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ABSTRACT
Few studies have explored the link between religion and mental health, especially among
ethnic minority groups in the U.S. Although African Americans and Latinos have been found to
rely heavily on their religious faith in order to cope with adversities in their lives, both ethnic
groups have been traditionally underrepresented in this line of work. Therefore, little is known
about the religion-mental health link as it applies to these minority groups, especially for those
who have a psychiatric illness.
The aims of the present study were as follows: (1) to determine whether various forms of
religion (self-rated religiosity, church attendance, and religious beliefs and practices) would be
predictive of fewer psychiatric symptoms among African American and Latino individuals with
mental illness, (2) to determine whether the religion-mental health link would remain significant
even after controlling social support and other demographic variables, and (3) to determine
whether the religion-mental health link would be moderated by the extent to which individuals
internalize the stigma of mental illness.
One hundred and four African American and Latino individuals with a history of mental
illness, substance abuse, and/or psychological treatment completed a self-report questionnaire on
a mini laptop as part of a larger research project. Study results indicated that out of the three
religious measures used in the present study, only self-rated religiosity negatively and
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significantly predicted lower psychiatric symptomatology. In other words, the more African
American and Latino individuals self-identified as religious, the fewer psychiatric symptoms
reported. This association was significant even after social support and other variables (e.g.,
income, gender) were controlled for in the study. Stigma internalization was also shown to
positively and significantly predict psychiatric symptoms, as well as moderate the religionmental health association. These findings suggest that the degree to which one internalizes the
stigma of mental illness reduces and even eliminates the salutary effects of religion on mental
health. The implications of findings for research and practice are discussed.
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Introduction

Prior to the last two decades, religion has not been adequately addressed by most clinical
researchers as an important coping mechanism. This neglect could be traced back to the lasting
influence of some classical thinkers, such as Freud, who equated religion with pathology (Freud,
1959). Recently, however, this longstanding negative view of religion has begun to change,
partly because of the numerous studies showing a significant association between religion and
health, both physical and mental (Koenig, 2009; Pargament, 1997). This positive association has
been examined across different populations (e.g., medical patients, college students), countries
(e.g., U.S., U.K.), and types of stressors (e.g, physical illness, bereavement), with most of these
studies suggesting that religion has a salutary affect on mental health (Koenig, McCullough, &
Larson, 2001; Moreira-Almeida, Neto, & Koenig, 2006).
While this burgeoning research area has helped increase our knowledge and
understanding of the complex relationship between religion and mental health, there are still
some important gaps in this literature. For example, most of these studies have been conducted
on European Americans dealing with various life stressors (Koenig, et al., 2001; MoreiraAlmeida, et al., 2006). Thus, it is not well known whether the benefits associated with religiosity
extend to other stressed populations, such as African American and Latino individuals, especially
those living with mental illness. Similarly, to the best of our knowledge, no study has examined
whether the internalization of mental illness stigma affects the association between religiosity
and mental health. There is some evidence to suggest that the internalization of stigma may
reduce the effectiveness of religious coping (Corrigan, 1998; Holmes & River, 1998), which
may be particularly relevant for African Americans and Latinos who often report greater
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religiosity than other ethnic groups (Levin, Taylor, & Chatters, 1994; Rojas, 1996) as well as
greater mental illness stigma (Rao, Feinglass, & Corrigan, 2007).
One goal of the present study is to better understand the degree to which African
American and Latino individuals with mental illness self-identify and engage in religious
activities (e.g., attend church), and how their religiosity might impact their mental health. A
second goal of the present study is to determine whether the internalization of stigma reduces the
effectiveness of religion as a coping mechanism. Addressing these questions would have
important clinical implications for the treatment of ethnic minority groups with mental illness.
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A Review of the Research Exploring the Relationship Between Religion and Mental Health
Over the past two decades, both qualitative and quantitative studies have shown that
people frequently use religion as a way of coping with stressful situations in their lives (Lindgren
& Coursey, 1995; Koenig, McCullough, & Larson, 2001; Kroll & Sheehan, 1989). These
stressful situations include experiences, such as the recent loss of a loved one, natural disasters,
losing one’s job, divorce, or being diagnosed with serious disease (e.g. AIDS) or illness (e.g.,
cancer). Religion, in general, is believed to offer great help to individuals. The importance of
religion is illustrated in a study conducted at Duke University Hospital, where 372 patients were
asked what they thought was the most important factor they used to cope with stress (Koenig,
1998). Although no mention of religion was made during the questioning, 42% of the patients
spontaneously reported that their religion was most helpful to them. When these patients were
asked directly how much they felt their religious beliefs helped them cope with stress, 90%
indicated it helped at least to a moderate extent. Surprisingly, even when individuals’ religious
faith was weak, patients still contended that God had helped them through their difficulties
(Koenig, 1998).
Kenneth Pargament, a leading scholar of religious coping, postulated that during stressful
situations, religious beliefs are translated into specific styles of coping (Pargament, 1997).
Accordingly, these specific styles of coping can be either positive (e.g., seeing God as a partner
in the process of coping) or negative (e.g., relinquishing personal responsibility to God), and
ultimately affect how people deal with and adjust to a particular stressor (e.g., active versus
passive behaviors). Pargament also noted that people are more likely to use their faith as a
method for coping when they come across severe, uncontrollable events. Support for this
argument can be found in studies documenting an increase in religiosity or faith following a
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sudden, tragic or stressful event (Koenig, et al., 2001). Religious coping, then, may serve as a
means to achieve a sense of control over a more or less uncontrollable situation. The indirect
sense of control, in turn, may help individuals cope better (e.g., reduced helplessness or selfblame).
In addition to control, organizational (e.g., church attendance) and non-organizational
(e.g., religious behavior and beliefs) forms of religious coping are believed to offer a number of
other important benefits to people under stress. Attending regular religious services, for
instance, may help establish social networks, which might be a great source of emotional support
when problems arise (Corrigan, Faber, Rashid, & Leary, 1999). Prayer or mediation may offer a
sense of connection with God or other religious figures, helping to derive hope and solace from
these relationships (Pollner, 1989). In the same vein, religious beliefs may promote views that
help individuals feel a sense of purpose and meaning in their lives (Pargament, 1997). Thus,
religious coping can encompass a number of different domains or dimensions (e.g., beliefs,
attitudes, and behaviors). Consequently, the benefits associated with religion may explain why
some people gravitate toward religion in times of crisis.
Although the findings in the literature have not been uniform, the weight of evidence
suggests that religion is beneficial to mental health. A 2001 publication by Koenig et al., for
example, identified 724 quantitative studies that examined the link between various religious
measures and mental health outcomes. The authors found that 476 of these studies reported
statistically significant positive associations. Specifically, this extensive review revealed that
religious involvement was correlated with lower anxiety and depression, and less drug use. A
more recent review of the literature by Koenig (2009) also showed that this salutary relationship
is consistently similar across samples from different countries (U.K. Canada, USA), settings
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(universities, medical and psychiatric hospitals), ethnic groups (European and African
American), and age groups (adolescents, adults, elderly). A number of studies, however, have
failed to find a significant relationship between these variable (e.g., Idler, 1994; Frenz & Carey,
1989), and a few have even suggested that religion may actually exacerbate certain mental health
symptoms, depending on the type of stressor (e.g., marital problems versus child abuse;
Strawbridge, Shema, Cohen, Roberts, & Kaplan, 1998).
To date, the vast majority of studies have been conducted primarily on non-clinical
populations (e.g., medical patients, college students) dealing with different types of stressors in
their lives, including medical illness, marital problems, and bereavement (Koenig et al., 2001;
Moreira-Almeida et al., 2006). In most of these studies, mental health is conceptualized as
psychological well-being or a reduction in specific symptomatology (e.g., depression). As a
result, little is known about the impact that religion has on individuals coping with more severe
and chronic stressors, such as those suffering from or living with mental illness. As
demonstrated with other populations, religion may benefit individuals coping with mental illness
by providing beliefs and strategies (e.g., hope, perceived control, find meaning, seeking support,
forgiveness, etc.) that help them manage their psychological symptoms more effectively
(Matthews et al., 1998, Park, 2007).
Of the existing research that has focused on individuals living with mental illness,
findings suggest that religious coping is prevalent within this population. For example, a study
conducted by Corrigan, McCorkle, Schell, and Kidder (2003) found that among 1,783
psychiatric patients recruited from different sites around the U.S., nearly 90% indicated being
religious. Additional studies have demonstrated that a large percentage of these individuals
dedicate a significant percentage of their time to religious activities (e.g., praying, reading the
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Bible), and use religion to cope with their symptoms and daily difficulties (Lindgren & Coursey,
1995; Kroll & Sheehan, 1989). More recently, studies have moved away from simply
documenting the prevalence of religious coping within this population, to examining the actual
impact that religion has on the psychiatric symptoms of people with mental illness (Cruz et al.,
2009; Tepper, Rogers, Coleman, & Malony, 2001).
Two different arguments can be made about the potential psychological and emotional
impact that religion may have on mentally ill persons. One could argue that religion may
aggravate symptoms, as sufferers may view their mental illness as a punishment from God, and
thus, blame themselves more. Alternatively, one could argue that religion may help reduce
symptoms of mental illness through the hope, indirect control, and sense of meaning that it
provides. Even though support for both arguments can be found in the literature, the majority of
studies seem to support the latter view (Koenig, 2009).
Religion appears to play a beneficial role in preventing, coping with, and facilitating
recovery from mental illness (Matthews el al., 1998). With regards to coping, there is evidence
that certain forms of religious coping utilized by individuals with mental illness are associated
with a greater sense of empowerment (Yangarber-Hicks, 2004), hopefulness (Cruz el al., 2009),
psychological well-being (Pieper, 2004), and perceptions of personal growth (Phillips & Stein,
2007). These findings support the position that religion helps people by reinterpreting the cause
or meaning of negative events (e.g., appraising the situation as part of God’s plan), which can in
turn help lessen the negative emotional and psychological impact of a mental illness identity
(Pargament, 1997; Park, 2005). Religion as a belief system, therefore, may provide individuals
with mental illness with a way to understand the suffering and losses associated with their illness
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(Kotarba, 1983). For these reasons, religion may be especially important to individuals with
mental illness.
Several studies also suggest that religion may play a beneficial role in the course of a
mental illness. Longitudinal studies, for example, have found that greater religiousness at
baseline predicted lower depression severity scores at follow up (e.g., Bosworth, Park, McQuoid,
Hays, & Staffens, 2003; Cruz el al., 2009). Similarly, in randomized clinical trials, patients
receiving religiously-based interventions for their depression and anxiety disorders (e.g.,
generalized anxiety disorder) showed fewer symptoms associated with their disorders than those
who received secular interventions or controls (Koenig et al., 2001). Based on these findings,
religion appears to be a potentially effective coping method for individuals suffering from mental
illness.
As with some of the studies conducted with the general population, religion in some
cases can aggravate symptoms of mental illness (e.g., Phillips & Stein, 2007; Pieper, 2004;
Yangarber-Hicks, 2004). A recent study conducted on a sample of young adolescents living with
mental illness showed that religious coping was associated with greater self-reported distress and
personal loss (Phillips & Stein, 2007). These authors, like others who reported similar findings,
attributed these harmful effects to the use of negative forms of religious coping (e.g.,
reinterpreting mental illness as a punishment from God; Koenig, 2009). As a negative form of
coping, individuals with a mental illness may be more likely to experience enhanced feelings of
shame and guilt, as well as avoid making proactive changes in their lives (e.g., engage in
treatment, medication compliance, abstinence). Therefore, knowing the degree to which a
person is religious may not be sufficient to make predictions about his/her mental health. In the
present research, we will investigate what particular forms of religiosity are more strongly
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associated with better mental health outcomes. Answering this question is important because it
is possible that different forms of religion (e.g., beliefs, behaviors, identity) are differentially
related to mental health.
Research investigating the relation between different forms or aspects of religiosity and
mental health has produced mixed findings. As a result, a lack of consensus exists regarding
which aspect of religiosity is most predictive of mental health. For example, research has shown
religious attendance, by far the most common measure of religiousness, to generate some of the
strongest evidence for an association between religiousness and longer life (Strawbridge et al.,
1997), faster recovery from depression (Koenig et al., 1998), and greater life satisfaction (Levin,
Chatter, & Taylor, 1995). Other research has suggested that narrower focused measurements of
religiosity, such as religious beliefs, exert greater influence on mental health than other forms of
religion (e.g., church attendance; Hackney & Sanders, 2003). Less debate, however, exists with
regard to measures of self-rated religiosity. This global, single item measure of religiosity has
been weakly and inconsistently associated with mental health (Koenig et al., 2001). In order to
better understand the relation between different forms of religion and mental health, in the
present study, we examined which aspect of religiosity (church attendance, religious
beliefs/practices, and self-reported religiosity) is most predictive of psychiatric symptomatology
and whether the relationships are positive or negative. Based on the aforementioned research,
we expected church attendance and religious beliefs/practices to be more strongly associated
with less psychiatric symptoms than self-rated religiosity. By answering this important question,
it may also be possible to untangle some of the positive and negative relationships between
religion and mental health. Further, findings from this research may help shed some light on
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how individuals with mental illness may be using their faith to cope with and manage their
symptoms.

