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ABSTRACT   
Background: This study investigates religious predictors 
of psychological well-being and psychological distress in 
a five-year national probability sample of Israeli Jews 
(N = 4,073). Data were taken from the 2006-2010 annual 
surveys of Israel as a part of the multinational Gallup 
World Poll.

Methods: Analyses identified religious predictors of 
five-item scales of well-being and distress, adjusting for 
effects of several covariates, including health satisfaction. 
Additional analyses examined differences in religion, 
well-being and distress, and their interrelationships by 
categories of Jewish religious identity and observance 
(hiloni, masorti, dati, and haredi).

Results: Levels of religiousness and of well-being increase 
as one moves “rightward” across Jewish observance. Self-
ratings of importance of religion and religious attendance 
are significantly associated with well-being, overall, and 
a religious harmony scale is associated with both well-
being (positively) and distress (inversely), and with these 
measures’ respective items, overall and across Jewish 
observance.

Conclusions: Religious indicators are significant 
predictors of both psychological well-being and 
psychological distress in Israeli Jews, regardless of 
Jewish religious observance.
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logical well-being (1). This association works two ways: 
greater religiousness, variously assessed, as protective 
against psychological distress and psychiatric diagno-
ses (e.g., mood disorders such as depressive symptoms 
and anxiety) and promotive of psychological well-being 
(e.g., happiness, life satisfaction, positive affect). As in 
all epidemiologic studies, these findings are expressed 
on average and at the population level; there are, of 
course, exceptions to these trends. This literature also 
includes findings from clinical and community studies, 
social and behavioral research by gerontologists, and 
other population-based research by psychiatric and 
psychosocial investigators.

Despite the volume of work that has accumulated, the 
research literature is homogeneous in an important way. 
Published results overwhelmingly draw on samples of 
Christians, of one denomination or another, from North 
America. There are fewer international studies and very 
few studies of Jews, from Israel or the diaspora. This is 
ironic, as important early research on religion and men-
tal health derived from samples with substantial Jewish 
respondents, such as the Midtown Manhattan Study of 
the 1950s (2).

Research on religious factors in Jewish mental health 
conducted since then comprises population-based stud-
ies of diagnosed psychiatric disorders and self-reports 
of dimensions of psychological well-being and distress. 
U.S. studies are few and mostly compare prevalence 
rates between Jews and non-Jews (3); similarly, Israeli 
studies tend to compare population subgroups, such 
as immigrant and native-born Jews (4, 5). This work is 
instructive, as mental health is a significant predictor 
of health-related quality of life among adult Israeli Jews 
(6). Yet while Jewish self-identification is a variable in 
these studies, for the sake of comparisons, Jewish reli-
gious beliefs or practices are not a focus of analysis.

INTRODUCTION
Over two decades of research has identified religious 
correlates or determinants of mental health and psycho-
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A few Israeli studies have explored the impact of 
religiousness, broadly defined, on indicators of mental 
health or well-being. A longitudinal study of retirees 
found a self-rating of religiosity, defined as observance 
of religious rituals, to be mildly protective against psy-
chological distress (7). This result was complicated 
by the observation that religiosity itself increased in 
response to declines in well-being. A national probabil-
ity survey of adult Israeli immigrants found that religi-
osity, defined as observance of religious traditions, was 
strongly associated with a measure of life satisfaction 
among immigrants both from the West and from the 
former Soviet Union (8).

Stratification of respondents by categories of Jewish 
identity and observance familiar in Israel but not in the 
diaspora (e.g., secular, traditional, religious, Orthodox) 
yields additional information, but inconsistent results. 
A study of elderly Israelis found greater life satisfaction 
and health among “religiously observant” rather than 
“traditionally observant” respondents (9). By contrast, in 
a nationally representative sample of middle-aged urban 
Israeli Jews, “observant” (i.e., traditional) Jews reported 
lower scores than “secular” Jews on the SF-36 mental 
health scale (10). In a sample of Jewish Israeli college 
students, scores on a Jewish religious beliefs index were 
associated with greater well-being and less distress, but 
only among “secular” and “religious” Jews, not among an 
intermediate category of “traditional” Jews (11).

Studies among the most Orthodox and ultra-Ortho-
dox categories of Israeli Jews suggest some level of 
protection, epidemiologically, for mental health and 
well-being. In a study of matched “secular” and “reli-
gious” kibbutzim, religious kibbutz members reported 
a greater “sense of coherence” and less hostility, leading 
the authors to conclude that “Jewish religious obser-
vance may enhance the formation of certain protec-
tive personality characteristics” (12, p. 185). Likewise, 
in a sample of West Bank and former Gaza settlers, 
the higher the religiosity the less the demoralization, 
according to the PERI-D Scale (13). Respondents who 
self-identified as “national-religious” or “national-ultra-
religious” had significantly less psychological distress 
than either “traditional” or “secular” Jews. In another 
kibbutz study, belonging to a “religious” rather than 
“secular” community served to mitigate psychological 
distress and promote better health (14). The authors 
concluded that “the regulative and integrative function 
of belonging to a religious community” (p. 119) con-
tributed most to its salutary impact.

