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Research finds that experiences of religious discrimination are often associated with poorer health outcomes.
However, there remain important questions to consider gaps, including whether religious discrimination has sim-
ilar health impacts on religious minority groups and religious majority groups, whether religious discrimination
is equally harmful for both mental and physical health, and whether specific types of discrimination have different
impacts on health. Using survey data from a probability sample of U.S. adults and measures representing a va-
riety of discrimination experience types, our analyses suggest that religious discrimination is indeed harmful for
health, but that experiences of religious discrimination do not universally affect mental and physical health in the
same ways. Rather than significant differences in the health impacts of religious discrimination across different
religious groups, we find more variation in the health impacts of different types of experiences with discrimination.
Further, we find that mental health is negatively impacted by a wider range of experiences with religious discrimi-
nation than physical health. These findings are in line with social psychological research on the differential health
impacts of discrimination, and they highlight the importance of context in studies of the health effects of religious
discrimination.
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Introduction

The United States has seen a marked increase in discrimination and violence targeting re-
ligious minorities (DOJ 2020), including an increase in reports of workplace discrimination on
the basis of religion (EEOC 2021) and an increase in reports of hate crimes against religious mi-
norities made to the police (Levin and Reitzel 2018). These trends are troubling not only because
they signal a lack of religious equality and increased social and economic barriers for religious
minorities, but also because discrimination—which we mean here to refer to a wide variety of
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bias-motivated adverse experiences—often correlates with worse health outcomes that can further
harm marginalized groups.

Numerous studies have documented the negative health effects of experiencing mistreatment
based on one’s gender, race, sexuality, and other marginalized social locations (Kessler, Michkel-
son, andWilliams 1999; Krieger 2014; Lewis, Cogburn, andWilliams 2015; Pascoe and Richman
2009;Williams et al. 2019). However, there are relatively few studies that specifically examine the
relationship between religious discrimination and health. The research that has been done in this
area finds that, in the United States, religious minority groups—particularly Muslims and Jews—
are more likely to experience religious discrimination than majority religious groups (Scheitle
and Ecklund 2020; Vang, Hou, and Elder 2019; Wu and Schimmele 2019) and that religious dis-
crimination is harmful for both mental health (Jordanova et al. 2015; Wu and Schimmele 2019)
and physical health (Abbott and Mollen 2018; Doane and Elliott 2015).

However, there remain important gaps in our understanding of the ways religious discrim-
ination impacts health and whether religious discrimination affects health in the same ways as
other forms of discrimination. To start, the findings are inconsistent regarding whether religious
discrimination has similar health impacts across different religious groups. While some studies
suggest that discrimination targeted toward religious minorities results in worse health outcomes
for these groups (Hu, Yang, and Luo 2017; Van de Velde, Buffel, and Praag 2020), other studies
find no significant differences in religious discrimination’s effects across religious groups (Jor-
danova et al. 2015; Wu and Schimmele 2019). Results from these studies reveal that the increased
rates of discrimination experienced by religious minorities can compound into worse health out-
comes, but also that religion may be a more effective “buffer” against discrimination for religious
minorities in ways that may even out the impacts of religious discrimination on health outcomes
between minority and majority religious groups (Shah 2019; Vang, Hou, and Elder 2019).

Second, a majority of the research on the health effects of religious discrimination focuses
only on the relationship between religious discrimination and mental health, leaving a gap in
knowledge regarding how religious discrimination impacts physical health and whether one as-
pect of health is impacted more than another by experiences of religious discrimination. While
there is plenty of evidence to suggest that discrimination is harmful for all aspects of health
(Lewis, Cogburn, and Williams 2015), many studies suggest that discrimination is more harmful
for mental health than it is for physical health (see Paradies 2006). These relationships, however,
have not yet been tested in relation to religious discrimination.

Finally, analyses of the relationship between religious discrimination and health typically
focus only on a single measure of religion-based discrimination or combine a range of measures
that span different forms of discrimination into one scale variable. This is problematic because
research in social psychology shows that the type of discrimination and the context in which it
occurs matter for whether and how discrimination impacts health (Krieger 2014; Williams et al.
2019). Not only are people less likely to report discrimination directed at themselves than they are
to report discrimination directed at their group (Postmes et al. 1999; Ruggiero and Taylor 1997;
Taylor et al. 1990), interpersonal forms of discrimination are also found to be more harmful for
health than more organizational or institutional forms of discrimination (Armenta and Hunt 2009;
Bourguignon et al. 2006). But studies in this area typically focus on discrimination based on race
or gender differences, and it has yet to be tested if these processes work similarly for experiences
of religious discrimination.