Religion-Mental Health Link Among Ethnic Minorities
One notable gap in this literature is the limited inclusion of racial and ethnic minority
populations with mental illness. Most studies conducted on clinical populations have relied
primarily or exclusively on European Americans, calling into question the extent to which the
aforementioned findings could be generalized to other racial and ethnic minority groups with
mental illness (Koenig et al., 2001). Although African Americans and Latinos are
underrepresented in the clinical literature, they often constitute a significant percentage of the
population seeking mental health services, especially public sector services. For example, in
Connecticut, African Americans and Latinos comprise 23% of the state population but constitute
44% of the clients using services at the Department Mental Health and Addiction Services
(DMHAS, 2006).
In the last few years, the representation of African Americans in psychological research
has improved slightly, which has helped further our general understanding of the key role that
religion plays in the lives of this ethnic group. Throughout history, religion has been identified
as a traditional form of coping for many in the African American community. Compared to
European Americans, African Americans have been found to participate in more religious
activities (prayer
and church attendance) and profess a higher degree of religiosity (Levin, Taylor, & Chatters,
1994). According to some scholars, this higher degree of religiosity stems from the help that
religion provides in understanding and counteracting the negative social and economic
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conditions that afflict many African Americans (Nye,1992; Taylor, 1993). On an individual
level, the numerous benefits (unity, moral guidance, control, and support) that African
Americans report deriving from their faith may also explain their high religious devotion
(Taylor, 1993).
Given how important religion is to many African Americans, it is not surprising to find
studies documenting the salutary effects of religion on African American mental health (e.g.,
Frazier, Mintz, & Mobley, 2005; Jang & Johnson, 2004). Jang and Johnson (2004) found that
within a large community sample of African American women, those who reported being
religious not only had more social support, but also tended to be less distressed than women who
were not religious. These results, however, showed that the effects of religion on distress were
partially explained by social support. This finding is consistent with other studies that have
found similar indirect religious effects (Baetz & Toews, 2009). In addition to social support,
health status and self-esteem are also believed to mediate the relationship between religion and
mental health (Ellison, Boardman, Willams, & Jackson, 2001; Hill, Angel, Ellison, & Angel,
2005; Krause, 1995). As a result, it is not clear whether the effect that religion has on mental
health is direct or indirect. Similarly, it is unknown whether the salutary religious effects
described above extend to African Americans who live with mental illness. In order to address
these issues, the present research investigated the influence that these variables have on the
religion-mental health link. We also examined the influence of religion on African Americans
living with mental illness. Answers to these questions could help mental health professionals
design and implement better, more effective culturally responsive psychological treatments.
While more work in this area has begun to focus on African Americans, Latinos remain
significantly underrepresented. With the exception of a few empirical studies, little is known
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about the religion-mental health link as it applies to Latinos, especially for those who have a
psychiatric illness (e.g., Ellison, Finch, Ryan, & Salinas, 2009). Understanding this link within
Latino populations is important for a number of reasons. As a group, Latinos have become the
largest ethnic minority group in the United States. Currently, there are 47.8 million Latinos in
the U.S., comprising 15.5% of the total U.S. population. By the year 2050, according to the
newest census projections, the number of Latinos is expected to double (U.S. Census Bureau,
2010). Even though exact estimates are lacking, the number of Latinos who are religious is
believed to be equal to or higher than the general U.S. adult population (Rojas, 1996). For
example, a study using data from three generations of Mexican Americans found that the
overwhelming majority (80%) of respondents self-identified as Catholic (Stolley & Koenig,
1997). There is also evidence that Latinos use their religion as a primary means of coping during
hardships (Connell & Gibson, 1997; Ell & Haywood, 1985).
Many of the religious studies that have been conducted on Latino mental health are now
rather dated (e.g., Levin & Markides, 1985, 1986; Levin, Markides, & Ray, 1996; Markides,
Levin, & Ray, 1987). Similarly, these studies focused almost exclusively on Mexican Americans
living in the Southwest region of the U.S. Therefore, the extent to which the findings from these
studies apply to Latinos today, and can be generalized to other Latino ethnic groups (e.g.,
Dominicans, Peruvians, and Puerto Ricans) living in other regions of the U.S. (northeast,
southeast) remains unknown. The few empirical studies that have been done show salutary
effects of religion on Latino physical and mental health. Specifically, positive outcomes have
been found between religious involvement and arthritis (Abraido, Vasquez, & Echeverria, 2004),
cognitive decline (Hill, Burdette, Angel, & Angel, 2006), mortality risk (Hill et al., 2005), and
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depressive symptoms (e.g., Ellison et al., 2009) among older Latinos. To the best of our
knowledge, no previous study has examined the religion-mental health link in a group of Latinos
living with mental illness. In the present study, we investigated this link in a sample of Latinos
residing on the East Coast region of the U.S. who report a history of mental illness, substance
abuse, or psychiatric treatment.