Studies of diaspora Jews mostly validate the rela-
tive protection afforded Orthodox and ultra-Orthodox 
Jews for various mental health outcomes. Most notable 
is a recent series of psychological studies conducted 
by Rosmarin and colleagues in the U.S. This work has 
established that higher levels of trust in God (15), beliefs 
affirming God’s benevolence (16), general religiousness 
and religious practices (17), and gratitude (18) are signifi-
cantly protective against anxiety and depression among 
Orthodox Jews. Moreover, high levels of spiritual strug-
gles are associated with poorer physical and mental health 
among Jews, in general, but with better physical and men-
tal health among the Orthodox (19). An earlier series of 
British studies of anxiety (20), stress (21), and depression 
(22) among “strictly orthodox” and “traditionally ortho-
dox” Anglo-Jews explored significant themes related to 
sociocultural context, but did not identify consistent epi-
demiologic differences between these groups.

Whether these findings translate to Israel, or to else-
where in the diaspora, is an open question for several rea-
sons. First, the possibility of “a strong taboo surrounding 
mental illness” among the ultra-Orthodox (23, p. 1516) 
may complicate interpretation of results due to under-
reporting of symptoms. To be fair, if true, this may affect 
some types of studies and not others, depending upon 
the mode of assessment; moreover, it is unclear that this 
would be more or less salient an issue in Israel. Second, 
the possibility of gender differences in mental health or 
in putative effects of religion for mental health among the 
haredim has been only minimally explored (24). Third, 
there is the confusing matter of how U.S. and diaspora 
categories of religious identity, observance, and affilia-
tion do and do not correspond to Israeli categories (25). 
Finally, there is evidence that more religiousness, regard-
less of affiliation or level of observance, is salutary for 
Jewish mental health. A small study of Jewish adults from 
Washington, DC, found that religious indicators (interest 
in broad Jewish topics, commitment to religious tradi-
tions, holiday celebration, Jewish organizational activism, 
and personal belief in God) were associated with higher 
scores on one or more well-beings scales (26).

Each group of studies tells us something important, 
but cannot tell us other things. Some make simple 
comparisons between Jews and non-Jews, others look 
at intra-Jewish differences, according to various taxono-
mies. A few examine effects of religiousness among Jews, 
but most do not. Where they do, religious assessment is 
minimal. Not all focus on Israeli Jews. Not all are based 
on large national probability samples. Studies typically 
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do not assess both positive and negative polarities of 
well-being. In sum, we must piece together evidence 
from various sources, each contributing something but 
none providing a full picture.

The present study makes use of an underutilized 
data resource in order to extend this prior work. 
Serendipitously, this source, the Israel sample of the Gallup 
World Poll (GWP), contains four religious measures and 
respective indices of psychological well-being and distress, 
thus enabling a closer look at this subject with population-
wide data. While these measures assess neither the fullness 
of religious experience, Jewish or otherwise, nor the many 
dimensions and domains of mental health, they provide 
an opportunity to examine their interrelationship among 
Israelis and Jews in a way heretofore impossible. Inclusion 
of a categorical measure of Jewish religious identity and 
observance (with distinct self-reported categories of hiloni, 
masorti, dati, and haredi; for an explanation, see Measures) 
also permits a stratified look at this issue and enables vali-
dation of recent studies.

Based on prior results, modest as they are, and on 
the extensive literature on religion and mental health, 
a few findings are expected. First, greater religiousness 
is expected to be promotive of well-being and protec-
tive against distress. There is mixed evidence from prior 
studies as to whether certain religious measures exhibit 
contemporaneous or longitudinal effects on specific types 
of psychological outcomes in particular populations (27). 
In light of prior research, a salutary effect is anticipated. 
However, the Israeli experience differs in norms of Jewish 
religious expression from the diaspora, including the U.S. 
Socioeconomic and cultural correlates of religiousness, 
even how religiousness is defined, differ substantively and 
incorporate social and political realities and tensions that 
may deleteriously impact on well-being. In other words, 
the construction of Jewish identity in Israel differs from 
the denominational typology found in the diaspora. The 
categories used in the GWP do not map easily onto respec-
tive Jewish movements in, for example, the U.S. Religious 
involvement thus may not be as uniformly salutary expo-
sure for well-being, epidemiologically, as it appears to be 
in some U.S. studies. Religion may be more or less salient 
a correlate of well-being or distress depending upon the 
extent of one’s involvement in Judaism.