Taken together, we know that religious discrimination is harmful for health, but there is still
very little research on the nuances of these relationships. Are the effects of religious discrimi-
nation on health universal across different religious groups? Is religious discrimination equally
harmful for both mental and physical health? Do specific contexts or types of religious discrimi-
nation matter more than others for how that experience impacts someone’s health? In this study,
we start to address these gaps by drawing on recent survey data collected from a sample of U.S.
adults that utilizes multiple measures of religious discrimination, as well as measures of both
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mental and physical health. We examine the effects of religious discrimination on both mental
and physical health across a range of different religious groups. We also assess the individual
associations between our physical and mental health outcomes with 15 distinct types of religious
discrimination that span both interpersonal forms of discrimination, such as being the target of
verbal insults or physical violence, as well as experiences of discrimination stemming from in-
teractions with individuals acting on behalf of organizations, such as being denied employment
or housing.

We find that religious discrimination is indeed harmful for health, but that experiences of
religious discrimination do not universally affect mental and physical health in the same ways. In
line with other studies in this area (Jordanova et al. 2015; Wu and Schimmele 2019), we largely
do not find significant differences in the health impacts of religious discrimination across dif-
ferent religious groups. Rather, we find more variation in the health impacts of different types of
experiences with discrimination. This is in line with previous social psychological research on the
differential health impacts of discrimination (Armenta and Hunt 2009; Bourguignon et al. 2006).
Further, we find that mental health is more negatively impacted by a wider range of experiences
with religious discrimination than physical health.

These findings have important implications for how we understand the effects of religious
discrimination, and how we might help mitigate these effects in the future. While there are rich
lines of theorizing about the relationships between discrimination and health, religion is an under-
studied axis of difference in this research. Furthermore, past research on religious discrimination,
in particular, has largely focused on examining differences in the health impacts of discrimina-
tion across religious groups but has ignored how other factors identified in the social psycho-
logical literature—like the context of the discriminatory experience and the social role of the
perpetrator—might matter for if and how health is impacted. We show that contextual factors
do matter for how religious discrimination impacts health, and we provide a new lens into the
mechanisms through which religious discrimination impacts health.

Religious Discrimination and Health

While religious involvement is often linked to better mental and physical health due to the
social, psychological, and material resources that religion can provide (George, Ellison, and Lar-
son 2002; Hackney and Sanders 2003), it can also be the basis for discrimination in ways that are
harmful for health. Scheitle and Ecklund (2020) find that Christians, Muslims, Jews, and atheists
all report experiences of hostility, discrimination, and violence due to their religiosity, though
Muslims and Jews report these experiences at higher rates. Experiences of religious discrimi-
nation have been reported in the workplace (Cragun et al. 2012; Scheitle and Corcoran 2018;
Wallace, Wright, and Hyde 2014; Wright et al. 2013), at schools (Cragun et al. 2012; Pfaff et al.
2021), and in everyday interactions with family, friends, and peers (Aidenberger and Doehne
2021; Scheitle and Ecklund 2020).

Much of the research on religious discrimination’s effects on health focuses on a specific
religious minority group. For example, perceived religious discrimination has been linked to anx-
iety, paranoia, psychological distress, reduced life satisfaction, and reduced self-esteem among
Muslims (Ghaffari and Ciftci 2010; Hashem and Awad 2021; Jasperse, Ward, and Jose 2012).
Similarly, perceived discrimination among atheists has negative effects on their psychological
and physical well-being (Abbott and Mollen 2018; Doane and Elliott 2015).

Studies that take a more comparative approach show that religious minority groups are more
likely to encounter religious discrimination than religious majority groups (Scheitle and Ecklund
2020), but there are conflicting findings regarding whether religious minorities are more or less
likely to experience negative health effects as a result of that discrimination. Some studies suggest
that higher rates of discrimination among religious minorities result in worse health outcomes for
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these groups (Hu, Yang, and Luo 2017; Van de Velde, Buffel, and Praag 2020). Other studies find
that religious minorities experience fewer negative health effects as a result of religious discrimi-
nation, suggesting that religion is a stronger coping mechanism for marginalized groups and that
it may buffer the negative health effects of religious discrimination for religious minorities more
than for majority religious groups (Bierman 2006; Jordanova et al. 2015; Shah 2019). Still, other
studies find no difference in the health effects of religious discrimination across religious groups
(Vang, Hou, and Elder 2019; Wu and Schimmele 2019).