Stigma of Mental Illness and Religion-Mental Health Link
Besides the personal challenges (e.g., difficulty managing illness, changes in functioning,
distress, etc.) that individuals with mental illness may face, they may also experience numerous
social difficulties, such as being devalued and rejected by others due to the stigma of mental
illness (Corin, 1998). This stigma may also have profound negative effects on the emotional
(e.g., fear) and psychological (e.g., low self-esteem) well-being of these individuals, especially if
they internalize the stigma of mental illness (Corrigan, 2007; Quinn & Earnshaw, 2011). Stigma,
therefore, could be conceptualized as an additional stressor to individuals who are already
struggling with the symptoms of their mental illness. As such, “stigma’s impact on a person’s
life may be as harmful as the direct effects of the disease” (Corrigan & Penn, 1999, p. 765).
A second important way in which the present research hopes to contribute to this area of
work is by investigating whether the internalization of a stigmatized identity affects the religionmental health association. Although no previous studies have directly examined this question,
there is some evidence to suggest that internalizing mental illness stigma may reduce, if not
eliminate, the salutary effects of religion on mental health (Corrigan, 1998). Being able to
answer this question is particularly relevant for African Americans and Latinos, who often report
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greater mental illness stigma (Rao, Feinglass, & Corrigan, 2007) as well as greater religiosity
than other ethnic groups (Levin, Taylor, & Chatters, 1994; Rojas, 1996).
Definition, Types and Consequences of Mental Health Stigma
Within the stigma literature, there are numerous definitions of stigma. Ervin Goffman
(1963), an influential writer on the topic of stigma, defined stigma as an attribute that
differentiates the individual from others, discredits the person, and reduces their status. More
recently, stigma has been defined as a “devaluation of certain individuals on the basis of some
characteristic they possess, related to membership in a group that is disfavored, devalued, or
disgraced by the general society” (Hinshaw, 2007, p. 23). When applied to mental illness,
stigma refers to the disfavoring, devaluing, or distancing by the general public toward people
with mental illnesses.
Researchers within this area of work have identified several dimensions or conditions that
contribute to the susceptibility of being stigmatized by a society (Jones et al, 1984; Feldman &
Crandall, 2007). Some of these dimensions include: concealability (how detectable the illness
is), origin (what caused the illness), peril (how threating the illness is), and rarity (how rare the
illness is). In 2007, Feldman and Crandall examined which dimensions were most predictive of
stigmatization (operationalized as social distance). Results showed that participants desired
more social distance from individuals with mental illness when the disorder was perceived as
rare (rarity), dangerous (peril), and the result of the individual’s own fault (origin). Together,
these three predictor variables accounted for 60% of the variance in stigma.
The stigma of mental illness can be divided into two parts: public stigma and self-stigma
(Corrigan, 2004). Public stigma of mental illness refers to the manner in which a society
stigmatizes people with mental illness. Self-stigma is the internalization of the stereotypes and
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negative attitudes held about individuals with mental illness. Public stigma is comprised of three
components: stereotypes, prejudice, and discrimination (Corrigan, Watson, et al., 2005).
Corrigan et al. (2003) defined stereotypes as “collectively held beliefs about the members of
social groups” (p.163), which aid in generating quick impressions and expectations about people
belonging to a particular social group.
Common stereotypes about individuals with mental illness include beliefs that they are
unkempt or disheveled (Schumacher, Corrigan, & Dejon, 2003), prone to violence (Crisp,
Gelder, Rix, Meltzer, & Rowlands, 2000), and responsible for the onset of their illness (Corrigan,
Watson, et al., 2005), and therefore blameworthy. These stereotypes are attributed not only to
people with severe forms of mental illness (e.g., schizophrenia, psychosis), but also to “milder”
forms (e.g., anxiety and depression; Miles, 1989). Further, researchers have shown that despite
the increased public awareness surrounding mental health issues, being perceived or labeled as
having a mental illness continues to foster stereotypes and prejudicial attitudes (e.g., Corrigan &
Matthews, 2003). While these stereotypes are common among many different ethnic groups,
they have been shown to be especially prevalent among African Americans and Latinos (Rao et
al., 2007; Whaley, 1997).
Although people might be aware of the stereotypes about people with mental illness, they
might not necessarily agree with them (Jussim el al., 1995). For example, a person might know
that individuals with mental illness are viewed as dangerous but may not personally endorse the
belief. Conversely, when a person agrees with the stereotypes, it may generate prejudiced beliefs
and negative emotional reactions, including a lack of sympathy, anger, and fear when
encountering someone with a mental illness (Corrigan & Kleinlein, 2005).
Prejudice towards people with mental illness can subsequently turn into discrimination,
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which is the behavioral manifestation of prejudice (Crocker, Major, & Steele, 1998). There is
evidence that people who are mentally ill often experience discrimination in employment
(Farina, 1981) and housing (Page, 1995). Specifically, employers and landlords are less willing
to offer jobs, hire, or rent to individuals who are mentally ill. Page (1995), for example,
examined the effects of the mental illness label in obtaining community housing in a sample of
160 individuals advertising rooms or flats for rent. The author found that landlords were more
likely to make the rental apartments unavailable if the perspective renter disclosed a history of
mental illness. These individuals may also experience other forms of discrimination. In a 2000
study, Martin, Pescosolido, and Tuch found that more than half of the 1444 respondents in their
study reported that they were unwilling to work next to, spend an evening socializing, or have a
family member marry someone who is mentally ill. Thus, discrimination may reduce the
economic and interpersonal resources of individuals with mental illness, which is likely to add to
the stress that they are already experiencing as a result of their symptoms.
Stigma may also have other adverse consequences. It may prevent individuals with
mental illness from seeking and obtaining proper mental health care. According to the National
Institute of Mental Health (NIMH, 2011), 20% of adults suffer from a diagnosable psychiatric
illness in any given year, yet only 40% within this population are likely to initiate treatment for
their illness (Kessler et al., 2001). One major factor believed to deter people from seeking
treatment is the stigma associated with mental illness (Komiya, Good, & Sherrod, 2000; Pincay
& Guanarccia, 2007). For example, studies conducted on Latinos and African Americans have
shown the stigma of mental illness to be one of the most common barriers to using mental health
services (Mishra et al., 2009; Pincay & Guanarccia, 2007). Some of the underlying factors found
to contribute to stigma in these studies include the stereotype that mental illness is contagious;
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that those with mental illness are unpredictable and dangerous; and that mental illness is a sin or
personal weakness. Thus, in order to avoid being stereotyped in this manner, these individuals
may simply avoid going to treatment. Nevertheless, they may continue living in fear of being
socially rejected, judged, ridiculed, or the subject of gossip (Alvidrez et al., 2008).

Self-Stigma and Mental Illness
The impact of stigma may be particularly salient for individuals who internalize a
stigmatized identity such as mental illness (Quinn & Chaudoir, 2009). As noted above,
individuals with mental illness may be the targets of negative stereotypes. In some cases, these
individuals agree with these stereotypes and apply them to themselves, leading to a reduction in
self-efficacy/esteem (Corrigan & Watson, 2002, Link et al., 2001). This process is referred to as
self-stigma, and can be experienced by many individuals with serious mental illness, including
those diagnosed with affective, schizophrenia, and other psychotic disorders (e.g., Brohan et al.,
2010a). As an example, Link et al. (2001) examined the effects of stigma on the self-esteem of
persons with mental illness. The authors assessed self-esteem and two aspects of stigma
(perceptions of devaluation-discrimination and social withdrawal due to perceived rejection) at
three different time points: baseline and at 6 and 24 month follow-ups. These two aspects of
stigma were found to negatively predict self-esteem at follow-up, even after controlling for
depression symptoms, self-esteem, and other demographic variables at baseline. Based on these
findings, the authors concluded that the stigma of mental illness may lead individuals to believe
they have little to be proud of and are less valuable because of their psychiatric disorder.
Although common, these negative effects (e.g., loss of self-esteem) are not automatic
consequences of possessing a stigmatized condition or characteristic (Harvey, 2001). There is a
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three-level process that ultimately leads to the internalization of a stigmatized identity (Corrigan
et al., 2006). Stereotype agreement is the first phase thought to be necessary to generate selfstigma, and it involves agreeing with the perceived negative stereotype towards mental illness.
Stereotype agreement leads to self-concurrence in which the individual believes the stereotypes
about mental illness apply to him/her. In the final phase (self-esteem decrement), the
individual’s self-esteem is diminished as a result of agreeing with the negative belief. Apart
from diminishing self-esteem, the internalization of these native stereotypes may lead to
emotional (e.g., shame) and behavioral responses (e.g., social withdrawal and failing to pursue
work or independent living opportunities; Rusch, Angermeyer, & Corrigan, 2005; Rusch et al.,
2006).
Fear of stigmatization, rejection, and discrimination may motivate individuals with
mental illness to conceal their mental illness to others. In interpersonal situations, such as job
interviews or social interactions with coworkers, people with mental illness may choose to hide
their stigmatized identity in order to avoid being devalued or rejected. While this strategy may
help individuals avoid the harmful consequences of stigma (e.g., not being hired for a job), the
act of concealing a stigmatized identity may pose many additional challenges for those who try
to pass as “normal” or as non-stigmatized. For example, individuals with a concealable stigma
must expend much energy to ensure that stigma related information is not leaked (Goffman,
1963). They must also constantly negotiate when and to whom to disclose their stigmatizing
condition. If these individuals misjudge and disclose their concealed identity to the wrong
person, they risk the possibility of being stereotyped, rejected, and discriminated against
(Crocker, Major, & Steele, 1998). Finally, the possibility of being discovered may lead
individuals to become preoccupied, suspicious, and vigilant in various social situations (Frable,
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Blackstone, & Scherbaum, 1990; Santuzzi & Ruscher, 2002; Smart & Wegner, 1995).
The cognitive burden of keeping an identity secret can also foster negative affective
states (Beals, pelau, & Gable, 2009; Kelly, 2002). Research focusing on secrecy has suggested
that individuals who conceal information about their stigma may come to view this information
as shameful (Kelly, 2002). This perception may, then, lead individuals to feel ashamed, guilty,
and embarrassed in addition to fearful. Further, research focusing on individuals with mental
illness has suggested that cognitive efforts aimed at concealing their stigmatized identity (e.g.,
avoidance of stigma related disclosure) may lead to feelings of helpfulness, hopelessness, and
sadness (Link, Mirotznik, & Cullen, 1991). Among this same population, heightened concerns
about being discovered and rejected have been associated with increased psychological distress
(operationalized as an increase in anxiety and depression symptoms; Quinn & Chaudoir, 2009).
Thus, by concealing their stigmatized identity, individuals with mental illness may avoid
experiencing the stress of being devalued, but may continue facing other stressors associated
with keeping an identity secret.
As with public stigma, self-stigma may serve as a barrier to recovery from mental illness.
Self-stigma has been found to be associated with negative attitudes towards treatment (Bathje &
Pryor, 2011), delays in treatment seeking (Starr, Campbell, & Herrick, 2002), and problems
adhering to treatment strategies that have been shown to be effective (Sirey et al., 2001). Two
factors may explain why individuals with mental illness may refrain from seeking treatment, or if
they do seek treatment, become noncompliant with their existing treatment regiment: shame and
fear of stigmatization.
A study by Interian and colleagues (2007), which examined medication adherence among
30 Latinos, highlights this fear of stigmatization among mental health care users. Although the
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investigators did not ask specific questions about stigma, they found that the majority of
participants (73%) indicated either experiencing or being concerned about stigmatization in the
future, and that stigma was a major reason for not taking their medication as prescribed. Many
participants also reported that admitting they had a mental disorder and taking medication ran
contrary to their cultural expectations that they should be “tough” and able to deal with their own
problems without any professional assistance (Interian et al., 2007). These actions, though, may
only be a temporary solution to avoid being stigmatized. By delaying treatment or failing to
adhere to ongoing treatment interventions, the symptomatology of these individuals may
eventually worsen, resulting in decreased functioning and increased likelihood of further
stigmatization.
One important question that has never been addressed in this literature is the impact that
internalizing a stigmatized identity such as mental illness may have on the religion-mental health
association. Some of the aforementioned research, however, suggests that internalizing the
stigma of mental illness may reduce the effectiveness of religion as a coping mechanism. In
particular, research has shown that when the stigma of mental illness is internalized, people often
experience feelings of shame, guilt, and anger resulting in greater psychological distress (e.g.,
Corrigan, 1998). Similarly, negative religious beliefs, such as believing that one’s mental illness
is a punishment from God are also associated with greater psychological distress (Phillips &
Stein, 2007). Thus, it is possible that specific religious beliefs or practices may exacerbate
psychological symptomatology for individuals with mental illness. Alternatively, the
internalization of mental illness as a stigmatized identity may attenuate the positive effects of
religion. This argument is consistent with Strawbridge et al.’s (1997) argument that religion may
be less helpful with stressors perceived as resulting from personal failures. In the present study,
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we plan to answer this question by examining the degree to which people internalize their mental
illness as a stigma and the effect of this relationship on the religion-mental health association.