Second, less research has been conducted on the 
mental health impact of religious beliefs, attitudes, or 
practices relative to studies of overall self-reports of 
practicing or observing Judaism. So for the religious 
items included in the GWP battery (see Measures), the 

present study is somewhat exploratory. Nonetheless, 
affirmation of greater religiousness, however defined 
— valuation of religion, attendance at worship service, 
belief in God — is expected to be salutary, whether 
through association with well-being or through protect-
ing against distress.

Third, it is also anticipated that the salience of these 
effects — that is, their magnitude and statistical signifi-
cance — will be more pronounced as one moves “right-
ward” across categories of Jewish religious identity and 
observance (i.e., from secular to Orthodox). Based on 
prior findings, including the studies of Rosmarin and 
colleagues, there is reason to expect something of a 
“dose-response” gradient for well-being and distress 
as well as for the impact of religiousness on these out-
comes. Recent U.S. findings confirm such a gradient 
for self-assessments of physical health, such that salu-
tary religious effects were observed primarily among 
Orthodox and Conservative Jews and less so or not at all 
among Reconstructionist, Reform, or secular Jews (28). 
In the present study, this would imply greater well-being 
and less distress moving from hiloni to haredi Jews, and 
stronger associations of religion with well-being and 
distress moving in the same direction.

METHODS
THE GAllUp WORlD pOll (GWp)
These data come from the Israeli sample of the Gallup 
World Poll (GWP), a continual cross-sectional survey of 
the adult population of over 150 countries using randomly 
selected, nationally representative samples (29). Most 
GWP samples comprise 1,000 people per country per 
round and use a standard set of core questions, supple-
mented by additional country-specific or region-specific 
items. These surveys have been conducted annually, with 
plans for quarterly surveys in many countries. Data are 
generally collected via face-to-face interviews, although 
in some countries telephone interviews are used.

Data were collected in Israel in July, 2006 (N = 1,002); 
August, 2007 (N = 1,001); September-October, 2008 (N 
= 1,001); October-November, 2009 (N = 1,000); and 
October-November, 2010 (N = 1,000). All interviews 
were conducted in person in Hebrew (or in Arabic or 
Russian, if needed). The present study uses a combined 
five-year sample (N = 5,004) and limits analyses to the 
survey’s Jewish respondents (N = 4,073), constituting 
81% of the Israeli sample aged 15 and over. For selected 
analyses, the available sample size is smaller, due to three 
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study variables being available only in certain rounds of 
data collection (explained in Data Analysis). To be clear, 
each year’s GWP is a separate cross-sectional survey; this 
is not a single multi-wave panel and thus all respondents 
in the combined sample are unique.

Typical of large-scale social surveys, the GWP con-
tains hundreds of items and scales assessing domains 
of social, political, and economic life. The GWP is best 
known for its many indices used in aggregate (country-
level) analyses, such as national rankings of personal 
economy, corruption, violence, food and shelter, law 
and order, optimism, and other constructs (30), as well 
as in studies of global health and its determinants (31). 
The GWP also contains item sets assessing psychologi-
cal well-being and distress, personal health, and religi-
osity—thus enabling its use here.

The GWP is a promising but largely untapped resource 
for systematic empirical research, both multinationally 
and within respective countries, such as Israel. There 
is also, incidentally, a distinct “Palestinian Territories” 
sample, enabling future comparative research. The GWP 
data are not publically available, but accessible to a select 
group of consulting research scholars, including the pres-
ent author, who has a research interest in the health of 
Jews. The GWP’s Israeli sample has, to now, been mostly 
unutilized. The present paper, it is expected, will be the 
first of a series of analyses using these data.

MEASURES
The GWP Israeli sample contains a few binary religious 
items. These include importance of religion (“Is religion an 
important part of your daily life?”; recoded as: 0 = no, 1 = 
yes), religious attendance (“Have you attended a place of 
worship or religious service within the last seven days?”; 
recoded as: 0 = no, 1 = yes), and God directly involved 
(“Do you believe God is directly involved in things that 
happen in the world, or not?”; recoded as: 0 = no, 1 = yes). 
Five additional Likert items (coded from 1 = strongly dis-
agree to 5= strongly agree) were combined into a religious 
harmony scale (α = .69): “I always treat people of other 
religious faiths with respect,” “Most religious faiths make 
a positive contribution to society,” “I would not object to 
a person of a different religious faith moving next door,” 
“People of other religious faiths always treat me with 
respect,” and, “In the past year, I have learned something 
from someone of another religious faith.”