Not only are there conflicting findings about the relationships between religious discrim-
ination and health across religious groups, but there are surprisingly few studies investigating
the physical health effects of religious discrimination in general. Almost every study in this area
focuses on a single measure of mental health, such as self-rated mental health, self-esteem, or psy-
chological distress. However, physical health may also be impacted by experiences of religious
discrimination, and mental health is closely related to physical health in many ways. Discrimi-
nation is a psychological stressor that is typically uncontrollable and often unpredictable (Pascoe
and Richman 2009), which is particularly harmful for health. Repeated exposure to this type of
psychological stressor can result in a range of physiological responses, including elevated blood
pressure, heart rate, and cortisol secretions, all of which can result in increased cardiovascular dis-
ease risk and higher blood pressure (Richman et al. 2010). Experiences with discrimination can
also increase participation in unhealthy behaviors, such as drinking or drug use, and can decrease
participation in healthy behaviors (Pascoe and Richman 2009).

Thus, both mental and physical health have been found to be impacted by discrimination,
and they, in many ways, have a mutually reinforcing relationship. However, some studies suggest
that discrimination is more harmful for mental health than it is for physical health (Paradies 2006)
and some experiences with discrimination may affect one form of health more than another. For
example, being verbally attacked may affect mental health but not necessarily physical health,
while being denied service by a medical provider could have more direct impacts on physical
health. This points to the need for better understandings of the contexts of religious discrimination
and the ways they might differentially impact health.

The Contexts of Religious Discrimination

There are a variety of contextual factors that influence whether and how discrimination influ-
ences health. To start, religion intersects with numerous other social locations that might mitigate
or compound the effects of religious discrimination. A person’s age, race, and gender influence
whether or not they will be discriminated against due to their religion and the kinds of resources
they have for coping with the stress of that experience. Jordanova et al. (2015) find that religious
discrimination is more prevalent among younger people than older people, as well as among
unmarried people than married people. Edgell, Frost, and Stewart (2017) find that nonreligious
women are more likely to be discriminated against than nonreligious men.

Race is a particularly important social location to consider in studies of religious discrim-
ination in the United States because religious minority groups are often racialized in ways that
can make it difficult to separate out the effects of racial versus religious discrimination (Fergu-
son, Scheitle, and Ecklund 2023). For example, Gerteis, Hartmann, and Edgell (2020) find that
Muslims are socially excluded in American society at higher rates than other religious minorities
groups because Muslims are seen as both racial and religious outsiders. Jordanova et al. (2015)
find that people of color are much more likely to report experiences of religious discrimination
than white people. This can lead to what scholars call a “double disadvantage” (e.g., Grollman
2012) where individuals who perceive multiple forms of discrimination have worse physical and
mental health outcomes than those reporting only one form of discrimination. Compounded with
the fact that people of color in the United States tend to report lower physical and mental health
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THE ASSOCIATION BETWEEN RELIGIOUS DISCRIMINATION AND HEALTH 5

more generally (Crimmins and Zhang 2019) and that marginalized groups generally have fewer
resources to manage the negative effects of discrimination (Link and Phelan 2001), these fac-
tors can come together to compound the negative health effects of religious discrimination for
religious minorities groups who are racialized.

Another contextual factor that is important to account for when examining the relationship
between religious discrimination and health is the level at which the discrimination occurs. Social
psychological research on the health effects of discrimination shows that people are more likely
to perceive discrimination in some contexts than others, and that certain types of discrimination
tend to be more harmful for health than others. For example, people are less likely to report dis-
crimination directed at themselves than they are to report discrimination directed at their group
(Postmes et al. 1999; Ruggiero and Taylor 1997; Taylor et al. 1990). Many argue that this discrep-
ancy stems from people’s desire to minimize discrimination directed at themselves as a way to
maintain self-esteem, while discrimination directed at their group is seen as less stressful because
of the salutary effects of shared group identity (Branscombe, Schmitt, and Harvey 1999). When
discrimination leads an individual to identify more strongly with their stigmatized group, this can
help bolster self-esteem and positive affect (Bourguignon et al. 2006).