Objectives and Hypotheses
The main purpose of the present study is to extend the research focusing on the religionmental health association by examining the role that religion plays in the lives of African
American and Latino individuals suffering from mental illness. Through this research, we hope
to address these important questions:
Q1. To what extent do African Americans and Latinos with mental illness consider
themselves to be religious and engage in religious activities (e.g., attend church)?
Q2. Are higher levels of religiosity associated with less psychiatric symptoms among
African American and Latino individuals with mental illness? If so, what form of
religiosity (church attendance, self-rated religiosity, religious beliefs/practices) best
predicts psychiatric symptomatology for both ethnic groups?
Q3. Does internalizing mental illness as a stigma reduce the benefits of the religionmental health association?
Q4. Does the religion-mental health association account for unique variance above and
beyond the contribution of other related factors such as social support and gender?

The study proposed here will address the dearth of research examining the influence of
religion on a clinical population composed of African Americans and Latinos. A clinical
population is operationalized in the present study as adults reporting mental illness or substance
abuse as an identity or someone currently receiving mental health services. Also, in the present
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study, we measured the number and severity of psychiatric symptoms by combining widely used
scales (The State-Trait Anxiety Inventory and Center for Epidemiological Studies-Depression
Scale) measuring depressive and anxiety symptoms. Based on the literature summarized above,
the following three hypotheses will be tested:

Hypothesis 1: All three religious variables (self-rated religiosity, church attendance, and
religious beliefs/practices) will be significantly negatively correlated with mental health
outcomes (composite of depression and anxiety), but compared to self-rated religiosity,
both church attendance and religious beliefs/practices will be more negatively associated
with psychiatric symptomatology for African American and Latino individuals with a
history of mental illness. Thus, greater church attendance and religious beliefs/practices
will be associated with fewer psychiatric symptoms.

Hypothesis 2: The negative relationship between religion and psychiatric
symptomatology will remain significant, even after controlling for possible confounding
variables (e.g., social support and income).

Hypothesis 3: The negative relationship between religion and psychiatric
symptomatology will be moderated by the internalization of mental illness stigma.
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Methods
Participants
The present study is part of a larger research project funded by the National Institutes of
Health (NIH) examining the effects of different concealable stigmatized identities (e.g., mental
illness, drug use, sexual assault, and child abuse) on various health (physical and mental)
outcomes. The larger study, conducted between March 2009 and May 2011, consisted of 751
adults from various sites surrounding Hartford, Connecticut: Capitol Region Community Mental
Health Center, Catholic Charities, and Manchester Community College. Of the 751 participants,
104 met criteria for being accepted into the current study. The inclusion criteria included: (1)
being at least18 years of age, (2) self-identified as African American or Latino, (3) having a
history of mental illness, substance abuse, and/or psychological treatment, and (4) completed all
of the measures used in the present study. Because the present study focused on individuals with
a history of mental illness, the majority of participants (83%) were drawn primarily from Capitol
Region (n = 51) and Catholic Charities (n = 35). Both agencies offer an array of psychological
and social services (e.g., vocational training, case management, substance abuse treatment, and
mental health treatment) to Connecticut residents.
The final sample consisted of 53 Latino and 51 African American participants. Seventy
five were male and 29 were female. The majority were middle-aged (M age in years = 36, SD =
11.5 years), with a range of 18-64 years. The religious affiliation of participants were as follows:
28.8% Protestant, 27.9% Catholic, 1.9% Muslim, 27.9% Other, and 13.5% were not affiliated
with any religion. With regards to education, employment, and income, 71.2% of the
participants had obtained a high school education or less, 85.6% reported being unemployed at
the time of the study, and 55.8% reported a yearly household income of less than $5,000 per
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year. Additionally, 49% and 51% of participants endorsed a substance abuse and mental illness
identity, respectively. With regards to treatment, the majority of participants (79.8%) indicated
receiving mental health services at some point for their stigmatized identity (i.e. mental illness or
substance abuse). Table 1 provides additional demographic overview of the participants.

Measures
Center for Epidemiological Studies-Depression Scale: Depressive symptomatology was
assessed using the Center for Epidemiological Studies- Depression Scale (CES-D; Radloff,
1977). The CES-D is a 20-item self-report measure that asks questions about depressive feelings
and behaivors during the past week. Sample items include “during the past week, I felt
depressed” and “during the past week, I did not feel like eating.” Each item is scored on a fourpoint scale: (0) rarely or none of the time (less than 1 day); (1) some or a little of the time (1-2
days); (2) occasionally or a moderate amount of time (3-4 days); (3) most or all of the time (5-7
days). Scores range from 0 to 60, with higher scores indicating increased severity of depression.
Radloff (1977) reported Cronbach’s alpha coefficients ranging from .85 to .90 across studies.
Cronbach alphas for the current study are presented in Table 2.
The State-Trait Anxiety Inventory. Anxiety symptomatology was assessed using the
State-Trait Anxiety Inventory (STAI; Spielberger et al., 1983). The STAI is a 40 item self-report
measure of state (STAI-S) and trait (STAI-T) anxiety. In the current study, we used only the
trait anxiety version, which assessed how participants feel generally. Sample items include “I
worry too much” and “I feel difficulties piling up.” Particpants rated each item on a 4-point
scale, ranging from 1 (almost never) to 4 (almost always). Total scores on the STAI-T can vary
from 20 to 80, with higher scores indicating more trait anxiety. The subscale can be used to
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identify high levels of neurotic anxiety (Spielberger et al, 1983). Cronbach’s alpha coefficients
for this scale ranges from .65 to .86.
Religiosity. Three religious variables will be used in the proposed research to investigate
the relationships between religion and mental health: (1) church attendance, (2) self-rated
religiosity, and (3) religious beliefs/practices. Church attendance was measured by a single item
that asked the frequency with which participants attended religious services. The item was rated
on scale ranging from 1 (less than once a year) to 8 (once a day). Self-rated religiosity was also
measured using a single item that asked participants how religious they considered themselves to
be (Fetzer Institute/National Institute on Aging Working Group, 1999). Participants were
provided with four possible responses: 1 = not at all religious, 2 = slightly religious, 3 =
somewhat religious, 4 = very religious. Finally, religious beliefs/practices were measured using
the belief dimension of the System of Belief Inventory (SBI-15R-D; Holland, et al., 1998). This
scale is made up of 10 items measuring religious practices, rituals, and beliefs related to a
supreme being. Sample items include, “I feel certain that God in some form exists” and “I pray
for help during bad times.” Each item is rated on a 4 point Likert scale ranging from 0 (strongly
disagree) to 3 (strongly agree). The total score ranges from 0 to 30, with higher scores indicating
greater levels of religiosity. Holland et al. (1998) reported a Cronbach’s alpha of 0.92 for these
10 items.
Interpersonal Support Evaluation List. Social support was measured with a modified 6item version of the Interpersonal Support Evaluation List (ISEL; Cohen, Mermelstein, Kamarck
& Hoberman, 1985). This modified version of the ISEL includes equal numbers of questions
assessing three subscales: Appraisal (e.g., When I need suggestions on how to deal with a
personal problem, I know someone I can turn to”), Belonging (e.g., “If I wanted to have lunch
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with someone, I could easily find someone to join me”), and Tangible Support (e.g., “If I needed
a place to stay for a week because of an emergency, I could easily find someone who would put
me up”). Each item is answered on a 4-point Likert scale ranging from (1) definitely false to (4)
definitely true. Scores range from 6 to 24, with higher values indicating more perceived support.
Cohen el al. (1985) has reported the scale to have adequate internal consistency ( α = .90).
Stigma Internalization. Stigma internalization was assessed using a modified version of
the negative self-image subscale from the HIV Stigma Scale (Berger, Ferrans, & Lashley, 2001).
Negative self-image refers to feeling bad or not as good as others because of one’s stigmatized
identity (e.g., HIV positive). Items in the negative self-image subscale were modified to reflect
the internalization of a specific concealable stigmatized identity. For the current study, only
participants who identified mental illness or substance abuse as their stigmatized identity were
included. This scale consists of 13 items answered on a four point scale ranging from 1 (strongly
disagree) to 4 (strongly agree). Sample items include: “I feel guilty because of my concealed
identity” and “I never feel ashamed because of my concealed identity.” Scores can range from
13 to 57, with higher scores indicating greater stigma internalization. Berger, Ferrans, & Lashley
(2001) reported a Cronbach’s alpha of 0.91 for the original scale using an HIV-positive
population.

Procedure
Authorization to collect data was obtained from the Institutional Review Board of the
University of Connecticut. Three sites were contacted and agreed to participate. These sites
included Capitol Region Community Mental Health Center, Catholic Charities, and Manchester
Community College. Recruitment of participants was done on-site by trained research assistants.
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Research assistants approached prospective volunteers while they waited for their appointments
(Capitol Region and Catholic Charities) or their classes to begin (Manchester Community
College). Prospective participants were briefly informed about the nature of the study,
confidentiality, length of time to complete the study (30 to 50 minutes), and how much they
would be compensated ($20) for their full participation. Participants were also told that they
needed be at least 18 years of age to be in the study. Those who agreed to participate were taken
to a quiet area where they were given a small and inconspicuous hand held computer (Netbook
PC) programmed with the study questionnaire. These devices were used instead of traditional
paper and pencil surveys in order to protect participants’ privacy and to minimize any stigma or
discomfort associated with participating in a research study. A number of the participants in the
community settings were unfamiliar with the use of computers and how to complete a research
questionnaire (e.g., using a Likert scale). Computer literacy was less likely among participants
who were older, less educated, or not born in the U.S. The research assistants were trained to
address these limitations and to provide appropriate instruction in a sensitive and culturally
appropriate manner.
Latino participants who were not fluent or did not speak English proficiently were given
the option of completing the questionnaire in Spanish. All of the study measures were translated
into Spanish using a generally accepted protocol for language and cultural equivalency. Two
bilingual graduate students provided the Spanish translations. One graduate student translated all
of the measures into Spanish. The second graduate student, then back-translated the materials
from Spanish to English. Translation discrepancies were resolved by consensus between the two
graduate students. After completing the survey, participants were paid $5, $10 or $20 based on
much they were able to complete, and given a debriefing form explaining the purpose of the
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study. The debriefing form also listed numbers and mental health agencies where they could
receive help if they felt they needed it.

