’s; -66.7-865.3, mean) 3.26 - 1.s.
Health Variables /
Self-rated health (1-5, mean) 2.94 -- i
Any activity limitations
Yes -~ 9465 65 il
No 5092 35 --
Chronic conditions (0-6, mean) 1.10 - il
Depressive symptoms (0-8, mean) 3.24 -- *¥%
Note.
~a HRS, 1998; N=14,557; Unweighted data
b Percentages may not add to 100 due to rounding.
¢ Based on Wald chi-square tests; one test per set of variables (ie, salience)
d For ordinal or count variables, means are displayed instead of frequencies
* P<.05; ¥* P<.01; *** P<.001; n.s. = nonsignificant

the respondent had any difficulties with
the chosen activities. The final measure
of physical health is the total number of
chronic conditions. This count repre-
sents the presence of hypertension, heart
disease, cancer, diabetes, chronic lung
disease, and stroke. One measure of
mental health is also included. The CES-
D depression scale!®? measures depres-
sive symptoms with a scale created with
8 individual items. These items include
questions about feeling depressed, hav-
ing poor sleep quality, being lonely, hav-
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ing a poor appetite, and having other
symptoms of depression.!® Higher scores
indicate poorer mental health.

Analyses

Univariate analyses provide frequen-
cies for each of the variables included in
the regression models. In addition, corre-
lations between the controls variables
and satisfaction are determined and sig-
nificance levels (using Wald chi-square
tests) are shown. Due to the categorical
nature of the outcome variable, multino-
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Table 2
Multinomial Logistic Regression Estimates of the Relationship
Between Religious Salience and Satisfaction With Health Care*®
Level of Satisfaction®
Somewhat Satisfied Very Satisfied
Religious Salience
Very important 1.02 1.22%+
Sociedemographic Variables
Age 1.04%%+ 1.07%**
Female 0.93 0.98
Black i 1.02 0.84
Hispanic 0.83 0.85
Married 1.33%+* 1.34%*+
Education 1.07%%* 1.08***
Net Worth 1.01* 1.01
Health Variables
Self-rated health 0.86%* 0.71%%%
Any activity limitations 0.86* 0.73%**
Chronic conditions 1.04 1.17%%#*
Depressive symptoms 0.93%%% 0.91%*+
Intercept 0.28%%+* 0.12%%+
Note.
a HRS, 1998; N=14,557; Weighted data
b Logistic Regression Odds Ratios - -
¢ The reference category is “Not Satisfied At AIl”
¥ <,05; ** <.01; *** <001 (2-tailed test)

mial logistic regression models are used
for the multivariate analyses. Estimates
are displayed as odds ratios. For the
control variables with minimal amounts
of missing data (ie, data are missing for
less than 5% of the respondents}, mean
values are imputed. Values for missing
data in the primary independent and de-
pendent variables were not imputed, but
are instead dropped from the respective
analyses.

RESULTS

Sample Characteristics

Approximately half of the sample re-
ports being very satisfied with their health
care, and most of the remainder are some-
what satisfied (Table 1}. Less than 10%
report the lowest level of satisfaction.
Similarly, almost two thirds of the respon-
dents report that religion is very impor-
tant to them. The mean age of the sample
is 67 years, and just over half of the
respondents are female. Small propor-
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tions of the sample are Black or Hispanic.
Nearly two thirds are married, and most
have a high school education. Net worth
is high, with the average respondent hav-
ing a net worth of over $300,000. The
health variables indicate that most re-
spondents rate themselves as having good
health and approximately two thirds have
at least one activity limitation. On aver-
age, individuals have one chronic condi-
tion and just over 3 depressive symptoms.

The final column in Table 1 displays
the results of the Wald chi-square tests.
These tests indicate that several of the
demographic and social characteristic
variance estimates are not significantly
different from zero. Specifically, gender,
ethnicity, and net worth all fail to achieve
significance at the .05 level. Accordingly,
these variables are excluded from the
following regression analyses.