As a result, more interpersonal forms of discrimination are often found to be more harmful
for health than more organizational or institutional forms of discrimination (Armenta and Hunt
2009; Bourguignon et al. 2006). Models of stress and coping suggest that more subtle forms
of discrimination at the interpersonal level often produce more stress for individuals because of
the ambiguous nature of these interpersonal interactions, whereas discrimination stemming from
interactions with an organization tend to take on more recognizable forms (Pascoe and Richman
2009). When an individual has a clearer mental representation of how a stressor will play out,
they can more readily activate coping mechanisms to reduce that stress.

These theories are supported by a recent article examining the types of religious discrimina-
tion experienced in the workplace by Schneider et al. (2022). They found that their respondents
were more likely to describe interpersonal experiences of religious discrimination, such as feeling
excluded or stereotyped by their coworkers, than they were to report being discriminated against
at the organizational level by their workplace. They explain that while most research in this area
focuses on workplace religious discrimination at the organizational level, such as studies about
hiring and firing discrimination (e.g., Wallace, Wright, and Hyde 2014; Wright et al. 2013), in-
terpersonal forms of discrimination in the workplace are understudied. They argue, “Although
things such as teasing, name-calling, offensive comments, and social othering fall into murkier
legal territory, these kinds of behaviors can still be detrimental to employee well-being andmental
health, job satisfaction, and morale” (Schneider et al. 2022: 2).

Thus, there are important differences in the perceptions and health effects of different types of
religious discrimination, particularly regarding whether they are perceived to be at the individual
or organizational level. However, current studies on the relationship between religious discrimina-
tion and health typically rely only on a single survey measure of discrimination—either a measure
focused on just one setting, such as discrimination in the workplace (e.g., Scheitle and Corcoran
2018), at school (Pfaff et al. 2021) or “everyday interactions” (Aidenberger and Doehne 2021),
or they rely on a single measure that combines a variety of settings and experiences (e.g., Shah
2019; Vang, Hou, and Elder 2019). Relatedly, current studies in this area tend to focus on one spe-
cific religious group and often only investigate one axis of difference, such as gender (Jasperse,
Ward, and Jose 2012) or immigrant status (Rippy and Newman 2006). However, there have yet to
be any studies comparing the health effects of religious discrimination across these various con-
texts, which social psychological research on the differential impacts of discrimination on health
suggests may matter.

Given the research reviewed here, we set out to answer three interrelated research questions
left unanswered by the current research on relationships between religious discrimination and
health. (1) Does religious discrimination impact mental and physical health in the same ways?
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6 JOURNAL FOR THE SCIENTIFIC STUDY OF RELIGION

(2) Do these relationships vary depending on one’s religious tradition? (3) Do these relationships
vary depending on the specific type of discrimination or the context in which the discrimination
takes place? By utilizing a survey that allows us to disaggregate a range of different types of
religious discrimination and assess their impact on both mental and physical health, we contribute
to understandings of the ways context shapes the health impacts of religious discrimination.

Data

This study utilizes survey data produced from the 2019 Experiences with Religious Dis-
crimination Study (ERDS). The ERDS survey was administered using the Gallup Panel. The
Gallup Panel is a representative sample of U.S. adults recruited through address- and random
digit dialing-based sampling methods. In total, the panel contains about 100,000 individuals.
About 80,000 of the panelists complete surveys online, while about 20,000 panelists without
internet access complete surveys through the mail.

A total of 10,198 panelists were invited to complete the ERDS survey. This consisted of
5131 randomly selected individuals along with targeted oversamples of individuals who had pre-
viously indicated that they were Muslim, Jewish, Buddhist, Hindu, or atheist on previous panel
surveys. Individuals were provided a $2 prepaid incentive. Of the 10,198 individuals invited to
complete the ERDS survey, there were 4774 completions. Gallup computed weights to account
for the oversampling of certain religious groups and patterns of nonresponse. The 2017 Current
Population Survey and aggregate data from the Gallup Daily Tracking Survey were utilized to
generate targets for the weighting. The weights project the data to the U.S. adult population.

Measurement

While some previous surveys have included one or two questions about religious discrimina-
tion or victimization, the ERDS was designed specifically to measure and document individuals’
experiences with, fears of, and responses to hostility, discrimination, threats, and violence due to
their religion or, in the case of individuals who do not identify with a religion, because they do
not have a religion. Because of the survey instrument’s dedicated focus, this study has a variety
of measures to assess both the focal predictors and outcomes of interest.