Data Analytic Procedures
Prior to the analyses, all variables were examined for accuracy of data entry, missing
values, and fit between their distributions and the assumptions of multivariate analyses.
Preliminary analyses were conducted to determine adequacy of the data for present analyses. To
find outliers in the data, a boxplot graph and range analyses were produced for each variable.
Outliers were detected in two of the demographic variables (yearly household income and
educations level). Both outliers were changed to the nearest number—the income outlier to 9
(“between 60,000 and 70, 000 dollars per year”) and the education level outlier to 10 (“some
graduate school”). Most variables met assumptions of linearity, normality, and homogeneity of
variances (e.g., kurtosis and skewness).
After these preliminary analyses, demographic data (e.g., age, gender, religious
denomination) were analyzed to allow comparison with other studies. Bivariate correlations
were also conducted to determine the relationships among predictor and outcome variables.
Finally, several multiple hierarchical regressions were conducted to determine the best predictors
of psychiatric symptoms, how much of the variance in the outcome variables is explained by the
three religious dimensions, and whether the degree of stigma internalization moderates the
relationship between religion and mental health.
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Results
Descriptive Statistics
Descriptive statistics for all continuous variables in the study are shown in Table 2.
Cronbach’s alpha coefficients were determined for the scales to measure levels of internal
consistency in the current study. As can be seen, means, standard deviations, and the maximum
and minimum values for each measure suggest that the present sample produced mid-range mean
scores. Several exceptions were noted, however. Responses to the Religious Beliefs and
Practices measure were higher than the midpoint, reflecting the expected high endorsement
among African American and Latino populations.
Additionally, the following summary statistics were computed. When participants were
asked the extent to which they considered themselves to be religious, 63.5% reported being
moderately to very religious with 15.4% reporting not being religious at all (see Table 3).
Interestingly, although the majority of participants reported strong religious beliefs and
considered themselves to be either very or moderately religious, only 27.9% of them attended
church more than two times a month, 21% attended church several times a year, and 34.6%
never attended church within the last year (see Table 3).
Pearson correlations of all study variables are presented in Table 4 where several
significant correlations were found among the main study variables.

Non-Religious Variables
Age: Age was found to be related to both language (Spanish vs. English) and stigma
internalization. Older participants were more likely to internalize the stigma of mental illness (r
= .22, p<.05) and were more likely to be Spanish speakers (r = .25, p<.05).
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Education: Education was positively correlated with income such that those who
reported having more education also reported having more income (r = .23, p<.05).
Social Support: Social support was related to age, in that as participants’ age increased,
their social support decreased (r = -.23, p<.05).
Psychiatric Symptomatology: Psychiatric symptoms were a composite of depression and
anxiety scores. Participants who reported more psychiatric symptoms reported less social support
(r = -.24, p<.05) and income (r = -.23, p<.05). Also, higher endorsement of psychiatric
symptoms was related to a higher likelihood that participants would be Spanish speaking (r =.32,
p<.01).
Stigma Internalization: Concerning stigma internalization, higher levels of stigma
internalization was related to higher levels of psychiatric symptomatology (r = .41, p<.001).

Religious Variables
Religious Beliefs and Practices: Religious beliefs and practices were negatively
associated with age (r = -.20, p<.05). Also, the more religious beliefs and practices participants
endorsed, the fewer religious services they attended (r =-.24, p<.05).
Religious Attendance: Higher religious attendance was associated with a higher
likelihood of being female (r = .24, p<.05), Latino (r = .24, p<.05), and English speaking (r = .31, p<.01).
Self-Rated Religiosity: Self-rated religiosity was related to the two other religious
variables: religious attendance and religious beliefs/practices. Participants who rated themselves
as more religious reported attending church more often (r = .33, p<.01). Surprisingly, the extent
to which participants self-rated as religious was negatively associated with the extent to which
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they engaged in various religious beliefs and practices (r = -.27, p<.01). Finally, self-rated
religiosity and psychiatric symptomatology were negatively correlated at trend levels of
significance (r = -.18, p = .05). Specifically, the more participants self-identified as religious, the
less psychiatric symptoms they reported.

