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Abstract: Tt is recognized that religiosity contributes to psychological well-being of older persons, however,
effects of religiosity on psychological well-being older person with chronic health problems 1s lacking. This
study aimed to examine the mediating effect of religiosity on the relationship between chronic health problems
and psychological well being among Malay Muslim older persons aged 60 years and over. Data for this study
came from the national survey (PSRPWO) that employed a cross-sectional research design conducted from 2007
until 2008 in Pemnsular Malaysia. Religiosity, psychological well being and morbidity were measured using
mtrinsic/extrinsic revised scale, WHO-5 well-being index and a checklist of 16 chronic health problems,
respectively. In this study, the reliability test for WHO-5 Well-Being Index revealed 0.84 Cronbach's ¢ and 0.85
for the religiosity scale. Out of 1415 subjects examined in this study 51.0% were female and 49.0% male. The
mean score for religiosity found 47.1 (SD = 5.87). The mean of psychological well being was 62.36
(3D = 22.47).The mean number of chronic health problems computed was 1.3 (SD = 1.33). The results of multiple
regression analysis and Sobel-test (t = -2.61, p<0.01) indicated that relationship between chronic health
problems and psychological well being is significantly moderated by religiosity. This study implies that
religiosity 1s an important resource in improving psychological well bemng of older persons with chronic health
problems.
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INTRODUCTION

The rapid growth of the aged population in the world
has resulted in international interest in the improvement
of psychological well-being, as a key component of
successful aging (Moen and Fields, 2003) in old age.
Psychological well-being 1s one of the most important and
significant aspects of life among older persons
(Ingersoll-Dayton et af., 2001) and an indicator of the
quality of life of older adults, successful aging and a
focus of empirical study by gerontologists for decades
(Levin and Chatters, 1998). Results of the studies revealed
a clear tendency for individuals with high levels of
psychological well-being to engage in positive activities
when managing daily stress, to have a positive self-regard
and a sense of competence and control (Tuicomepee and
Romano, 2005). Older persons with high psychological
well being feel more confident in their ability to face
challenges and may be better able to identify specific
ways to respond to events of life.

In light of these considerations, many studies in
gerontology field have examined relationship between
psychological well being of older persons and religiosity

as a coping strategy. A growing body of study suggests
religiosity has a significant influence on the psychological
well-being of older adults (Mackenzie et af., 2000).
Clarke (2005) found religiosity 1s positively associated
with a decrease in the amount of depressive symptoms
and a better quality of life. Similarly, Boey (2003) noted
that religious belief and faith are significantly associated
with psychological well-bemg. Similar results were
reported in Canada among 181 adult forensic psycluatric
patients (Mela et al., 2008).

In the study, religiosity has been defined as a
multidimensional concept measuring attitudinal and
behavioral indicators of belief (Mela ef al., 2008) and as
personal beliefs about a higher power (Zinnbauer et al.,
1997).

According to Roget's thesaurus (Lewis, 1966),
religiosity has been synonymized with terms such as
religiousness, faith, belief, loyalty and holiness.

Many recent studies have explored the relationship
between psychological well-being and religiosity and
indicate that religiosity 1s associated with better mental
health and better adjustment with life’s problems. For
example, Clark et al. (1999) stated that individuals who
used religiosity as a coping mechamsm with problems and
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difficulties in life rated lower on aggression, hostility and
rebelliousness than non-religious coppers. In addition,
when a situation 1s uncontrollable, believer accepts
condition rather than focusing on ways to change it.
Similarly, Smith e al. (2003) in a meta-analytic study

mvolving 98975 respondents, found that greater
religiousness 18  associated with less depressive
symptoms.

In addition, a few longitudinal studies have found
that greater religiousness was associated with less
depression in the future (Koenig and Larson, 2001).
Furthermore findings of other show that
religiosity has a favorable effect on survival. For example,
Chida et af. (2009) using meta-analytic methods examined
assoclation between religiosity and mortality. Results of
69 examined studies showed that religiosity was
assoclated with reduced mortality in healthy population
studies but not in diseased population studies. Similarly,
results of a prospective study demonstrated that women
who were more religious had a lower risk of premature
mortality during the following four decades than women
less, or not at all, religious (Clark et al., 1999).