Outcomes: Physical and Mental Health

We consider two outcomes in this study representing different aspects of an individual’s well-
being. The first outcome is the individual’s self-reported health that is assessed using a single
item. The ERDS survey asked, “Would you say your health in general is excellent, very good,
good, fair, or poor?” Responses were coded (1) poor, (2) fair, (3) good, (4) very good, and (5)
excellent. For the analyses below, we dichotomize these responses to compare the poor�fair�good
health responses (0) to the very good/excellent responses (1). As we will see when examining the
descriptive statistics, this operationalization divides the distribution of responses roughly in half.

The second outcome represents an individual’s level of mental distress. This is measured with
six items that comprise the widely used scale known as the K6 scale of mental distress (Kessler
et al. 2003). These items began with the prompt, “During the past 30 days, about how often did
you feel…” Six items were then presented for individuals to respond to: (a) nervous, (b) hopeless,
(c) restless or fidgety, (d) so depressed that nothing could cheer you up, (e) that everything was
an effort, and (f) worthless? To mirror the positive-oriented coding of the self-reported health
outcome, responses were coded so that higher values represent less mental distress: (1) all of the
time, (2) most of the time, (3) some of the time, (4) a little of the time, and (5) none of the time.
Given this, we refer to this outcome as representing mental health rather than mental distress.
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THE ASSOCIATION BETWEEN RELIGIOUS DISCRIMINATION AND HEALTH 7

Predictors: Religious Discrimination and Religious Victimization

The ERDS survey instrument included a series of items asking about organizational forms
of religious discrimination that began with the following statement: “These next questions ask
whether you have experienced discrimination because of your religion in different organizational
and institutional settings.” Note that the emphasis on the “because of your religion” phrase was
present on the survey itself. The survey then asked, “Since you reached the age of 16, how often
do you suspect you have experienced the following kinds of incidents because of your religion?”
Nine experienceswere offered: (a) been denied employment, (b) been fired from a job, (c) received
an unfair work evaluation, (d) been treated unfairly by a school, college, or other educational in-
stitution, (e) been evicted or denied housing, (f) been refused services when trying to purchase
goods or services (e.g., restaurant, hotel, bank, grocery store, etc.), (g) been treated unfairly by a
doctor, nurse, hospital, or other medical provider, (h) been treated unfairly when traveling (e.g.,
in a taxi, airport, etc.), and (i) been harassed by the police.1 Individuals could say that they ex-
perienced each of these, (0) none, (1) once, or (2) twice or more. It is important to note that the
following instruction was provided for those who do not identify with a religion to clarify the
relevance of these items to them: “If you identify as an atheist, agnostic, or otherwise do not have
a religion, please respond to these questions to tell us whether you have experienced discrimina-
tion because of these identities or because you do not have a religion.” We summed these items
to create a total count of experiences, although this count is obviously restricted given that the
individual items have a maximum value of “twice or more.”

Another group of items on the ERDS survey asking about bias-motivated harassment, threats,
violence, or other forms of more interpersonal forms of religious victimization began with the
statement, “We now want to turn our attention to incidents of harassment, threats, and violence
due to beliefs or identities that you hold.” Individuals were then asked, “Since you reached age
16, how often do you suspect you have experienced the following kinds of incidents because
of your religion?” Six experiences were offered: (a) had verbal insults directed at you, (b) been
threatened with physical violence, (c) had your personal property damaged or destroyed, (d) been
chased or followed, (e) been physically assaulted, and (f) had your home vandalized. As with the
discrimination items above, individuals could say that they experienced each of these (0) none,
(1) once, or (2) twice or more. A similar clarification statement as the one above was provided
for those who do not identify with a religion. Similar to the discrimination items, we summed
responses to create a scale of religious victimization experiences.

We employ these items in a couple different ways in the analyses below. In some models, we
examine the impact of the total number of experiences with religious discrimination and religious
victimization. We also estimate models where each discrimination and victimization experience
type is considered individually. A majority of the research in this area focuses on either one type
of discrimination—for example, discrimination at work or “everyday discrimination”—or they
utilize a single-scale measure of all types of discrimination experiences. Social psychological
research shows that there are different types of discrimination one can experience—for exam-
ple, institutional, interpersonal, or structural (Krieger 2014; Williams et al. 2019)—and that the
contexts of a discrimination experience matter for if and how it will impact health (Armenta and
Hunt 2009; Bourguignon et al. 2006). This is why we break each type of discrimination out in our
analyses in order to assess their individual impacts on health and to determine if we can discern
any clear patterns in religious discrimination’s effects on health.