There is also a measure of Jewish religious identity and 
observance (“What specific Jewish denomination are 
you?”), recoded as: 1 = hiloni (secular; 48.6% of the sam-

ple), 2 = masorti (traditional; 33.2%), 3 = dati (religious; 
14.1%), 4 = haredi (Orthodox; 4.1%). These categories, 
as noted, are not the same as the Jewish movements or 
“denominations” found in the U.S. and throughout the 
diaspora. Haredi means more or less what it does else-
where: religious Jews subscribing to ultra-Orthodox life 
styles. Dati would be closer to the more strictly Torah-
observant side of the diaspora’s Modern Orthodox, but 
is culturally, socioeconomically, and politically distinct 
from haredi. Israelis who self-identify as masorti are tra-
ditionally religious Jews of non-Ashkenazi origin; there is 
also a small Masorti (Conservative) movement in Israel, 
but that means something quite different. Finally, hiloni 
Jews, while institutionally unaffiliated or non-religious, 
nonetheless may be considerably more observant in 
some ways than liberal affiliated Jews in the diaspora. If 
this taxonomy is confusing to non-Israelis, it just under-
scores that these categories are not equivalent to the 
familiar Jewish denominations found in the West. Based 
on other estimates (32), the proportional breakdown in 
this sample is representative of the overall population, 
although underrepresentation of haredim remains a per-
sistent issue in mental health studies.

Outcome measures include two five-item indices con-
structed for the present study. A psychological well-being 
scale (α = .52) was constructed from five items developed 
by the GWP to assess “positive experience,” or “respon-
dents’ experienced wellbeing on the day before the survey.” 
As utilized in the present study, this measure comprises 
a summary of scores on these items (“Did you feel well-
rested yesterday?,” “Were you treated with respect all day 
yesterday?,” “Did you smile or laugh a lot yesterday?,” “Did 
you learn or do something interesting yesterday?,” and, 
“Did you experience the following feelings during a lot of 
the day yesterday? How about enjoyment?”; each recoded 
as: 0 = no, 1 = yes). Likewise, a psychological distress scale 
(α = .56) was constructed from five items developed by the 
GWP to assess the opposite polarity of well-being, termed 
“negative experience.” These items (“Did you experience 
the following feelings during a lot of the day yesterday? 
How about physical pain?,” “How about worry?,” “How 
about sadness?,” “How about depression?,” and, “How 
about anger?”) were recoded and summarized in the same 
fashion as in the well-being scale. These indices and their 
respective questions have been used in research on global 
prosperity and economic development (33).

Covariates include a single-item self-assessment of 
health satisfaction (“Are you satisfied or dissatisfied with 
your personal health?”; recoded as: 0 = dissatisfied, 1 = sat-
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isfied) and four sociodemographic variables: age (in years), 
gender (recoded as: 0 = male, 1 = female), marital status 
(recoded as: 0 = not married and living together, 1 = mar-
ried and living together; collapsed from 6 categories), and 
education (recoded as: 1 = elementary: through 8 years, 2 
= secondary/tertiary: 9-15 years, 3 = college degree).

DATA ANAlySIS
All analyses were conducted using SAS version 9.2. 
Descriptive statistics and ANOVA results for differences 
in study variables by categories of Jewish religious identity 
and observance were obtained using the UNIVARIATE 
and GLM procedures, respectively. Psychometric valida-
tion of the several scales was conducted using the CORR 
procedure.

A strategy of two-step OLS regression was used to 
model effects of the four religious measures separately 
on each of the two outcome variables, using the REG 
procedure. In Model I, gross (unadjusted) or bivariate 
associations were examined. In Model II, each respective 
analysis was rerun, adding in measures of the covariates 
(health satisfaction, age, gender, marital status, educa-
tion), producing net (adjusted) or multivariable associa-
tions. Analyses were conducted separately for the well-
being and distress scales in relation to each religious vari-
able. Results are presented both overall and separately for 
each category of Jewish religious identity and observance. 
Both unstandardized (b) and standardized (β) regres-
sion coefficients are reported, enabling comparisons 
both across different models in different subsamples and 
for respective religious indicators and within respective 

subsamples (34). To facilitate comparison of regression 
effects across Jewish categories, regression models were 
also run for the overall sample including a multiplica-
tive interaction term for the Jewish religious identity and 
observance variable and the respective religious indica-
tor. This provides a de facto test of subgroup differences, 
indicated by a statistically significant interaction.

A confusing feature of the GWP Israeli data is that 
not all measures are available at every round of data 
collection. In the present study, this comes into play 
as follows. For all analyses reporting findings from the 
overall sample, in Tables 1 through 3, the full five-year 
combined sample of Israeli Jews is used (N= 4,073). For 
all analyses stratifying by Jewish religious identity and 
observance in these tables, four years of combined data 
are used, from 2007-2010 (N = 3,247); this variable was 
not present in the 2006 survey. Two additional sample 
limitations: the God directly involved variable was only 
present in the 2009 sample (N = 836) and the religious 
harmony scale items were only available in the com-
bined 2008-2009 sample (N = 1,596), the latter affecting 
Table 4 and applicable rows in the other tables.

