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Abstract: Religious communities influence health-related behaviors of adherents in important ways
for public health promotion. Questions remain about the processes involved and resultant health
promotion actions of the religious adherents. This study applied a structural theory analysis to
understand the ways by which religious adherents adopt and enact health norms. Structural theory
proposes systemic influences on behavioral predispositions at the latent, interpretive, and elective
levels. Latent influences on health norms occur through a process of social mediation, predisposing
the religious adherents to impute faith-aligned meanings to their health norms. Religious adherents
also might adopt interpretation to guide their health norms in those grey areas in which faith-based
guidelines are not apparent or open to contestation. Moreover, religious adherents may elect to
construct health norms combining faith-aligned and prevailing secular community standards. Public
health promotion with religious adherents should address their faith-aligned health beliefs while
also addressing their evolving personal health norms.
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1. Introduction

Religious communities have significant followings throughout the world, and their teachings
are important conduits for health promotion among the adherents (Duff and Buckingham 2015;
Gunderson and Cochrane 2012; Levin 2013; Olivier 2015). In their diversity, religious communities
bind adherents to beliefs in a higher spiritual power or God (Graham and Haidt 2010; Wesselmann
et al. 2016). Religious communities also hold the members to expectations to live by the faith’s
precept teachings (Ha et al. 2014; Karam et al. 2015). Yet, faith factors are minimal in public health
discourses, and the processes or roles of religious communities in public health programming are
poorly understood (Ha et al. 2014; Karam et al. 2015; Tomkins et al. 2015). Moreover, it is unclear
how religious adherents construct, adopt, and enact their personal health norms in a secular world.
Health norms guide activities (i.e., a comprehensive set of actions) and actions (i.e., specific behaviours)
people take to maintain, restore, or augment their well-being. Health norms often are the targets for
public health promotion interventions (Hoffman 2006). Implicitly held health norms influence health
behaviour through the attitudes and activities they underpin (Pender and Pender 1985). This article
proposes likely ways by which religious adherents acquire, enact and evolve faith-aligned health
norms important for public health promotion.

This article begins with the premise that religious communities prime the adherents to prioritize
certain ways of knowing rather than alternative or competing ones (McCullough and Willoughby
2009). For that reason, religious adherents may believe to derive health benefits from their affiliation
compared to others who are unaffiliated (Hill et al. 2006; Muramoto 1999; Pietkiewicz and Bachryj 2016;
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Tomkins et al. 2015). For instance, the research evidence is strong to suggest that religion adherents
across faith traditions (Christians, Jews, Muslims) are less likely to drink, smoke, or engage in gambling
compared to the general public (Hill et al. 2006; Islam and Johnson 2003). Moreover, religious adherents
have superior mental health compared to the general public (Benjamins et al. 2006; Graham and Haidt
2010; Ray 2009). Religious adherents likely attribute their healthy life-styles to obligatory activities
to a higher spiritual power (Muramoto 1999; Pargament et al. 2004; Park 2005; Ray 2009). They also
may believe to be gifted with good health by a higher spiritual authority (Clements and Ermakova
2012), which also provides for healing from debilitating illness (Koenig et al. 2001; Kremer et al. 2014;
McCullough and Willoughby 2009).

This propositional review article applies structural theory analysis to examine the adoption,
enactment and construction of health norms by religious adherents. First, the article provides a brief
overview of structural theory to background subsequent application to the construction of health
norms with religion adherence. Second, the article proposes socially mediated processes by which
religious adherents likely acquire and express their health norms. Third, this article proposes a
prospective heuristic model for understanding the diversity of health norms with religion adherence,
including their private framing. Finally, the review considers implications for ways in which religious
adherents might respond to public health promotion messages aimed to influence their health norms.

This article aims to map the processes by which religious communities guide adherents in their
health norms. In doing so, the article explains how religious adherents might personalize their health
norms taking into account prevailing secular norms and presenting health needs. In addition, the article
proposes how religious adherents may result with diversity in personal health norms from their efforts
to resolve contradictions between religious, secular and/or personal health values. Understanding the
processes involved in faith-to-health activities and actions is important to public health interventions
with religious communities.