1On the survey, the police harassment item was included with the victimization items. However, we consider it here a
better example of a form of organizational or institutional discrimination.
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Moderator

One of the questions of interest in this study is whether religious discrimination and vic-
timization experiences impact individuals differently depending on their religious tradition. To
assess this, in some models, we include interaction terms between such experiences and religious
tradition. Religious identity was measured with a question asking, “Religiously, do you consider
yourself to be Protestant, Catholic, Jewish, Muslim, Hindu, Buddhist, atheist, or something else?
If more than one, mark the one that best describes you.” Twenty-four responses were offered in-
cluding the ability to choose and specify “something else.” These 24 responses were recoded into
the following categories for this study: (1) Christian, (2) Jewish, (3) Muslim, (4) Buddhist, (5)
Hindu, (6) Some other religion, and (7) No religion. The latter includes individuals who chose
the responses of atheist, agnostic, and no religion. As with any “other” category, the “some other”
religion group is diverse. However, it does consist of a substantial proportion of individuals iden-
tifying with terms such as pagan, Wiccan, and other related identities.

Controls

Our analysis accounts for several other measures that could be associated with an individual’s
frequency of experiences with religious discrimination and victimization and their physical and
mental health. That is, we aim to isolate the associations between religious discrimination and
victimization and individuals’ well-being from any cofounding associations with, say, religious
identity, race and ethnicity, socioeconomic status, and other social locations.

We also include measures representing individuals’ self-reported religiosity and religious
service attendance. The former comes from a question asking, “To what extent do you consider
yourself a religious person?” Responses were coded (1) not at all religious, (2) slightly religious,
(3)moderately religious, or (4) very religious. Religious service attendance comes from a question
asking, “How often do you attend religious services?” Responses ranged from (1) never to (9)
more than once a week.

The analysis also accounts for individuals’ race or ethnicity, gender, and age. The survey
asked, “Which of the following best represents your race or ethnicity? You may mark more than
one.” Offered responses were: (1)White, Caucasian, European, (2) Black, African, Caribbean, (3)
Hispanic, Latino, (4)Middle Eastern, Central Asian, Northern African, Arab, (5) East Asian (Chi-
nese, Japanese, Korean, Taiwanese, etc.), (6) South Asian (Indian, Pakistani, Bangladeshi, etc.),
(7) Native American, American Indian, (8) Pacific Islander, and (9) Other, specify. Due to the
small number of cases in some of these categories and the selection of multiple responses among
some individuals, they were recoded into the following for this study: (1) White, Caucasian, Eu-
ropean, (2) Black, African, Caribbean, (3) Hispanic or Latino, (4) Middle Eastern, Central Asian,
Northern African, Arab, (5) East Asian, (6) South Asian, (7) Some other race or ethnicity, and
(8) Multiple races or ethnicities. The White category serves as the reference group in the analy-
ses. The survey also asked individuals, “What is your gender?” Possible responses were (1) man,
(2) woman, (3) nonbinary, and (4) other, please specify. Due to the small number of cases, we
combine the latter two categories. The man category serves as the reference group in the anal-
yses. From the Gallup Panel’s background data on panelists, we include measures representing
individuals’ age, education, income, and number of children. Age is measured continuously and
ranges from 18 to 96. Education is measured on an eight-point scale ranging from (1) less than
a high school diploma to (8) postgraduate or professional degree. Income, which refers to indi-
viduals’ “total family income, from all sources, before taxes,” is measured on a 13-point scale
ranging from (1) less than $30,000 to (13) $250,000. Number of children represents the number
of individuals under 18 currently living in the individual’s household.
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THE ASSOCIATION BETWEEN RELIGIOUS DISCRIMINATION AND HEALTH 9

Analytic Strategy

We began our analysis by examining descriptive statistics for all the measures discussed
above, with a particular interest in assessing the overall frequency of religious discrimination and
victimization experiences among our sample and the overall proportions and means for our mea-
sures of physical and mental health. We then conducted bivariate analyses comparing proportions
and means for our well-being outcomes between individuals reporting a religious discrimination
or victimization experience and those individuals who do not report such an experience. This
provided an initial assessment of whether religious discrimination and victimization are equally
harmful for both physical andmental health, as well as whether more interpersonal forms of reli-
gious victimization impact health in similar ways as experiences of religious discrimination that
are more at the organizational level or perpetrated by someone acting on behalf of an organization.