RESUlTS
For nine of eleven study variables, statistically signifi-
cant differences are observed across the four categories 
of Jewish religious identity and observance (see Table 1). 
For three of the religious variables (importance of reli-
gion, religious attendance, and God directly involved), 
there is a significant gradient such that scores steadily 

Overall Haredi dati Masorti Hiloni

Study Variables Mean (sd) Mean (sd) Mean (sd) Mean (sd) Mean (sd) F p

Importance of Religion .41 (.49) .98 (.12) .92 (.27) .60 (.49) .11 (.31) 826.6 <.0001

Religious Attendance .33 (.47) .89 (.31) .80 (.40) .42 (.49) .10 (.30) 500.1 <.0001

God Directly Involved .75 (.43) 1.00 (.00) .99 (.10) .92 (.28) .56 (.50) 62.46 <.0001

Religious Harmony Scale 16.20 (4.17) 13.61 (4.86) 14.81 (4.69) 16.59 (3.88) 16.63 (3.91) 20.64 <.0001

Psychological Well-Being Scale 3.34 (1.34) 3.63 (1.33) 3.41 (1.39) 3.32 (1.32) 3.27 (1.31) 3.32 .019

Psychological Distress Scale 1.46 (1.34) 1.25 (1.44) 1.56 (1.36) 1.52 (1.36) 1.52 (1.30) 1.74 .157

Health Satisfaction .80 (.40) .79 (.41) .81 (.39) .83 (.37) .78 (.41) 3.25 .021

Age 40.14 (16.3) 34.20 (12.1) 39.15 (16.0) 39.63 (16.1) 41.79 (16.5) 12.06 <.0001

female .54 (.50) .52 (.50) .49 (.50) .54 (.50) .55 (.50) 1.75 .154

Married .58 (.49) .78 (.42) .65 (.48) .57 (.50) .56 (.50) 11.17 <.0001

education 2.25 (.49) 2.26 (.46) 2.18 (.46) 2.17 (.46) 2.32 (.50) 24.56 <.0001

*ANOVA results for differences by Jewish religious affiliation in each study variable.

Table 1. Descriptive Statistics of Study Variables, Overall and by Categories of Jewish Religious Identity and Observance*
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decline as one moves “leftward” in terms of religious 
observance, from haredi (Orthodox) to dati (religious) 
to masorti (traditional) to hiloni (secular) Jews. The big 
drop off is mostly between the Orthodox and religious 
Jews and the other two categories. For the religious har-
mony scale, the gradient goes in the opposite direction: 
hilonim and masortim are most likely to affirm religious 
tolerance and respect, and datim and haredim less so.

The two outcome measures show mixed evidence of 
religious differences. For psychological well-being, as 
hypothesized, there is a modest but distinct and statis-
tically significant gradient from the most to the least 
religious. Scores decline from haredim (Mean = 3.63) 
to datim (Mean = 3.41) to masortim (Mean = 3.32) to 
hilonim (Mean = 3.27); these are not large differences, 
but are statistically significant (F = 3.32, p = .019). For 
psychological distress, a data trend is visible such that 
there appears to be less distress as one moves “right-
ward” from secular to Orthodox Jews, but this does not 
attain statistical significance.

Results of regressions of both scales onto the reli-
gious measures indicate statistically significant associa-
tions between religion and well-being or distress, plus 
distinctive differences in the salience of religiousness 
depending upon the category of Jewish religious iden-
tity and observance. Three of the four religious indica-
tors (importance of religion, religious attendance, and 
the religious harmony scale) are significant predictors 

of well-being, overall, even after adjusting for covariate 
effects (see Table 2). The other religious indicator (God 
directly involved) is not significantly associated, nor are 
there subgroup differences. For importance of religion, 
the greatest net effect is among datim (β = .10, p < .05). 
For the religious harmony scale, at the net level, stronger 
affirmation of this construct is associated with greater 
well-being among haredim (β = .39, p < .05), datim (β = 
.14, p < .05), and hilonim (β = .16, p < .001).

Overall, religiousness exhibits a protective effect on 
distress only through the religious harmony scale (see 
Table 3). Stronger affirmation of this construct, at the 
net level, is associated with less distress overall (β = -.16, 
p < .001) and among datim (β = -.19, p < .01), masortim 
(β = -.15, p < .001), and hilonim (β = -.17, p < .001); for 
haredi Jews, the association is not statistically significant. 
For religious attendance, despite no overall association 
with distress, interesting subgroup differences emerged. 
Among datim, at the net level, recent attendance at shul 
is protective against distress (β = -.13, p < .001). (For the 
haredim, the standardized and unstandardized regression 
coefficients are even larger, but due to a higher standard 
error and a smaller available sample size they are not sta-
tistically significant.) Among the hilonim, by contrast, at 
the net level, greater religious attendance was associated 
with more distress (β = .06, p < .05).