2. The Structural Mediation of Health Norms with Religion Following

Structural theory (Brenner 2001; Karmon 2007) proposes that what a social collective (e.g., religious
community) considers valid knowledge (epistemological foundations), and believes to exist or to be
possible (ontological beliefs), influences the member actions through collective learning. The collective
learning, which occurs through shared organization narratives, explains and justifies both the historical
and contemporary institutional knowledge values (Brenner 2001). The organization narratives “do not
simply inform the . . . members about the values, practices, and traditions to which their organization
is committed, rather, they help to constitute the organizational consciousness of social actors by
articulating and embodying a particular reality, and subordinating or devaluing other modes of
“organization rationality” (Mumby 1987, p. 231) [emphasis in the original]. Priming of the collective
teaching for present social activity requires application of the historical learning. As organization
followers adopt the shared narratives of their social collective, they become selectively receptive
to institution supported knowledge values and ways of knowing, subordinating alternative, valid
understandings (Roth and Lee 2007).

Religious communities are social collectives of adherents to faith teachings. The faith teachings
have embedded controlling influences that prime adherents to prioritize certain practices rather than
alternative or competing ones (Brenner 2001). Specifically, what a religious community endorses as
valid knowledge influences the adherents’ actions towards their health and well-being (Park 2005;
Mpofu et al. 2011). Each religious community’s teachings define the appropriate follower activities
and actions consistent with its values (Karmon 2007). Adherents of a religion may not be consciously
aware of faith teaching influences on their activities and actions (Tomkins et al. 2015; Brenner 2001;
Mpofu et al. 2011), rather, they may perceive to be expressing their religious community identity
only (Graham and Haidt 2010; McCullough and Willoughby 2009). Thus, the collective bonding to
faith-aligned values results from immersion in the religious practices of their affiliation community
(Stetsenko and Arievitch 2004).



Religions 2018, 9, 119 3 of 10

In the context of health promotion, individuals might seek to enact activities (e.g., health
maintenance and promotion) and actions (e.g., treatment, restorative, curative, preventive) for
wellbeing. For example, actions to restore, augment and maintain health are part of activities aimed
at healthy functioning (Hoffman 2006). In general, health activities and actions closely reflect health
norms by which they are directed.

Religious communities direct the specific actions and activities for health through a process
of social mediation of faith-aligned health values (Olivier 2015). This social mediation process
preconditions adherents to identify with religious community culture and its specific, priority
activities and actions for health. In this connection, religious communities in their social rules and
communication tools influence the health norms of their followers at three levels: latent, interpretive,
and elective.

3. Latent Faith Aligned Health Norms

As previously noted, religious community teachings have latent or implicit social influences on
adherents (Gunderson and Cochrane 2012). These faith-aligned teachings bind the adherents to a religious
identity (Ghaly 2012; Ha et al. 2014; Karam et al. 2015; Masters and Spielmans 2007). By definition,
a religious identity requires adherence to the faith teachings (Cohen et al. 2005; Muramoto 1999;
Skitka et al. 2005). In other words, a religious identity is a latent instrument obliging the adherents
to faith-aligned practices for the collective reputation of the membership (Mumby 1987). By implication,
the behaviours of religious adherents express underlying faith-aligned values which also guide them
in their health choices. With religion affiliation, faith-based precepts likely predetermine priority health
activities and actions, within the implicit rules of the religious community at three levels: normative,
coercive and mimetic (see Figure 1).

Figure 1. Heuristic Model on Religion Environment Effects on the Framing of Health Norms by Followers.
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Normative rules are those the religious adherents acquire from participating in typical faith
community activities or its “how we do business” climate (Jackson and Bergeman 2011). Coercive rules
are those obligatory teachings religious adherents must adhere to in order to maintain their religion
identity (Ha et al. 2014; Karam et al. 2015). Mimetic rules are those by which religious adherents model
their actions after those of others of the same faith (Mpofu et al. 2011).

3.1. Normative Rule Adherence Effects

Normative rule influences are rooted in religion-supported teachings about activities and actions
aligned with the specific faith teaching. For instance, one religious community might subscribe to
the belief that both health and wellbeing are gifted (implying divine ordination) rather than achieved
(implying individual volition). Another religious community might teach a health view in which poor
health reflects retribution by a higher spiritual force for transgressions. Either of these health norming
values would have consequences for what religious adherents believe to explain, promote and sustain
their health and wellbeing.