Multiple Regression Analyses
A series of multiple regression analyses, with psychiatric symptoms as criterion
variables, were performed to test hypotheses 1, 2, and 3. For all of these analyses, the predictor
variables of income, sex, language, race/ethnicity, and social support were entered into the first
block to control for them. Three of these variables were treated as dichotomous variables: sex
(male = 0, female = 1), language (English = 1, Spanish = 2), and race/ethnicity (Black = 0,
Latino = 1). All other variables were treated as continuous variables. In order to test hypothesis
1 (whether the three religious variables would be associated with less psychiatric symptoms and
whether there would be a stronger effect for church attendance and religion beliefs/practices than
self-rated religiosity) and hypothesis 2 (the relationship would remain significant, even after
controlling for possible confounding variables), the religious variables (religious
beliefs/practices, religious attendance, and self-rated religiosity) were then entered in the second
block.
In the first block of the analyses, the demographic and socio-economic variables
(income, sex, language, race/ethnicity, and social support) significantly predicted psychiatric
symptoms, R2 = 0.23, F(5, 98) =5.888, p =.001(Table 5 provides the regression coefficients). As
shown in Table 5, most of the variance in psychiatric symptoms appeared to be due to Language
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(β = 0.29, p =.003) and social support (β = -0.27, p =.004). These five control variables
accounted for 23% of the variance in psychiatric symptomatology scores.
In the second block, the three religious variables did not significantly predict psychiatric
symptoms over and above the control variables, ∆ R2 = 0.02, ∆ F(3, 95)= 0.92, p =.434. Post-hoc
analyses revealed that when stigma internalization was added to in the third block, along with the
three religious variables, these four variables (self-rated religiosity, religious attendance,
religious beliefs/practices, and stigma internalization) significantly predicted psychiatric
symptomatology over and above the control variables, ∆ R2 = 0.14, ∆ F(4, 94)= 5.16, p =.001
(See Table 5 for regression coefficients). Contrary to hypotheses, among the three religious
variables, self-rated religiosity was the only religious variable found to significantly and
negatively predict psychiatric symptoms. The higher participants rated themselves as religious,
the less psychiatric symptoms they reported (β -.19, p = .03). As shown in Table 6, a suppressor
effect appears to have occurred, as there was no statistically significant correlation between selfrated religiosity and psychiatric symptoms prior to the addition of stigma internalization.
However, after it was introduced into the model, self-rated religiosity significantly and
negatively predicted psychiatric symptoms. These results, nonetheless, provide partial support
for hypothesis 1 and 2. It was also found that the extent to which participants internalize the
stigma of mental illness significantly and positively predict psychiatric symptomatology (β = .36,
p = .001). The more participants experienced internalized mental illness stigma, the more
psychiatric symptoms were reported. Together, these four variables accounted for 14% of the
variance in psychiatric symptomatology scores.
Finally, in order to test hypothesis 3 (whether an inverse relationship between religion
and psychiatric symptoms would be moderated by the internalization of stigma associated with
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mental illness), the products of the centered stigma internalization variable and religious
variables (religious beliefs/practices, church attendance, and self-rated religiosity) were placed in
third block as the interaction terms (see Table 6 for coefficients). Evidence for the moderating
effects of stigma internalization was not found with respect to psychiatric symptomatology
scores, ∆ R2 = 0.03, ∆ F(3, 91) = 1.32, p = .27.
The lack of moderation effects observed might be attributed to our relatively small
sample size and the numerous regression terms used to test our hypotheses. To examine this
possibility, in a series of post-hoc analyses, each 2-way interaction term was entered individually
rather than all two-way interactions at once (see Tables 7-9). Among the three interactions
terms, only one term (the stigma internalization by self-rated religiosity) was shown to be
statistically significantly (see Table 7). More specifically, the relationship between self-rated
religiosity and psychiatric symptomatology was found to be moderated by the degree to which
participants internalize the stigma of mental illness, ∆ R2 = 0.02, ∆ F(1, 93) = 3.75, p = .05. The
remaining stigma and religion interactions were non-significant even when entered alone (see
Table 8 and 9).
In order to explore this significant 2-way interaction, we used the SPSS macro PROCESS
provided by Hayes (2012), which is a versatile computational tool for observed mediation and
moderation models. This tool will allow us to examine moderation while controlling for income,
sex, language, race/ethnicity, and social support. As shown in Figure 1, at high levels of stigma
internalization, religiosity does not predict psychiatric symptomatology. However, at lower
levels of stigma internalization, the relationship between religiosity and psychiatric
symptomatology becomes significant. Stated differently, the association between self-rated
religiosity and psychiatric symptomatology is significant when levels of stigma internalization
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are within the 10th (t = 2.83, p = .01), 25th (t = 2.84, p = .01), and 50th (t = 2.15, p = .03)
percentile, but stops being significant when the levels of stigma internalization reach the 75th (t =
0.82, p = .41) percentile. Thus, as we predicted in hypothesis 3, the positive effects of religiosity
on mental health vary depending on the degree to which participants internalize the stigma of
mental illness. We did not find any other significant 2-way interactions.
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Discussion
Despite the burgeoning interest in the religion-mental health link, few studies have
explored this issue among individuals with mental illness. Also, even though African Americans
and Latinos are more likely to use religion as a coping strategy, both ethnic groups have been
traditionally underrepresented in this line of work. Additionally, no previous study, to the best of
our knowledge, has examined if the internalization of the stigma of mental illness has an impact
of the salutary relationship between religion and mental health. In order to address these gaps in
the literature, the present study examined the degree to which African American and Latino
individuals with mental illness self-identify and engage in religious activities, and how their
religion might influence their mental health. Another aim of the present study was to determine
whether the internalization of stigma attenuates the salutary effect that religion has on mental
health.
Study results indicated that individuals’ level of religiosity significantly predicted their
psychiatric symptomatology. Surprisingly, out of the three different forms of religiosity that we
examined, self-reported religiosity was the only religious variable that was found to significantly
and negatively predict mental health. In other words, the more African American and Latino
individuals self-identified as religious, the fewer psychiatric symptoms reported. This association
was significant even after social support and other variables (e.g., income, gender) were
controlled for in the study. Similarly, stigma internalization was not only found to positively and
significantly predict psychiatric symptoms, it was also shown to moderate the religion- mental
health association.
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Different Forms of Religiosity in the Religion—Mental Health Link
Hypothesis 1 predicted that church attendance and religious beliefs and practices would
be more negatively associated with psychiatric symptoms than self-rated religiosity for African
American and Latino individuals. This hypothesis was not supported by the data. Church
attendance and religious beliefs/practices were unrelated to psychiatric symptomatology. Selfrated religiosity, on the other hand, was found to be negatively correlated with psychiatric
symptoms at trend levels of significance. The lack of support for Hypothesis 1 is consistent with
some of the past research that has failed to find an association between measures of religion and
mental health (Idler, 1994; Koenig et al., 2001). Regression analyses, however, showed that
self-rated religiosity, which we predicted would be the least associated with positive mental
health outcomes, was the only religious variable to significantly predicted mental health.
Specifically, we found that the more individuals with mental illness viewed themselves as
religious, the less psychiatric symptoms they were likely to report. These results are in line with
other studies that have found religion to be beneficial to both individuals suffering from mental
illness and ethnic minority groups (e.g., Ellison et al., 2009; Yangarber-Hicks, 2004).
These significant findings are also analogues to those studies that have found significant
links between mental health and global religious measures (e.g., frequency of prayer and selfrated religiosity (Koenig et al., 2001). As in Koenig et al.’s (2001) literature review, results from
the present study strongly suggest that even simplistic religious measures can significantly
predict mental health outcomes in African American and Latino individuals suffering from
mental illness. These findings directly contradict some researchers’ contention regarding the
extent to which global religious indices influence mental health. According to Pergament
(1997), for example, more specific or functional measures of religion (e.g., measure of religious
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coping) exert a greater influence on health than general or global religious measures. The
present findings, however, suggest that self-rated religiosity, has a more notable influence on
mental health than more narrowly focused religious measures of religious beliefs and practices.
There are several possible reasons why church attendance and religious beliefs/practices
were unrelated to psychiatric symptomatology. One reason may be the relatively few number of
individuals in our sample who reported attending church on a regular basis. Since the majority
(two thirds) of individuals in our sample reported attending church only several times a year or
less, this most likely reduced some of the variability within the church attendance variable
needed in order to find a significant correlation between this variable and our two measures of
mental health. What is surprising about this finding, or lack thereof, is the relatively few ethnic
minority individuals with mental illness who are regular churchgoers. Most of the religious
literature on ethnic minority populations suggests these two groups are not only more religious
than their European counterparts, but also attend church on a more regular basis (Levin, Taylor,
& Chatters, 1994). We, therefore, expected the number of African Americans and Latinos who
reported attending church on a weekly basis to be much higher. There are several factors that
could have contributed to the low frequency of church attendance observed in our sample
including fear of being stigmatized for one’s mental illness by other churchgoers, religious
fallout occurring from a lack of symptom improvement, and severe depressive symptoms.
Severity of psychiatric symptoms may make it more difficult for individuals to engage in
religious practices.
Another reason why religious beliefs/practices may have been unrelated to mental health
in the present study could be the measure used to assess religiousity (SBI-15). While SBI-15 has
good face validity and reliability (Holland et al. 1998), it has never been validated on African
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Americans or Latinos. Thus, it is difficult to determine how generalizable an instrument it is at
measuring the religious beliefs and practices of different ethnic groups. Another speculative
possibility is that some of the items within the SBI-15 measured multiple religious constructs
(e.g., extrinsic religious motivation, religious coping, and religious salience), some of which
might have been positively or not at all correlated with psychiatric symptoms. This is a strong
possibility since this measure was intended to be a hybrid of theoretical and empirical
approaches to religious measurement. Finally, it is possible that measures of religious coping
(positive and negative coping), which we did not assess, may have been more strongly correlated
with mental health outcomes for this sample than a hybrid type of religious measurement. Future
studies should include measures of both positive and negative religious coping to understand
how they may influence positive and negative mental health outcomes among ethnic minority
individuals with mental illness.
A third reason, and perhaps the most compelling reason for why some forms of
religiosity were not related to mental health may be the religiosity construct itself. Hackney and
Sanders (2003) posited that religion is a multifaceted construct, and as such, it is possible that
different forms of religiosity (e.g., self-rated religiosity and church attendance) are differentially
associated with mental health. Other researchers have also made similar arguments (e.g.,
Gartner, Larson, & Allen (1999). For example, Gartner, Larson, and Allen (1999) reviewed
approximately 200 studies and found ambiguous results between religion and several mental
health outcomes, including anxiety, psychosis, and self-esteem. Based on these results, they
concluded that ambiguous findings within the religious literature may be the result of religion’s
multifaceted nature.
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Hackney and Sanders (2003) further contended that if each form of religiosity represents
its own unique, independent construct, then it would be expected that some forms of religiosity
would be correlated (positively or negatively) with some mental health variables while others
would fail to demonstrate such a correlation. This is precisely what they were able to show in
their research. In their 2003 meta-analysis, where they reviewed 34 studies, the authors
investigated whether the differences in researchers’ conceptualization of religion and mental
health could account for the discrepant findings in this area of work. To do so, they coded all of
the possible religious forms into three separate, but theoretically similar, variables: institutional
religion (e.g., social and behavioral aspects of religion), idealized religion (e.g., belief involved
in religious activity), and personal devotion (personal, internalized religious devotion). Similar
to what other researchers had found (Koenig & Larson, 2001), the authors were able to show that
the nature of the correlations between religion and mental health depended on how religiosity
was defined. More specifically, they found that institutional religiosity produced the weakest
(and the only negative) correlations, whereas personal devotion produced the strongest
correlations with positive psychological functioning. These results, therefore, provide evidence
that differences in the conceptualization of religiosity could partially explain the multiplicity of
confusing, contradictory findings found within this literature and in the present research.
Interestingly, Hackney and Sanders’ (2003) research also showed that the religion-mental
health link becomes stronger as religion is operationalized in an internal manner; that is,
behavior performed for the sake of personally-relevant values was more strongly linked to
positive outcomes. This type of behavior is conceptually similar to intrinsic forms of
religiousness. According to reviewers of the overall literature on religion and depression (e.g.,
Koenig et. al., 2001; McCullough & Larson, 1999), intrinsic religiosity may be the aspect of
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religiosity most protective for depressive disorders. It is possible that self-rated religiosity, as the
only variable that we found to be associated with mental health, best taps those intrinsic attitudes
that reduce the risk of depression and anxiety, while the other religious variables that we
examined may not. In this way, self-reported religiosity may be measuring a uniquely important
aspect of religion that is strongly associated with mental health for ethnic minorities with mental
illness. This possibility warrants further investigation.

Social Support in the Religion—Mental Health Link
Hypothesis 2 proposed that the negative relationship between religion and mental health
symptoms would remain significant, even after controlling for the effects of social support and
other variables (e.g., income, ethnicity, gender). With regards to social support, previous
research has shown that people who are more religious have more supportive social relations
than those who are less religious (e.g., Ellison & George, 1994). This differential access to
social support is believed to account for the observed effects of religion on mental health (e.g.,
Williams et al., 1991). The results that we obtained, however, suggest otherwise. Although
social support accounted for a large percentage of the variance in psychiatric symptom scores,
neither social support nor the other variables (e.g., gender) altered the salutary effects of religion
(measured as self-rated religiosity) on mental health. This finding, thus, partially supports
hypothesis 2, and suggests that some of the effects that religion has on mental health may be
direct, as shown in other studies (e.g., Ellison et al., 2001).
There are several possible reasons why religion may have a direct effect on mental
health. For example, through religion, as we pointed out earlier, individuals may gain a sense of
empowerment and control at a time when they may feel little control over aspects of their lives,
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or in the case of people living with mental illness, over their symptoms. Not surprisingly, this
heightened sense of empowerment and control is believed to be an integral part of recovery from
mental illness (Yangarber-Hicks, 2004). Further, as demonstrated with non-clinical populations,
religion may benefit individuals coping with mental illness by providing beliefs and strategies
(e.g., hope, optimism, meaning in life, and release of negative emotions; Paloutzian & Park,
2005) that may help them manage their symptoms more effectively and speed up their recovery.
These religious benefits may explain why combining religion (e.g., religious arguments and
rationales) with standard psychological treatments (e.g., cognitive-behavioral therapy) leads to
superior mental health outcomes compared to the use of standard psychological treatments alone
(Propst et al., 1992). Therefore, mental health professionals should consider ways in which they
might use religion as a therapeutic tool in order to increase treatment efficacy.