Note that regression estimates for God directly 
involved among haredim are omitted from both Tables 2 

Overall Haredi dati Masorti Hiloni

Religious Indicators$ β (b) se β (b) se β (b) se β (b) se β (b) se

Importance of Religion

Model I: Gross resultsd .04 (.10)* .05 .01 (.13) .96 .11 (.54)* .25 .02 (.05) .09 -.03 (-.11) .12

Model II: Net resultsd .04 (.11)* .05 .02 (.18) .93 .10 (.53)* .26 .02 (.07) .09 -.01 (-.05) .12

Religious Attendance

Model I: Gross results& .05 (.14)** .05 -.05 (-.23) .41 .08 (.27) .17 .03 (.07) .09 -.00 (-.01) .12

Model II: Net results& .05 (.14)** .05 -.03 (-.11) .41 .09 (.32) .18 .04 (.11) .09 .00 (.02) .12

God directly Involved

Model I: Gross results .01 (.02) .11  --- --- -.06 (-.74) 1.3 .02 (.08) .34 -.02 (-.05) .13

Model II: Net results .02 (.07) .11  --- --- -.04 (-.49) 1.4 .03 (.17) .33 -.02 (-.05) .14

Religious Harmony Scale

Model I: Gross results& .11 (.04)*** .01 .31 (.08)* .04 .13 (.04)* .02 .08 (.03) .02 .14 (.05)*** .01

Model II: Net results& .12 (.04)*** .01 .39 (.10)* .04 .14 (.04)* .02 .08 (.03) .02 .16 (.05)*** .01

#Separate analyses for each of the four religious measures.
$ Model I = gross (unadjusted) results; Model II = net (adjusted) results, controlling for 
effects of health satisfaction, age, gender, marital status, and education.

 *p < .05;  **p < .01;  ***p < .001.
& Statistically significant differences in regression 
coefficients across Jewish categories.

Table 2. Regressions# of Psychological Well-Being Scale on Religious Indicators, Overall and by Categories of Jewish Religious 
Identity and Observance
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and 3. They were unevaluable due to an absence of varia-
tion in this variable in this subgroup (see Table 1). That 
is, every single haredi member of the sample affirmed 
God’s direct involvement in human affairs; not a single 
respondent answered otherwise. Therefore, the variable is 
not actually a variable in this group, and structural model 
estimates are thus not possible. In statistical terms, the 
model is not full rank and OLS solutions for the param-
eters are not unique. This is an unusual occurrence and 
an interesting finding in its own right, underscoring the 
substantial differences in religious beliefs and practices 
among these four groups.

DISCUSSION
As anticipated, religious indicators are significantly 
associated with measures of psychological well-being 
and distress. Also as expected, a gradient is observed in 
religiousness and in well-being, such that higher levels 
of well-being are reported as one moves “rightward” 
from secular to Orthodox, except for the religious 
harmony scale where the gradient goes in the oppo-
site direction. For the relationship between religious 
indicators and both outcomes, there is no evidence of a 
gradient; three of the four religious indicators are each 
significantly associated with one or both measures over-
all or in one or more subcategories of Jewish religious 

identity and observance. The most substantial and inter-
esting findings involve the religious harmony scale, an 
index assessing experience with religious tolerance and 
respect. Overall and within each of the Jewish religious 
subgroups, the scale is associated with more well-being 
or less distress or both. These results, along with those 
of other studies across the religious spectrum (1), chal-
lenge longstanding stereotypes of religious participation 
as uniformly harmful to well-being or necessarily reflec-
tive of psychopathology (35).

One limitation of this study is the prevalence-study 
or cross-sectional design of the GWP. However, this 
design feature is offset by the advantages of a national 
probability sample, a large sample size, and the pres-
ence of annual samples that soon will enable applica-
tion of sophisticated methodologies such as time-series 
analyses. Moreover, this limitation is also negated by the 
wording of the outcome measures: both the well-being 
and distress scales inquire about statuses that occurred 
“yesterday”; the usual uncertainty in temporal order 
that limits interpretation of results from prevalence 
studies is thus not as impactful here.