Since, study review supported association between
religiosity and psychological well being and it is also
recognized that chronic health conditions negatively

studies

affect psychological well being of elderly people
(Telicic et al.,1998) and are associated with low mental
health (Piazza et al., 2007).

As mentioned above, it 1s recogmzed that religiosity
contributes to psychological well-being of older persons,
however mediating effects of religiosity on psychological
well-being older person with chronic health problems is
lacking. This study aimed to examme the mediating effect
of religiosity on the relationship between chronic health
problems and psychological well being among Malay
Muslim older persons aged 60 years and over.

MATERIALS AND METHODS

The data for this study derived from a national
survey entitled Patterns of Social Relationship and
Psychological Well Being among Older Persons in
Perunsular Malaysia (PSRPWO), which conducted from
2007 until 2008 by a cross-sectional research design.

A multi-stage proportional  stratified sampling
procedure taking into account the total population in each
state based on rural-urban dichotomy as well as the sex
component was employed to obtain a total of 1781
community-dwelling older persons in Malaysia, ranging
m age from 60-110 years, were mterviewed in the
respondent’s home.
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This swvey used an in-person interviewing
techmque for data collection which was conducted mn the
respondent’s home. Only one older person from each
selected household was interviewed. In the case when
there was >1 sequenced sex present in the household,
random sampling was employed to select the respondent.

Sample size for current analysis consists of 1415
(n = 722 women and n = 693 men) Malay Muslim older
persons aged 60 and over years.

Measurements: Psychological well-being was measured
using The WHO-5 well-being index. This scale 1s a self-
assessment mstrument consisting of five multiple choice
questions designed to measure the level of psychological
well-being. It was developed for the WHO collaboration
centre for mental health and 1s a useful tool for
assessment psychological well being status among
elderly subjects (Bonsignore ef af., 2001) and has been
used in several studies. The maximum possible score is
100 pomts. A higher score mdicates a higher level of
psychological well-being (Schenstrom et al., 2006). Each
of the 5 items 1s rated on a 6-pomt Likert scale from 0-5.
The theoretical raw score ranges from 0-25 and is
transformed into a scale from 0O (worst thinkable
well-being) to 100 (best thinkable well-being).

Religiosity was measured using Intrinsic/Extrinsic-
Revised Scale (/E-R). Responses on I/E-R are on a Likert
scale (from 1 = strongly disagree, to 5 = strongly agree).
Higher scores indicate higher levels of religiosity
(Salsman and Carlson, 2005).

Chronic health problems measured using a checklist
including 16 diseases. As results of previous studies
indicate acceptable agreements between self-ratings of
chronic diseases and physician-registered conditions,
except for arthritis (Kempen et al, 1999), weuseda
self-reported method for gathering of data. Respondents
were asked whether they have a specific chronic medical
problem including: hypertension, joint pain (arthritis),
heart disease, diabetes, visual problem, hypercholestero-
lemia, hearing problem, gastritis, asthma, kidney disease,
skin disorder, tuberculosis, cancer, effects of stroke, liver
disease and psychiatric problem.

The Statistical Package for
{(version 13) was used in data analysis. Ranges, frequency
distributions, percentages, means, standard deviations
and bivariate correlations were computed to describe
prelimmary data. We employed multiple regressions
analysis and Sobel test to examine mediating effect of
religiosity on the relationship between chronic health
problems and psychological well being.

According to Baron and Kenny (1986), conditions for
mediation and moderation are following: independent
variable (Chronic health problems) should be associated
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with mediator variable (religiosity) and dependent variable
(psychological well being). When mediator varable
(religiosity) is included in the regression model, the
influence of independent wvariable (Chronic health
problems) on dependent variable (psychological well
being) should be attenuated (ratio of betas <1.0) after
controlling for demographic factors (sex, marital status
and age). Then, we calculated Sobel-test to examine
whether a mediator variable (religiosity) significantly
carries the influence of an independent variable
(Chronic health problems) to a dependent variable
(psychological well being). In other word, Sobel-test
examine, whether the indirect effect of the independent
variable on the dependent variable through the mediator
variable is significant (Dudley et al., 2004).
Sobel test was calculated by following formula:

Sobel-test= axb
J@txSe, )+ (0P xSe,?)