Stigma Internalization in the Religion—Mental Health Link
Hypothesis 3 predicated the negative relationship between religion and mental health
symptoms would be moderated by the internalization of the mental illness stigma. In other
words, we expected that the internalization of mental illness as a stigmatized identity would
attenuate the positive effects of religion on mental health. As we predicted, the negative
relationship between religion and mental health was moderated by the internalization of the
mental illness stigma. Specifically, at low levels of stigma internalization, self-rated religiosity
was shown to have a positive effect on mental health (measured as less psychiatric symptoms).
At high levels of stigma internalization, however, these positive salutary effects of religion
disappeared. This suggests that depending on the degree to which participants internalize the
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stigma of mental illness, sigma internalization can reduce and even eliminate the salutary effects
that religion has on mental health.
The extent to which individuals internalized the stigma of mental illness was also found
to positively predict psychiatric symptoms. This increased symptomatology reported by
individuals with high stigma internalization could be attributed to some of the negative feelings
(shame, guilt, and fear of being stereotyped and discriminated against) and behaviors (e.g.,
delaying or refusing to seek mental health services for their mental illness) that result from
having internalized this stigma (Corrigan, 1998; Starr, Campbell, & Herrick, 2002). Based on
these findings, the reason why religion losses it salutary effects when stigma internalization is
high may be because as stigma internalization increases, so does psychiatric symptomatology.
Thus, while religion may have a salutary effect on mental health when psychiatric symptoms are
at mild to moderate levels of severity, it may be ineffective when individuals have more severe
psychiatric symptoms. These results highlight the importance of properly assessing and
designing personalized therapeutic interventions aimed at reducing stigma internalization in
order to ensure better treatment outcomes.
In situations when stigma internalization is high, religion may be rendered ineffective due
to individuals’ own negative perceptions. Strawbridge et al.’s (1997) argued that religion may be
less helpful when stressors are perceived as resulting from personal failures. Based on this
argument, it is possible that individuals, who internalize the stigma of mental illness to a greater
degree, may be more likely to view their mental illness as something that they are personally
responsible for or deserve. If so, this may explain why the positive effects of religion disappear
when stigma internalization is high. This possibility should be explored further in future
research.
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Limitations
The findings of the present study must be interpreted with caution because of the
limitations of our study. One such limitation is the cross-sectional, correlational nature of the
study, which limits the extent to which we can make casual inferences. Based on the design, it is
difficult to determine the directionality of the effects. In other words, it is difficult to ascertain
whether it is religiosity that has an affect on mental health or whether it is mental health that has
an affect on religiosity, or whether some third factor influences both. Longitudinal designs, thus,
are needed and would better capture the influence of religiosity on mental health.
A second potential limitation is the researchers’ complete reliance on self-report. It is
plausible that the low educational attainment of participants in our study, in addition to social
desirability may have affected the overall accuracy of participants’ responses. Hence, future
research in this area should include measures of social desirability, as well as an assessment of
basic reading comprehension. A more socioeconomically diverse sample may also produce
different results. Although less convenient, face-to-face interviews may also lead to more
accurate data gathering.
Further, because participants from our sample were all from one geographical region in
the US (Northeast), this may limit the generalizability of the present findings. The religious
practices (e.g., attending church), self-reported religiosity, and religious beliefs of participants in
our study may all be quite different from those who live in other parts of the country. As such,
the religion-mental link may vary according to geographical area. Future research should focus
on increasing the generalizability by including participants with mental illness from different
geographical regions.

50

Finally, culturally focused religious practices were not assessed in the present study.
Among the Black and Latinos in our sample, there was a strong Caribbean influence which can
include Christian and African religious practices such as Santeria, Obeah, and faith healers.
It is possible that these culturally focused religious practices might have impacted how African
American and Latinos in our sample coped with their mental illness. Thus, future research
focusing on Black and Latino individuals should investigate whether these types of religious
practices influence mental health.
Despite the limitations of the present study, this study contributes to the literature on
religion and mental health by documenting relationships between multiple forms of religiosity
and psychiatric symptoms among African Americans and Latinos with mental illness. These
data offer needed information on a neglected topic among two of the largest ethnic groups,
residing in the Northeast of the United States. Our results also point to the need for greater
understanding of the role of religion in the lives of individuals living with mental illness.
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APPENDIX 1: MEASURES
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APPENDIX A: STIGMA INTERNALIZATION
There are no right or wrong answers to any of these statements; we are interested in your honest
reactions and opinions. Please read each statement carefully, and respond by circling a number
on the scale.

From: Berger, Ferrans, & Lashley
1. Having my concealed identity makes me feel like a bad person.
1
Strongly
Disagree

2

3

4
Neither Agree
nor Disagree

5

6

7
Strongly
Agree

2. I feel I’m not as good as others because of my concealed identity.
1
Strongly
Disagree

2

3

4
Neither Agree
nor Disagree

5

6

7
Strongly
Agree

3. I feel guilty because of my concealed identity.
1
Strongly
Disagree

2

3

4
Neither Agree
nor Disagree

5

6

7
Strongly
Agree
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APPENDIX B: CESD (Depression)

Below is a list of the ways you might have felt or behaved. Please indicate how often you
have felt this way during the past week. Use the scale below and write the corresponding
number for how often you felt each item next to the item.

1 = Rarely or None of the Time (Less than 1 Day)
2 = Some or a Little of the Time (1-2 Days)
3 = Occasionally or a Moderate Amount of Time (3-4 Days)
4 = Most or All of the Time (5-7 Days)

During the past week:
1._____ I was bothered by things that usually don’t bother me.
2._____ I did not feel like eating; my appetite was poor.
3._____ I felt that I could not shake off the blues even with help from my family or friends.
4._____ I felt that I was just as good as other people.
5._____ I had trouble keeping my mind on what I was doing.
6._____ I felt depressed.
7._____ I felt that everything I did was an effort.
8._____ I felt hopeful about the future.
9._____ I thought my life had been a failure.
10.____ I felt fearful.
11.____ My sleep was restless.
12.____ I was happy.
13.____ I talked less than usual.
14.____ I felt lonely.
15.____ People were unfriendly.
16.____ I enjoyed life.
17.____ I had crying spells.
18.____ I felt sad.
19.____ I felt that people dislike me.
20.____ I could not get “going.”
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APPENDIX C: STAI-T (Anxiety)

Please complete the following mood rating scale according to how you generally feel. For each
of the items below, please indicate the frequency of your feelings by circling the number that best
reflects the way you generally feel.
1. I feel pleasant.
1
almost never

2
occasionally

3
often

4
all the time

2. I feel nervous and restless.
1
2
almost never some of the time

3
often

4
all the time

3. I feel satisfied.
1
2
almost never some of the time

3
often

4
all the time

4. I wish I felt as happy as others.
1
2
almost never some of the time

3
often

4
all the time

5. I feel like a failure.
1
2
almost never some of the time

3
often

4
all the time

6. I feel rested.
1
almost never

2
some of the time

3
often

4
all the time

7. I feel calm, cool, and collected.
1
2
almost never some of the time

3
often

4
all the time

8. I feel that difficulties piling up.
1
2
almost never some of the time

3
often

4
all the time

9. I worry too much.
1
2
almost never some of the time

3
often

4
all the time
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10. I am happy.
1
almost never

2
some of the time

3
often

4
all the time

11. I have disturbing thoughts.
1
2
almost never some of the time

3
often

4
all the time

12. I lack self-confidence.
1
2
almost never some of the time

3
often

4
all the time

13. I feel secure.
1
2
almost never some of the time

3
often

4
all the time

14. I make decisions easily.
1
2
almost never some of the time

3
often

4
all the time

15. I feel inadequate.
1
2
almost never some of the time

3
often

4
all the time

16. I am content.
1
2
almost never some of the time

3
often

4
all the time

17. Some unimportant thought runs through my mind and bothers me.
1
2
3
4
almost never some of the time
often
all the time
18. I take disappointments keenly.
1
2
almost never some of the time

3
often

4
all the time

19. I am a steady person.
1
2
almost never some of the time

3
often

4
all the time

20. I feel tension or turmoil in my life.
1
2
almost never some of the time

3
often

4
all the time
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APPENDIX D: ISEL (Social Support)

Instructions: This scale is made up of a list of statements each of which may or may not be true
about you. For each statement circle "definitely true" if you are sure it is true about you and
"probably true" if you think it is true but are not absolutely certain. Similarly, you should circle
"definitely false" if you are sure the statement is false and "probably false" if you think it is false
but are not absolutely certain.
1). I feel that there is no one I can share my most private worries and fears with.
1. definitely false

2. probably false

3. probably true

4. definitely true

2). If I wanted to have lunch with someone, I could easily find someone to join me.
1. definitely false

2. probably false

3. probably true

4. definitely true

3). If I were sick and needed someone (friend, family member, or acquaintance) to take me to the
doctor, I would have trouble finding someone.
1. definitely false

2. probably false

3. probably true

4. definitely true

4). When I need suggestions on how to deal with a personal problem, I know someone I can turn
to.
1. definitely false
2. probably false
3. probably true
4. definitely true

5). I feel like I’m not always included by my circle of friends.
1. definitely false

2. probably false

3. probably true

4. definitely true

6). If I needed a place to stay for a week because of an emergency, I could easily find someone
who would put me up.
1. definitely false

2. probably false

3. probably true

4. definitely true
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APPENDIX E: SBI (Religious Beliefs/Practices)

Please respond to each of the following items using the scale given:
1 = Strongly Agree
2 = Agree
3 = Disagree
4 = Strongly Agree

1. Religion is important to my day-to-day life.
2. Prayer or meditation has helped me cope during times of serious illness.
3. I believe God protects me from harm.
4. I feel certain that God in some form exists.
5. I pray for help during bad times.
6. I believe God will not give me a burden I cannot carry.
7. One’s life and death follows a plan from God.
8. During times of illness, my religious or spiritual beliefs have been strengthened.
9. I have experienced peace of mind through my prayers and meditation.
10. I have experienced a sense of hope as a result of my religious or spiritual beliefs.
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APPENDIX F: Demographics

SEX:

Female _____ Male _____

AGE: _____
Highest Level of Education Completed:
___ Elementary School
___ Midde School
___ Some High School
___ Completed High School Degree
___ Some Vocational or Technical School
___ Completed Vocational or Technical Program
___ Some college
___ Completed Associate Degree
___ Completed Bachelors Degree
___ Some graduate school
___ Completed Masters Degree or other 2-Year Professional Degree
___ Completed Doctoral Degree
RACE/ETHNICITY: (check the one that best describes you)
_____Asian/Pacific Islander
_____Black/African-American
_____Hispanic/Latino
_____Native American
_____White/of European origin
_____ Middle Eastern
_____Other (please specify) ______________________

Please indicate your employment status:
______ 1. Not Employed
______ 2. Employed
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Yearly Income:
____ Less than $5,000 per year
____ Between $5,000 and $10,000 per year
____ Between $10,000 and $15,000 per year
____ Between $15,000 and $20,000 per year
____ Between $20,000 and $30,000 per year
____ Between $30,000 and $40,000 per year
____ Between $40,000 and $50,000 per year
____ Between $50,000 and $60,000 per year
____ Between $60,000 and $70,000 per year
____ Between $70,000 and $80,000 per year
____ Between $80,000 and $90,000 per year
____ Between $90,000 and $100,000 per year
____ More than $100,000 per year
How Often Do You Attend Church?
______ 1. Never
______ 2. Less Than Once a Year
______ 3. About Once or Twice a Year
______ 4. Several Times a Year
______ 5. About Once a Month
______ 6. 2 or 3 Times a Month
______ 7. Nearly Every Week
______ 8. Every Week
______ 9. Several Times a Week

How Religious Do You Consider Yourself To Be?
______ 1. Very Religious
______ 2. Moderately Religious
______ 3. A Bit Religious
______ 4. Not Religious At All