Gifted health statuses. Members of a religious community with a belief in a health gifting God
might hold to flourishing health norms, in which they attribute their wellbeing to a benevolent God
who takes care of their health-related needs (Ghaly 2012). Adherents to a religion also may believe to
be protected by a gracious God who allows only as much suffering as they can handle (Ghaly 2012).
Moreover, religious adherents with a health gifting view of God also might adopt or enact healthy
life-styles in respect of their higher spiritual authority (Hill et al. 2006; Islam and Johnson 2003). In other
words, religious adherents with a gifted view of health may attribute their wellbeing to rewards by a
higher spiritual authority, including having the choice to live healthy, and to seek to utilize appropriate
health support services (Jackson and Bergeman 2011).

Retribution health statuses. A religious community with a belief in punishing or vengeful God
might hold followers to puritanical health norms. For instance, religious adherents with a punishing
God belief might attribute their poorer health to a bad relationship with their higher spiritual authority
(Chopra 2012; Cuperman 2010; Shariff and Norenzayan 2011). Religious adherents with a vengeful
view of God also might self-blame for their diseased corporeal body, perceiving it as an object of pain
and suffering with spiritual defilement. Consequently, religious adherents with a punishing view of
God may be less inclined to seek care from public health services, believing to have wronged their
higher spiritual force for which they are paying with penance suffering.

Religious adherents might adopt various positions along the continuum of gracious health gifting
and penance suffering. For example, the activity of prayer may serve as penance or as grateful
supplication to a higher spiritual authority. Thus, while the particular normative faith practices
(activities and actions) for health might be similar across religions, doctrinal emphasis differences may
determine the significance of a particular faith-precept practice.

3.2. Coercive Rule Adherence

Coercive rule adherence is when religious adherents carry-out obligatory activities and actions
aligned to their faith beliefs. As an example, coercive rule adherence is when religious community
adherents adopt faith-aligned health norms for which there is no objective evidence. In such instances,
adherents to a religion may oblige to discounting use of evidence–based, secular health services
(Johnson et al. 2015; Pietkiewicz and Bachryj 2016; Stetsenko and Arievitch 2004), including denial
to use lifesaving maternal health services (Antai et al. 2009) or lifesaving medical treatments such as
blood and organ donation (Ha et al. 2014; Hawkins and Gillett 2015). In fact, religious adherents with
coercive rule compliance may choose not to utilize primary health care services for treatable, if not
curable health conditions (Masters and Spielmans 2007; Wang and Wang 2010).
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3.3. Mimetic Rule Adherence

Mimetic rule adherence is when religious adherents seek to align their health promotion activities
and actions to those of other followers. In doing so, religious adherents may have personal motives
for engaging in an activity (Bryan et al. 2016; Regnerus 2003). For instance, religious adherents may
comply with mimetic rules for the personal motive to maintain and enhance social affiliation with same
faith others (Kuuti 1996; Mpofu et al. 2011; Sherman and Gorkin 1980). Allport’s (Allport and Michael
1967) proposition on extrinsic religiosity orientation is an instance of mimetic faith precept adherence.
According to Allport, religious adherents seek self-enhancement through their affiliation with other
adherents of the same faith. By implication, good adherence of a religious community would include
adoption of heath norms similar to those of fellow adherents (Ha et al. 2014; Karam et al. 2015).

Most of the religious adherents utilize public health services at some level. They may consume
public health services in the context of their secular community affiliations (by geography, neighbourhood,
education, and social class), their knowledge of public health care services available in their community,
and apparent need for the services (Andersen 2008; Roth and Lee 2007). This makes for a transactional
process in which religious adherents adopt interpretive health norms to negotiate their utilization of
public health services premised on secular health values.

4. Interpretive Health Norms

Religious adherents may result with interpretive health norms from resolving contradictions
between religious community and secular community health standards (Kline 2011; Roth and Lee 2007).
In their adoption of interpretive health norms, religious adherents may be motivated to reconcile their
religion and secular community health norms for the benefit to optimize their health service options
(Roth and Lee 2007). Religious adherents also may adopt interpretive health norms from the need
to resolve psycho-behavioural dissonance from following contradictory religion teachings to which
they adhere. For instance, a religion teaching precept to sanction followers who access curative public
health services may contradict the intent of their religious teachings on the sanctity of human life
(Karam et al. 2015; Mpofu et al. 2011; Tomkins et al. 2015).