Regression Analyses
The multinomial logistic regression



estimates are provided in Table 2. The
odds ratios represent the relationships
between salience and levels of satisfac-
tion, controlling for the sociodemographic
and health variables. The models -indi-
cate that religious salience is signifi-
cantly related to the highest level of sat-
isfaction (Very Satisfied), but not the
middle level {Somewhat Satisfied). Spe-
cifically, individuals with higher levels of
religious salience have a 22% higher
likelihood of being very satisfied, com-
pared to individuals with low levels of
salience (O.R.=1.22, P<.01).

Sociodemographic variables that are
significantly associated with levels of sat-
isfaction include age, marital status, and
education. Here, higher levels of satis-
faction are seen for older adults, those
who are married, and those with higher
educations. The various measures of
health included in this study are also
significantly related to satisfaction. Indi-
viduals with worse subjective health, any
activity limitations, and more depressive
symptoms are all less likely to be satisfied
with their health care compared to those
with better physical and mental health.
Interestingly, those individuals with more
chronic conditions were more likely to be
highly satisfied than were individuals
with fewer conditions.

DISCUSSION

The current study examines how reli-
gious salience is related to overall patient
satisfaction with the quality, cost, and
convenience of past health care encoun-
ters. Using nationally representative data,
the findings indicate that religion is posi-
tively associated with levels of patient
satisfaction. More specifically, a high
level of religious salience is significantly
related to being very satisfied with one’s
health care, even after demographic, so-
cial, and health variables are taken into
account. This finding is important be-
cause it gives researchers, practitioners,
and health care administrators additional
insight into the factors that may influ-
ence how patients rate their experiences
with the health care system.

Certain previous findings regarding
other factors that influence patient satis-
faction were confirmed by the current
study. For example, older individuals
tend to be more satisfied with their health
care.!2® Interestingly, no race differences
were seen here, in contrast to previous
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work.® Of the social characteristics in-
cluded in this study, having greater social
resources, such as a spouse or more
education, was positively related to satis-
faction. Finally, as found before, better
health is associated with greater patient
satisfaction.®1® QOne exception is that
individuals with more chronic conditions
have significantly higher levels of satis-
faction with their health care. One pos-
sible explanation for this finding is that
these individuals have more frequent
contact with their physicians and the
health care system. A closer relationship
may lead to greater trust and familiarity,
which could be expected to increase lev-
els of satisfaction.

Patient satisfaction is garnering an
increasing amount of attention because
of its correlations with other important
outcomes, as well as its use as a measure
of quality of care. As noted earlier, satis-
faction is associated with numerous
health-related behaviors, such as treat-
ment compliance?* and utilization of ser-
vices.® In addition, the changing nature
of the health care system has elevated
the need for a better understanding of
this concept. Health care administrators
{and researchers) often consider satis-

_faction to be a proxy for quality even

though the exact meaning of the concept
is not well understood.*2?!-*2 More specifi-
cally, the practice of treating patients as
consumers and using research findings,
such as quality assessments, to make
management decisions necessitates fur-
ther exploration of the predictors of pa-
tient satisfaction.?®

Although the current study is unable to
provide evidence of causal pathways, it is
still interesting to speculate on possible
explanations for the relationship between
religion and patient satisfaction. To be-
gin, it must be noted that religious indi-
viduals may be more satisfied with all
aspects of their lives. Indeed, previous
research supports religious variation in
all facets of subjective well-being, includ-
ing levels of life satisfaction.!>?*® Thus, the
higher levels of patient satisfaction seen
in the current study may simply reflect a
greater overall satisfaction of religious
individuals in all areas.