Another limitation is the low internal-consistency 
reliability estimates of the well-being and distress 
scales. In the overall GWP sample of 679,145 respon-
dents from 155 countries, these α values are .64 and 
.68 respectively, considerably higher than among the 

Table 3. Regressions# of Psychological Distress Scale on Religious Indicators, Overall and by Categories of Jewish Religious 
Identity and Observance

Overall Haredi dati Masorti Hiloni

Religious Indicators$ β (b) se β (b) se β (b) se β (b) se β (b) se

Importance of Religion

Model I: Gross results -.01 (-.04) .04 -.07 (-.75) 1.0 -.06 (-.31) .25 -.03 (-.07) .09 .04 (15) .11

Model II: Net results -.01 (-.02) .04 -.09 (-.98) .96 -.08 (-.42) .25 -.03 (-.10) .08 .04 (.15) .11

Religious Attendance

Model I: Gross results& -.02 (-.07) .05 -.15 (-.67) .41 -.13 (-.46)** .17 -.03 (-.09) .09 .05 (.23)* .11

Model II: Net results& -.01 (-.03) .04 -.16 (-.69) .40 -.13 (-.47)** .16 -.04 (-.11) .08 .06 (.25)* .11

God directly Involved

Model I: Gross results -.01 (-.04) .10  --- --- .03 (.39) 1.3 .03 (.16) .30 .00 (.00) .13

Model II: Net results -.01 (-.02) .10  --- --- .02 (.29) 1.3 .03 (.12) .28 .01 (.03) .13

Religious Harmony Scale

Model I: Gross results& -.14 (-.05)*** .01 -.25 (-.08) .04 -.21 (-.06)** .02 -.12 (-.04)** .02 -.15 (-.05)*** .01

Model II: Net results& -.16 (-.05)*** .01 -.24 (-.07) .04 -.19 (-.05)** .02 -.15 (-.05)*** .01 -.17 (-.06)*** .01

#Separate analyses for each of the four religious measures.
$ Model I = gross (unadjusted) results; Model II = net (adjusted) results, controlling for 
effects of health satisfaction, age, gender, marital status, and education.

*p < .05; **p < .01; ***p < .001.
&Statistically significant differences in regression 
coefficients across Jewish categories.
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Jewish respondents in the Israeli sample (reported in 
Measures). While statistically significant associations 
were nonetheless observed with the religious variables 
(shown in Tables 2 and 3), the marginal reliability of 
these scales may have inhibited other associations and 
serve to restrict interpretation of these results.

To circumvent this problem and supplement the 
present analyses, separate sets of regressions were run 
for each of the ten items constituting the two scales 
(analyses not reported in the tables). Statistically sig-
nificant associations were found for importance of 
religion with the smile or laugh a lot and experience 
feelings of enjoyment items of the well-being scale; for 
religious attendance with the same variables plus the 
learn or do something interesting item; and for God 
directly involved on the smile or laugh a lot item. For 
the religious harmony scale, by contrast, statistically 
significant associations emerged for eight of the ten 
total scale items, all but the well-rested and learn or do 
something interesting items. The notable finding here is 
the near ubiquity of affirmation of the value of religious 
tolerance and respect as both a correlate of well-being 
and an ostensibly protective factor against distress. This 
inspired a more detailed look.

In Table 4, results are presented for gross and net 
regressions of each of the ten psychological well-being 
scale and psychological distress scale items on the reli-
gious harmony scale, overall and separately by categories 
of Jewish religious identity and observance. As just noted, 

in the overall sample high scores on the religious harmony 
scale are significantly associated with eight of the ten scale 
items. Stratifying by Jewish religious identity and obser-
vance reveals that these findings are due to strong and 
consistent effects mostly among hilonim (significant net 
associations with eight of ten items) and, to a lesser extent, 
among masortim (significant net associations with three 
items) and datim (significant net associations with four 
items). Among the haredim, by contrast, higher scores on 
the religious harmony scale are of minimal net relevance 
to particular items, except for a significant association 
with a single item, smile or laugh a lot. Perhaps this is 
due to the much smaller subsample size and relatively 
larger standard errors, as the overall score on this scale 
is a very strong and significant gross and net correlate of 
well-being among the haredim (see Table 2).

In sum, results appear consistent and straightfor-
ward: affirmation of giving and receiving religious tol-
erance and respect among Jewish Israelis is positively 
associated with mental health, regardless of one’s cat-
egory of religious identity and observance. These results 
also hold for two of the other three religious variables 
— importance of religion and religious attendance — 
although the religious harmony scale exhibits the most 
across-the-board impact, across outcomes and across 
categories of Jewish identity and observance.