Interpretive health norms also may result from seeking to resolve contradictions between
competing religious health values and personal health values. In this case, adherents of a religion
might choose personal or private health norms to direct their health service choices. As an example,
gender reassignment surgery needs by a transgender person may not be recognized by his or her
faith community or by the public health services. That being the case, the transgender person may
seek to access gender reassignment surgery from private health care providers networked with
the gender-nonconforming community. In seeking to resolve contradictions within and between
faith-supported and secular health value systems, religious adherents have recourse to three levels of
health norms: evidence-informed (indicative), practice-informed (derived), and community standard
(reference) health norms (see Figure 1).

Evidence-informed health norms. Evidence-informed health norms are science driven, representing
the current best health standards at both the individual and community levels (Mpofu et al. 2015).
However, at the extremes of religion and secular health values influences, there may be mutual
dis-valuation of evidential claims in which religious adherents choose to disregard proven public
health standards for religion-aligned standards. As an example, some religion-aligned health norms
have resulted with child fatalities from denial of proven vaccinations (Asser and Swan 1998).

Derived health norms. Derived health norms are from practice-based standards or lessons from
successful practices to protect and promote health (Mpofu et al. 2015; Swisher 2010). For instance,
adherence to religious teaching endorsed dietary guidelines for lower consumption of high-energy
food, fat and saturated fats among Christian, Jewish and Muslim faith adherents is associated with their
superior health and wellbeing compared to the general public (Eliasi and Dwyer 2002; Hill et al. 2006;
McKenzie et al. 2014; Shatenstein and Ghadirian 1998). Religious adherents may accept derived health
norms by degree, based on their real-world experience with the health activities and actions for them.
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Reference health norms. Reference health norms are aligned to community level health indicators
or metrices such as control of communicable diseases, prevalence of non-communicable diseases,
absence of contaminants to water and air quality, toxic food networks and presence of green zones
(Andersen 2008; Mpofu et al. 2015). However, social segments existing within the broader community
may elect to prioritize certain community health indicators to others (Brenner 2001; Mpofu et al. 2011;
Mpofu et al. 2015). For instance, a religious community might prioritize non-medical health and
wellbeing indicators (e.g., use naturalistic diets, spiritual health fellowships) whereas the general
public may prioritize availability of bio-medical interventions and affiliation with health promotion
clubs. Adherence to religious community reference norms may be health promotive (as in with
prevention) (Hill et al. 2006; Islam and Johnson 2003) or health damaging (as with denying available
proven treatments or cures) (Antai et al. 2009; Ha et al. 2014; Hawkins and Gillett 2015). A singular or
targeted adherence to religious community values may carry the strength of clarity of health norms,
inclusive of the processes and tools for actualizing those norms. However, strict adherence to religious
community health standards also carries risk of harm from knowledge blind spots leading to skewed
health norms

5. Negotiated Health Norms

People may distinguish between some of their health norms that they publicly endorse and
which align with their faith beliefs, and other health norms that they frame privately guiding them
in their personal health choices (Mpofu 2016; Mpofu et al. 2014). In that regard, religious adherents
might also adopt negotiated health norms that draw from both religion and secular standards (as in
Figure 1). Negotiated health norms are interpretive in their use by adherents of a religion to bridge
religious and secular community health values (Fiori et al. 2006; Mpofu et al. 2014; Nicholson et al.
2010; Stetsenko and Arievitch 2004). For instance, the health activity of planned parenthood (a secular
community standard) typically takes shape by use of contraception (which may be prohibited by a
religious community). Religious adherents may adopt negotiated health norms to adopt both planned
parenthood and naturalistic fertility control actions. However, others of the same religion may follow
a derived health norm practice in which they adopt planned parenthood and fertility contraception
believing their choices divinely given by a higher spiritual authority. In their private framing of health
norms, religious adherents may take a position between permissible faith and secular health standards
to best address their evolving health needs. Ultimately, negotiated health norms are privately framed,
allowing for elective personal or best choice health norms.