The higher levels of satisfaction seen
for more religious individuals may stem
from several factors, such as general re-
ligious beliefs and teachings or, perhaps,
aspects of socialization derived from in-
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volvement with a religious organization.
For example, it is possible that the effects
seen here are due to religious teachings
that encourage adherents to hold more
positive worldviews and more pro-social
attitudes.?* In addition, health care-re-
lated satisfaction may vary because reli-
gious individuals may believe that health
care providers are tools of God. If physi-
cians are believed to be guided by a higher
being, they are apt to be perceived as
more trustworthy and even more skilled,
which would presumably increase satis-
faction ratings. Beyond personal faith,
belonging to a religious organization may
also influence individual’s attitudes. Two
older studies found that church atten-
dance is related to general trust in people,
with more frequént attendance being as-
sociated with higher levels of trust.?526
Because individuals are apt to be more
satisfied with providers that they trust,
this may be one way through which reli-
gion influences patient satisfaction.

A connection between religious sa-
lience and satisfaction could also follow a
more indirect pathway— through the pro-
vider. For example, previous research
has shown that religious individuals are
viewed as friendlier, more interested,
and more open compared to those for
whom religion is less important.?” Prior
studies have also found that a physician’s
personal feelings about a patient are cor-
related with patient satisfaction.?*?® In
other words, if physicians perceive reli-
gious individuals more positively, they
may presumably alter their behavior ac-
cordingly, and this could lead to higher
satisfaction ratings by the patient.

Implications stemming from this type
of research may be more evident once
these potential mechanisms, and others,
are explored in greater depth. Although
evidence of a positive connection between
religion and various health-related atti-
tudes and behaviors is found in the litera-
ture (and in the current study), this type
of work does not support forcing religion
on the nonreligious. Instead, these stud-
ies are informative to health care provid-
ers primarily for the insight they can add
concerning the predictors of patient sat-
isfaction or other health-related outcomes.
For instance, if it is found that religious
salience influences satisfaction through
greater trust, improvements in satisfac-
tion may be realized by extending the
amount of time physicians can spend
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getting to know their patients or by in-
creasing physician knowledge of effec-
tive patient-physician communication
skills. Information on “nonmutable” risk
factors, such as low religious salience,
can also be useful for the purpose of tar-
geting. Although alerting health care
providers to pay special attention to non-
religious individuals is not warranted,
this type of information may be valuable
as researchers and providers begin to
create a profile of who is most likely to be
dissatisfied with their health care expe-
riences.

However, the preliminary nature and
limitations of this study must be taken
into account before any conclusions are
drawn. As mentioned above, longitudinal
data would be better able to address the
issue of temporal ordering (one criteria of
causality) among the primary indepen-
dent and dependent variables. In gen-
eral, more detailed analyses are needed
to provide information about the mecha-
nisms guiding this relationship. More-
over, the current study uses a very lim-
ited measure of satisfaction, based on
only one question. A more extensive
measure, preferably with tests of reliabil-
ity and validity, would strengthen the
results of this study.’® Finally, informa-
tion about different aspects of religion,
such as service attendance, affiliation, or
specific religiously based health-related
beliefs, would help to clarify its relation-
ship with patient satisfaction.

Despite these limitations, this study
takes a first step to understanding a pre-
viously ignored determinant of patient
satisfaction. It also provides support for
future studies in this area and gives
continued support for exploring the role of
religion in health care behaviors and
outcomes. u

REFERENCES

1.Jackson JL, Chamberlin J, Kroenke K. Pre-
dictors of patient satisfaction. Soc Sci Med.
2001;52:609-620.

2.Hall JA, Dornan MC. Patient sociodemographic
characteristics as predictors of satisfaction
with medical care: a meta-analysis. Soc Sci
Med. 1990;30(7):811-818.

3.Sherbourne CD, Hays RD, Ordway L, et al
Antecedents of adherence to medical recom-
mendations: results from the Medical Out-
comes Study. J Beh Med. 1992;15(5):447-468.