Where,

A = The regression weight (regression coefficient)
for the relationship between the independent
variable and the mediator

Se, = The standard error of the relationship between
the independent variable and the mediator

B = The regression weight (regression coefficient)
for the relationship between the mediator
variable and the dependent variable

Se, = The standard error of the relationship between

the mediator variable and the dependent variable
RESULTS AND DISCUSSION

Out of 1415 subjects examined mn this study 51.0%
were female and 49.0% male. A 52.9% of respondents
reported married and 47.1% were non married mcluding
widowed, never married and divorced. The mean scores
and reliability for variables of this study are presented in
Table 1. In order to assess normal distribution of
psychological well being, we used Skewness and kurtosis.
(-1<0.191>=1) and kurtosis (-1<0.688>1)
distribution  for

Skewness
suggested a
psychological well being.

To examine associations among variables we carried

reasonably  normal

out bivariate correlations. These correlations are shown
in Table 2. Results of bivariate correlation indicated that
psychological well being was positively associated with
religiosity, sex and marital status. Chromic health problems
were negatively correlated with psychological well being
and religiosity.

In order to examine, the mediating effect of religiosity
on the relationship between chromnic health problems and
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Table 1: Descriptive result of variables in the study
Cronbach’s Expected

Variables % MeantSD o range
Psychological well-being 62.5+22.54 0.84 0-100
Religiosity 47.14£5.870 0.85 11-55
Chronic health problems 1.3£1.330 - -
Age 69.8+7.560

Marital status

Married 52.9

Non-married 47.1

Sex

Male 49.0

Female 51.0

psychological well being, we ran a 3 step multiple
regression analysis. Table 3 shows results of multiple
regression analyses.

In the first step, a significant model (F,, ., = 6.86,
p<0.001) emerged and revealed that chronic health
problems contributed significantly (p<0.01) toward
religiosity. Second model looked for any direct effects that
chronic health problems, sex, marital status and age might
have on psychological well being. This step indicated that
chromc health problems was significantly (p<0.001)
associated with psychological well being after controlling
for sex, marital status and age.

Result of step 3 mndicated when religiosity was
included in the regression model, the influence of chronic
health problems on psychological well being has been
decreased (ratio of betas <1.0) after controlling for sex,
marital status and age.

In the next step, we calculated Sobel-test. Result of
computation indicated that value of Sobel test is -2.61. So,
since Sobel test 15 >2.58 in absolute value, reject the null
hypothesis that the mdirect effect 1s zero at 0.01 level of
significance.

The first purpose of this study was to examine
associations among religiosity, chronic health problems
and psychological well being amongst older Malaysians.

Results of bivariate correlation reflected a strong
significant association between psychological well being
and religiosity (r = 0.24, p<0.01). This indicated that older
persons with greater religiosity had better psychological
well being. The results of this study concur with the
previous research on religiosity, in that greater religiosity
15 associated with better psychological well-bemg. For
example, a study by Francis and Kaldor (2002), in a
random sample of 997 Australian adults demonstrated a
positive association between psychological well-being
and three indices of Christian belief and practice. Similarly
results of a study in Algeria as an Islamic country by
Tilicuine et al. (2009) in a sample of 2909 participants
found strong positive relationship  between
subjective well being and Islamic religiosity. Likewise,
Harris (2000) conducted two meta-analyses to examine the

a
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Table 2: Results of bivariate correlations

Variables 1 2 3 4 5 6

Psychological well being -0.153%% 0.245%% 0.157#+ 0.185%+ -0.204*
Chronic health problermns - -0.101%* -0.049 -0.103%* 0.095%*
Religiosity - 0.106%* 0.004## -0.070%*
Sex - 0.498%+ -0.075%*
Marital status - -0.268%*
Age -