6. Elective Health Norms

Elective health norms in their private framing allow for a sense of personal agency in self-determining
one’s health outcomes. Sense of personal agency in health activities and actions is associated with
openness to adopt health practices not previously considered (Wang and Wang 2010). For instance,
religious adherents who privately frame their health norms may choose to access public health services
for some of their health-care needs (e.g., physical) rather than others (e.g., mental) for which they may
adhere to faith-aligned wellbeing solutions (e.g., fasting, meditation, prayer). In other words, personal
agency with privately framed health norms allows for “response-shift” in health norms and the means to
enact them.

Response-shift theory (Schwartz et al. 2006) describes the specific mechanisms that explain the
realignment of thoughts and/or behaviors with psycho-behavioral dissonance. A response-shift
is adopting one or more of the following actions (a) a change in one’s private framing or internal
standards (i.e., personal scale recalibration); (b) a change in one’s values (i.e., relative importance of the
health norm evidence claims); and (c) re-defining value (i.e., health norm value re-conceptualization in
the face of new evidence). For instance, early stage coping with a degenerative disease by an areligious
adherent might use consolation religious texts to hold steady in one’s faith in the gracious support
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from the higher spiritual authority. Later or terminal stage illness coping may shift to coping by
surrendering mortality to the higher spiritual authority.

Privately framed health norms are person-centered and explain health actions close to a
person’s health-related quality of life. They are premised on individual choice or volition in health
decision-making. Thus, in addition to religious community values, the personal choices of religious
adherents might influence their priority health-related actions.

Religious adherents may result with weak health norms from a subtractive effect of competing
religion and personal values. This would be the case when the religion community values are at
odds with an adherent’s personal values. For instance, a religion community value to preserve bodily
integrity at burial may generate competing responses in adherents wanting to donate own body parts
to serve human lives. As previously noted, religious adherents may have stronger health norms with
adherence to a singular health value system (i.e., religious or personal-privately framed). Religious
adherents also may result with stronger health norms from overlapping religion and personal health
values through their mutual reinforcement, as when religious teachings for vegetarian diets also
coincide with being a vegetarian. The evidence for competing or overlapping response effect is yet
to be, formally documented. Nonetheless, holding to weak health norms diminishes commitment to
engage in activities for wellbeing in the presence of preventive or curative health services.

7. Implications for Public Health Services Partnerships with Faith Communities

Public health promotion is a multi-sectorial enterprise involving community, state and federal
government agencies. As previously, noted, religious communities are key partners in the sustenance
and promotion of public health (Duff and Buckingham 2015; Gunderson and Cochrane 2012;
Levin 2013; Olivier 2015). In their diversity, religious communities foster qualitatively different
health value systems with variable effects on the well-being of the adherents. On the one hand,
religious communities may predetermine priority health and wellbeing activities for the membership
to seek to achieve. On the other hand, religious adherents may elect the specific health promotion
and maintenance actions for wellbeing within the rules of the religious community (Hill et al. 2006;
Shatenstein and Ghadirian 1998). Religious adherents also may subscribe to personal health norms,
backgrounding faith-aligned interpretations of their health actions (Mpofu et al. 2011; Park 2005).
A situation in which religion and personal health values are counter-influencing allows for a dialectical
view of faith-oriented health norms as both social and individual, with neither completely explaining
the other.

Although religious identity pre-sets the context of their health behaviors, adherents would differ to
some degree in their interpretation of religion-aligned health actions (Mpofu et al. 2014; Fiori et al. 2006;
Nicholson et al. 2010). This diversity in interpretive health norms provides for a window of opportunity
for health promotion activities with religion adherents who may be open to adopt evidence informed
health practices not currently engaged.

8. Summary and Conclusions

Religious communities likely precondition health norms of the adherents in ways important
for public health promotion with the adherents. The adherents likely enact faith aligned social rules
and priority activities for their health and wellbeing. People are likely to participate in public health
programs aligned to their priority health norms. By implication, public health promotion initiatives
with religious adherents should address faith community-oriented reference standards for credibility
adoption. Religious adherents also likely construct personal health norms to guide their health service
choices in a secular world. Moreover, some religious communities may be more accommodating
of personal or interpretive health norms of adherents than others. The tendency to view adherents
to a religion as a monolithic collective in their health norms is likely misplaced, and unproductive
in public health promotion with religion adherents. Religious adherents likely would adopt public
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health initiatives aimed to best address their evolving health needs and that referenced their priority
health norms.
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