4. Winefield HR, Murrell TG, Clifford J. Process
and outcomes in general practice consulta-
tions: problems in defining high quality of



care. Soc Sci Med. 1995;41(7):969-975.
5.Parkin DM. Survey of the success of commu-
nications between hospital staff and patients.
Pub Health (London). 1976;90:203-209.
6.Pascoe GC. Patient satisfaction in primary
health care: a literature review and analysis.
Eval Prog Plan. 1983;6(3-4):185-210.
7.Redekop WK, Koopmanschap MA, Stolk RP, et
al. Health-related quality of life and treatment
satisfaction in Dutch patients with Type 2
Diabetes. Diab Care. 2002;25(3):458-463.
8.Nguyen Thi PL, Briancon S, Empereur F, et al.
Factos determining inpatient satisfaction with
care. Soc Sci Med. 2002;54:493-504.

9.Saha S, Arbelaez JJ, Cooper LA. Patient-
physician relationships and racial disparities
in the quality of health care. Am J Pub Health.
2003;93(10):1713-1719. R

10.Hall JA, Feldstein M, Fretwell MD, et al.
Older patients health status and satisfaction
with medical care in an HMO population. Med
Care. 1990;28:261-270.

11.Markides KS. Aging, religiosity, and adjust-
ment: a longitudinal analysis. J Gerontology.
1983;38(5):621-625.

12.McFadden SH. Religion and well-being in
aging persons in an aging society. J Soc
Issues. 1995;51(2):161-175.

13.Gallup Report, The. Religion in America. The
Guallup Report. 1987:259.

14 Princeton Religious Research Center. Impor-
tance of religion climbing again. PRRC Emerg-
ing Trends. 1994;16(1):1-4.

15.Koenig HG, McCullough M, Larson D. The
Handbook of Religion and Health. Oxford
University Press: New York, 2001:1-712.

16.Health and Retirement Survey website. Avail-
able at: http://hrsonline.isr.umich.edu/.
Accessed September S5, 2004.

17.Hurd M. The economic status of the elderly.
Science. 1999;244:659-664.

18.Smith JP, Raynard K. Demographic and eco-
nomic correlates of health in old age. Demog-
raphy. 1997;34:159-170.

19.Ensel WM. Measuring depression: the .CES-D

Am J Health Behav.™ 2006;30(1):85-91

Benjamins

scale. Pp. 51-70 in Social Support, Life Events,
and Depression, Nan Lin, Alfred Dean, Walter
M. Ensel (eds.). New York: Academic Press,
1986.

20.Radloff LS. The CES-D Scale: a self-report
depression scale for research in the general
population. Applied Psychological Measurement.
1977;1(3):385-401.

21 Alazri: MH, Neal RD. The association bétween
satisfaction with services provided in primary
care and outcomes in Type 2 Diabetes Melli-
tus. Diabetic Medicine. 2003;20:486-490.

22.0wens DJ, Batchelor C. Patient satisfaction
and the elderly. Soc Sci Medicine.
1996;42(11):1483-1491.

23.Ellison CG, Gay DA, Glass TA. Does religious
commitment contribute to individual life sat-
isfaction? Social Forces. 1989;68:100-123.

24 Ellison CG, Levin JS. The religion-health
connection: evidence, theory, and future di-
rections. Health Educ Behav. 1998,25(6):700-
720.

25.Bahr HM, Martin TK. “And thy neighbor as
thyself”: self-esteem and faith in people as
correlates of religiosity and family solidarity
among Middletown High School students.
Journal for the Scientific Study of Religion.
1983;22:132-144.

26.Schoenfeld E. Image of man: the effect of
religion on trust. Review of Religious Research.
1978;20(1):61-67.

27.Ellison CG. Are religious people nice people?
Evidence from the National Survey of Black

- Americans. Social Forces. 1992;71(2):411-430.

28.Hall JA, Epstein AM, DeCiantis ML, et al
Physicians’ liking for their patients: further
evidence for the role of affect in medical care.
Health Psychology. 1993;12:140-146.

29.Like R, Zyzanski SJ. Patient satisfaction and
the clinical encounter: social psychological
determinants. Social Science and Medicine.
1987;24:351-357.

30.Sitzia J. How valid and reliable are patient
satisfaction data? An analysis of 195 studies.
Int J Qual Hlth Care. 1999;11(4):319-328.

91