*#*Correlation is significant at the 0.01

Table 3: Results of multiple regression analy sis

Models B SE B t Sig.
Constant 50.20 1.56 - 32.25 0.000
Chronic health problems -0.32 012 -0.07 -2.72 0.007
Sex 0.75 0.36 0.06 2.08 0.038
Marital statis 0.39 0.37 0.03 1.04 0.300
Age -0.05 0.02 -0.06 -2.19 0.029
Constant 95.89 5.75 - 16.68 0.000
Chronic health problems =224 043  -0.13 -5.16 0.000
Sex 4.50 1.33 0.10 3.39 0.001
Marital status 3.65 1.38 0.08 2.64 0.008
Age -0.50 0.08 -0.17 -6.30 0.000
Constant 53.06 7.36 - 7.21 0.000
Chronic health problems  -1.91 042 -0.11 -4.53 0.000
Sex 3.81 1.29 0.08 2.95 0.003
Marital statis 3.26 1.34 0.07 243 0.015
Age -0.48 0.08 -0.16 -6.19 0.000
Religiosity 0.88 0.10 0.23 9.20 0.000

Model 1 DV: Religiosity Fu, ja: .86, p<0.001, R: 0.14, R%: 0.02; Model
2 DV: Psychological well being F 4 1455 33.17, p<0.01, R: 0.29, R?: 0.09;
Model 3 DV: Psychological well being Fis;30: 45.59, p<0.001, R: 0.37,
R* 0.14

relationship between religiosity and psychological

well-being and found a significant association between
higher levels of religiosity and better psychological well-
being. In particular, older adults with higher levels of
religiosity experienced lower levels of depression and
older persons with higher levels of religiosity had greater
levels of life satisfaction, happiness and mastery.

In addition, it was found an inverse significant
association between psychological well being and chronic
health problems ( r = -0.15, p<0.01). This finding 1s in
accordance with research by Jelicic et al. (1998) who
found community dwelling elderly suffering from chronic
headache had lower life satisfaction as well as
lower affective well-being than headache-free elderly
(Telicic et al., 1998). Sumnilarly, results of study to examine
associations between chronic medical morbidity and
quality of life on 5279 commumty-dwelling elderly of the
Netherlands showed that health-related quality of life is
substantially affected by chronic medical morbidity
(Kempen et al, 1999). Likewise, Joshi er al (2003)
according a cross-sectional survey on 200 subjects over
60 years old found that with an increase in the number of
morbidities the psychological well being deteriorates and
disability increases. Similarly, Karlsen ef al. (2002) using
a self-reported psychological well-being method assessed
psychological well-being of 534 Norwegian adults with
type 1 and 2 diabetes to explore associations of
psychological well-being with disease-related strains,

level (2-tailed); Sex (Male =1, Fernale = 0), Marital status (Married = 1, Non-married = )
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indicated that adults with both types of diabetes reported
relatively poor psychological well-being. Similarly,
Heidrich (1993) according to a study on 243 elderly
women found that poor physical is associated with
more depression and anxiety and lower psychological
well- being.

The second and main purpose of the current study
was to examine the mediating effect of religiosity on the
relationship between chronic health problems
psychological well being. Result of Sobel test indicated
that religiosity significantly (p<0.01) reduces negative
effect of chronic health problems on psychological well
being. The finding of the current study parallels with
previous studies. For example, Shams and Tackson (1993)
explored the role of religiosity as a moderator of the
impact of unemployment on psychological well-being and

and

confirmed hypothesis of religiosity as buffering the
impact of unemployment on psychological well being.
Another study indicated that religious beliefs protect
psychological well being during stressful experiences.
The direct positive and moderating effect of
religiosity on psychological well being 1s consistent with
finding of Kirby, who found that spirituality was a
significant predictor of psychological well being and
moderator for the negative effects of frailty on
psychological well being. These findings also support the
research of Levin and Chatters (1998), who reported that
religion had both direct and indirect effects on well-being.

CONCLUSION

Relationship between chronic health problems and
psychological well bemng is moderated by use of
religiosity. Elders, who used religiosity i1 coping with
chronic health problems experience better psychological
well being than those at the same level of chronic health
problems who do not use of religiosity. Religiosity
protects against the negative affective consequences of
chronic health problems.
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