These results raise important questions that cannot 
be answered using the present data. For example, what 
is it about Jewish religious practice that is or should be 

Table 4. Regressions# of Psychological Well-Being Scale and Psychological Distress Scale Items on Religious Harmony Scale, 
Overall and by Categories of Jewish Religious Identity and Observance

 Overall  Haredi dati  Masorti  Hiloni 

Scale Items I II I II I II I II I II

Well-Rested .03 .03 .11 .12 .08 .08 .04 .03 -.01 -.01

Treated with Respect& .15*** .16*** .05 .13 .22*** .21*** .09* .10* .17*** .18***

Smile or Laugh a Lot& .07** .08** .33* .42** .14* .16* .02 .02 .07 .08*

Learn or Do Something Interesting& -.00 .01 .11 .16 -.07 -.08 -.02 -.01 .08* .08*

experience feelings of enjoyment& .05* .07* .16 .14 .01 .02 .05 .06 .09* .12**

experience feelings of Pain -.08** -.08** -.16 -.22 -.05 -.05 -.06 -.08 -.08* -.08*

experience feelings of Worry -.05 -.05* -.17 -.08 -.04 -.03 -.06 -.07 -.06 -.07

experience feelings of Sadness -.11*** -.11*** -.29* -.26 -.12 -.12 -.08 -.10* -.12** -.13***

experience feelings of Depression& -.09*** -.10*** -.04 -.04 -.16* -.15* -.11* -.12** -.07 -.09*

experience feelings of Anger& -.12*** -.12*** -.14 -.17 -.23*** -.23*** -.09* -.09 -.11** -.12**

#Separate analyses for each item of the psychological well-being and psychological 
distress scales. Reported values are standardized (β) regression coefficients.
$ Model I = gross (unadjusted) results; Model II = net (adjusted) results, controlling for 
effects of health satisfaction, age, gender, marital status, and education.

*p < .05; **p < .01; ***p < .001.
&Statistically significant differences in regression 
coefficients across Jewish categories.
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associated with well-being and distress? This is an issue 
of “mechanisms,” to use the language of sociomedical 
researchers—or those mediators or moderating vari-
ables that account for putative effects of exposure vari-
ables (in this instance religiousness) on a given outcome. 
In other words, what is it about the observance of one’s 
religion that ideally would engender a salutary impact 
on mental health? What are the characteristics, func-
tions, expressions, or manifestations of religion that are 
or should be promotive of well-being or preventive of 
distress? In the literature on religion and mental health, 
these are thought to include reinforcement of norms of 
healthy behavior, provision of supportive interpersonal 
and communal relationships, opportunity for prayer 
and worship experiences that provide channels for 
cathartic emotional expression, affirmation of systems 
of belief and worldview that create a sense of meaning 
and context for the vicissitudes of life, and engender-
ing of hope and optimism and other positive expecta-
tions that frame one’s daily experiences (1, 36). Each of 
these functions of religion is manifestly mental-health 
impacting, in principle, mostly related to an influence 
on self-control or self-regulation (37), and each can be 
recognized in Jewish religious contexts. Certain types 
of intense religious experience also may be associated 
with altered states of consciousness which exhibit psy-
chophysiological correlates (38), a subject worth explor-
ing further among Jewish mystics, perhaps.

Such questions are fascinating, but quite beyond the 
capability of being addressed in existing population 
surveys. In the GWP, for instance, requisite constructs 
were not assessed and the prevalence-study design may 
not be ideal for issues that may require other modes of 
assessment. Regardless, with the present results in hand, 
the next step should be to explain, not just to describe. 
This mirrors an issue at the forefront of the study of reli-
gion and mental health for at least 20 years: researchers 
have dealt extensively with the “what” question, so to 
speak, but less so with “how” or “why.” For the present 
subject, this would require a data source with requisite 
instruments that: (a) assess dimensions and domains 
of mental and physical health in a more sophisticated 
and clinically validated way than through brief collec-
tions of well-being/distress items, (b) measure features 
of Jewish religious observance and Jewish life in general 
through validated scales and indices used by psycholo-
gists and sociologists of religion or by development of 
new instruments, and (c) address the myriad possible 
mediating factors or correlates of mental health or 

Jewish experience that might account for their appar-
ent interconnection.

This is a tall order. Some existing data sources contain 
one or perhaps two of these features, but too few Jewish 
respondents or subjects to enable meaningful analy-
ses. A global or diaspora Jewish health survey would 
be ideal, but would require considerable coordination, 
perhaps in partnership with a global survey firm and a 
consortium of Jewish agencies and academics in Israel, 
the U.S., and throughout the world. In the meantime, 
existing data sources can continue to be mined for nug-
gets of information that can help to paint an epidemio-
logic portrait of the mental health of Jews, including, 
where possible, identification of correlates and predic-
tors related to Jewish life, as in the present paper. This is 
not just an academic exercise: religion is an important, 
and some might say complicating, issue for caregiving 
with religious Jewish patients (39) and is a factor in the 
attitudes and behavior of healthcare practitioners, as 
well (40, 41). Religion has other diverse implications 
related to mental health: for psychiatric referral patterns 
(42), for the work of rabbis and pastoral care profes-
sionals (43), and for psychiatric-epidemiologic research 
on patterns and determinants of psychopathology and 
psychotherapy utilization among Jews (44).
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