Please Indicate Your Religious Affiliation:
______ 1. Not Affiliated With Any Religion
______ 2. Protestant
______ 3. Catholic
______ 4. Jewish
______ 5. Muslim
______ 6. Other
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APPENDIX G

Table 1: Sociodemographic Characteristics

Variable
Education
Elementary School
Middle School
Some High School
Completed High School Degree
Some Vocational or Tech. School
Completed Vocational or Tech. School
Some College
Completed Associate Degree
Completed B.A.
Some Graduate School

Number

Percentage of Sample

9
6
30
29
6
2
14
6
1
1

8.7%
5.8%
28.8%
27.9%
5.8%
1.9%
13.5%
5.8%
1.0%
1.0%

Income
Less than $5,000 per Year
Between $5K and $10K per Year
Between $10K and $15K per Year
Between $15K and $20K per Year
More than $20 per year

58
18
12
6
10

55.8%
17.3%
11.5%
5.8%
9.6%

Concealed Stigmatized Identities
Mental Illness
Substance Abuse

53
51

51%
49%
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APPENDIX H

Table 2. Descriptive Statistics for Continuous Variables

Variable
Psychiatric Symptoms
Religious Beliefs/Prac. (SBI)
Stigma Internalization
Social Support (ISEL)

Mean
3.61
16.9
12.1
8.5

Std. Dev.
1.04
7.57
5.81
2.66

Cronbach’s α
.87
.95
.85
.76
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APPENDIX I
Table 3. Descriptive Statistics for Categorical Variables

Variable

Frequency

Percent

Self-Rated Religiosity
Very Religious
Moderately Religious
Slightly Religious
Not Religious at All

29
37
22
16

27.9
35.6
21.2
15.4

Church Attendance
Never
Less than Once a Year
About Once or Twice a Year
Several Times a Year
About Once a Month
2 or 3 Times a Month
Nearly Every Week
Every Week
Several Times a Week

25
11
10
22
7
11
7
9
2

24
10.6
9.6
21.2
6.7
10.6
6.7
8.7
1.9
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APPENDIX J
Table 4: Correlation Matrix between Study Variables
Variable

1

2

-1. Ethnicity/race
-.20
2. Sex
-.03
10
3. Age
4. Income
.03
-.01
5. Social Support
-.15
-.09
6. Language
-.34** -.07
7. Psychiatric Sx..
-.16
.10
8. Stigma Internal.
-.19
.04
9. Self-Rated Relig.
-.14
-.06
10. Relig. Beliefs/Pra. -.17
-.14
11.Religious Atten.
.24*
.24*
Significance: *p<.05; **p<.01; ***p<.0010

3

4

5

6

7

8

9

10

11

--.16
-.23*
.25*
.08
.22*
-.09
-.20
-.14

-.03
-.07
-.23*
-.10
-.02
-.01
.04

-.07
-.24*
-.09
.03
.07
.05

-.32**
.09
.10
-.03
-.31**

-.41**
.18
.01
-.14

--.07
-.01
-.06

-.27**
-.33**

--.24*

--
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APPENDIX K
Table 5: Summary of Regression Analyses for Religious Variables and Stigma Internalization
Predicting Psychiatric Symptoms
Step
1

2

Predictor
Income
Sex

b
-.05
.13

SE b
.02
.11

β
-.20*
.11

Language
Race/Ethnicity
Social Support
Income
Sex
Language

.50
-.12
-16
-.05
.13
.50

.16
.10
.05
.02
.11
.17

.29**
-.11
-.27*
-.19*
.11
.29**

Race/Ethnicity
-.10
.10
-.10
Social Support
-.16
.05
-.27
Religious Beliefs/Practices (RBP)
.00
.07
.00
Self-Rated Religiosity (SR)
-.08
.05
-.16
Religious Attendance (RA)
.01
.02
.03
3
Income
-.04
.02
-.16
Sex
.10
.10
.09
Language
.48
.16
.28**
Race/Ethnicity
-.02
.10
-.02
Social Support
-.14
.05
-.23**
RBP
.00
.06
.00
SR
-.10
.05
-.19*
RA
.01
.02
.04
Stigma
.01
.02
.36***
Note. R2 = 0.23 for Step 1 (p = .001); R2 =0.25 for Step 2 (p = .434); R2 =0.37 for Step 3
(p = .001). *p < 05. **p < .01. *** p < .001
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APPENDIX L
Table 6: Summary of Regression Analyses for Religious Variables and Stigma Internalization
Predicting Psychiatric Symptoms
Step
1

2

Predictor
Income
Sex

b
-.05
.13

SE b
.02
.11

β
-.20*
.11

Language
Race/Ethnicity
Social Support
Income
Sex
Language

.50
-.12
-16
-.04
.10
.48

.16
.10
.05
.02
.10
.16

.29**
-.11
-.27*
-.16
.09
.28**

Race/Ethnicity
-.02
.10
-.02
Social Support
-.14
.05
-.23**
Religious Beliefs/Practices (RBP)
.00
.06
.00
Self-Rated Religiosity (SR)
-.01
.05
-.19*
Religious Attendance (RA)
.01
.02
.04
Stigma Internalization (Stigma)
.10
.02
.36***
3
Income
-.05
.02
-.17*
Sex
.11
.10
.09
Language
.50
.16
.29**
Race/Ethnicity
-.01
.10
-.01
Social Support
-.15
.05
-.26**
RBP
.01
.06
.02
SR
-.10
.05
-.20*
RA
.01
.02
.05
Stigma
.10
.02
.37***
Stigma X SR
.03
.02
.14
Stigma X RA
.00
.01
.02
Stigma X SBP
-.02
.03
-.05
Note. R2 = 0.23 for Step 1 (p = .001); R2 =0.37 for Step 2 (p = .001); R2 =0.40 for Step 3
(p = .27). *p < 05. **p < .01. *** p < .001
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APPENDIX M
Table 7: Summary of Regression Analyses for Religious Variables and Stigma Internalization
Predicting Psychiatric Symptoms
Step
1

2

Predictor
Income
Sex

b
-.05
.13

SE b
.02
.11

β
-.20*
.11

Language
Race/Ethnicity
Social Support
Income
Sex
Language

.50
-.12
-16
-.04
.10
.48

.16
.10
.05
.02
.10
.16

.29**
-.11
-.27*
-.16
.09
.28**

Race/Ethnicity
-.02
.10
-.02
Social Support
-.14
.05
-.23**
Religious Beliefs/Practices (RBP)
.00
.06
.00
Self-Rated Religiosity (SR)
-.01
.05
-.19*
Religious Attendance (RA)
.01
.02
.04
Stigma Internalization (Stigma)
.10
.02
.36***
3
Income
-.05
.02
-.17*
Sex
.11
.10
.09
Language
.50
.16
.29**
Race/Ethnicity
-.01
.10
-.01
Social Support
-.15
.05
-.26**
RBP
.01
.06
.02
SR
-.10
.05
-.20*
RA
.01
.02
.05
Stigma
.10
.02
.37***
Stigma X SR
-.04
.03
.16*
2
2
2
Note. R = 0.23 for Step 1 (p = .001); R =0.37 for Step 2 (p = .001); R =0.39 for Step 3
(p = .05). *p < 05. **p < .01. *** p < .001
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APPENDIX N
Table 8: Summary of Regression Analyses for Religious Variables, Stigma Internalization, and the
Products of Stigma Internalization and Religious Beliefs/Practices Predicting Psychiatric Symptoms
Step
1

2

Predictor
Income
Sex

b
-.05
.13

SE b
.02
.11

β
-.20*
.11

Language
Race/Ethnicity
Social Support
Income
Sex
Language

.50
-.12
-16
-.04
.10
.48

.16
.10
.05
.02
.10
.16

.29**
-.11
-.27*
-.16
.09
.28**

Race/Ethnicity
-.02
.10
-.02
Social Support
-.14
.05
-.23**
Religious Beliefs/Practices (RBP)
.00
.06
.00
Self-Rated Religiosity (SR)
-.01
.05
-.19*
Religious Attendance (RA)
.01
.02
.04
Stigma Internalization (Stigma)
.10
.02
.36***
3
Income
-.04
.02
-.16
Sex
.10
.10
.08
Language
.50
.16
.29**
Race/Ethnicity
-.02
.10
-.02
Social Support
-.14
.05
-.23**
RBP
.00
.06
.00
SR
-.10
.05
-.20*
RA
.01
.02
.05
Stigma
.10
.02
.36***
Stigma X RBP
-.04
.03
-.09
2
2
2
Note. R = 0.23 for Step 1 (p = .001); R =0.37 for Step 2 (p = .001); R =0.38 for Step 3
(p = .05). *p < 05. **p < .01. *** p < .001
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APPENDIX O
Table 9: Summary of Regression Analyses for Religious Variables, Stigma Internalization, and the
Products of Stigma Internalization and Religious Attendance Predicting Psychiatric Symptoms
Step
1

2

Predictor
Income
Sex

b
-.05
.13

SE b
.02
.11

β
-.20*
.11

Language
Race/Ethnicity
Social Support
Income
Sex
Language

.50
-.12
-16
-.04
.10
.48

.16
.10
.05
.02
.10
.16

.29**
-.11
-.27*
-.16
.09
.28**

Race/Ethnicity
-.02
.10
-.02
Social Support
-.14
.05
-.23**
Religious Beliefs/Practices (RBP)
.00
.06
.00
Self-Rated Religiosity (SR)
-.01
.05
-.19*
Religious Attendance (RA)
.01
.02
.04
Stigma Internalization (Stigma)
.10
.02
.36***
3
Income
-.04
.02
-.16
Sex
.10
.10
.09
Language
.49
.16
.29**
Race/Ethnicity
-.02
.10
-.02
Social Support
-.14
.05
-.24**
RBP
.00
.06
.00
SR
-.10
.05
-.19*
RA
.01
.02
.04
Stigma
.10
.02
.37***
Stigma X RA
.01
.01
.07
2
2
2
Note. R = 0.23 for Step 1 (p = .001); R =0.37 for Step 2 (p = .001); R =0.37 for Step 3
(p = .05). *p < 05. **p < .01. *** p < .001
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APPENDIX P

Figure 1: 2-Way Interaction between Stigma Internalization and Self-Rated
Religiosity Predicting Psychiatric Symptoms
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