The next stage of our analysis consisted of logistic and ordinary least squares (OLS) re-
gression models predicting our health outcomes while accounting for our control measures. We
also examined models featuring interaction terms between discrimination or victimization ex-
periences and religious tradition. These models allowed us to assess whether such experiences
are particularly consequential for individuals belonging to particular traditions. Finally, we ex-
amined logit and OLS in which each specific type of religious discrimination or victimization
experience is considered individually to further assess how the type and context of the discrim-
inatory experience differently shapes health outcomes. All analyses were conducted in Stata/SE
18 and employed survey weights to account for the oversampling of respondents who identified
as Muslim, Jewish, Buddhist, Hindu, or atheist.

Results

Table 1 presents descriptive statistics for all the measures examined in our analysis. Looking
at the outcome measures, we see that just over 55% of U.S. adults report being in very good or
excellent health. In turn, this means that about 45% report being in only poor, fair, or good health.
The mean score on our scale of mental well-being is 4.05. This means that across the six items
included in this scale, the average response is closest to the “a little of the time” response (i.e.,
feeling nervous a little of the time in the past 30 days).

Turning to our focal predictors, we see that the discrimination item with the highest mean
is “treated unfairly by a school or college.” The victimization item with the highest mean is
having verbal insults directed at the individual. Figure 1 presents the means for the summed
discrimination and victimization measures by religious tradition. Muslims score particularly high
when it comes to both discrimination and victimization experiences. Jews also score high on both
types of experiences relative to Christians.

Effects of Any Experience with Religious Discrimination

Table 2 presents an initial examination of the association between experiences with religious
discrimination, religious victimization, and health. The top-half of the table presents a cross-
tabulation of the percentage of individuals reporting very good or excellent health by whether they
report any experience with religious discrimination or victimization (i.e., they score higher than
zero on the summed discrimination or victimization items).We see that—among those who do not
report any experience with religious discrimination—56% report very good or excellent health.
This declines to just under 50% among those who do report such an experience. This difference
is statistically significant (p < .05). We see a similar gap when comparing those who report an
experience with religious victimization with those who do not. Just over 57% of those who have
not experienced religious discrimination report very good or excellent health, compared to 50%
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10 JOURNAL FOR THE SCIENTIFIC STUDY OF RELIGION

Table 1: Descriptive statistics

Mean or
percent-
age

Linearized
standard
error

Min-
Max

Very Good�Excellent Health 55.38% – 0–1
Mental Health (K6, reverse coded) 4.05 .01 1–5
Count of Experiences with
Organizational Religious
Discrimination

.41 .03 0–18

Count of Experiences with
Interpersonal Religious
Victimization

.80 .03 0–12

Organizational Religious
Discrimination Experiences
Denied employment .03 – 0–2
Fired from job .02 – 0–2
Unfair work evaluation .05 – 0–2
Treated unfairly by school�college .10 – 0–2
Evicted or denied housing .01 – 0–2
Refused services by business .02 – 0–2
Treated unfairly by medical
provider

.05 – 0–2

Treated unfairly while travelling .05 – 0–2
Harassed by police .05 – 0–2

Interpersonal Religious Victimization
Experiences
Had verbal insults directed at you .47 – 0–2
Been threatened with physical
violence

.12 – 0–2

Personal property damaged .07 – 0–2
Chased or followed .07 – 0–2
Physically assaulted .03 – 0–2
Home vandalized .02 – 0–2

Religion
Christian 62.64% – –
Jewish 1.94% – –
Muslim 1.02% – –
Buddhist 0.76% – –
Hindu 0.75% – –
Some other religion 9.10% – –
No religion (ref.) 23.79% – –

How religious 2.34 .02 1–4
Religious service attendance 3.72 .05 1–9
Race or ethnicity
White 67.27% – –
Black 12.84% – –
Hispanic or Latino 7.38% – –
Arab, North African 0.18% – –
East Asian 0.22% – –

(Continued)
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THE ASSOCIATION BETWEEN RELIGIOUS DISCRIMINATION AND HEALTH 11

Table 1: (Continued)

Mean or
percent-
age

Linearized
standard
error

Min-
Max

South Asian 0.74% – –
Some other race or ethnicity 1.72% – –
Multiple race or ethnicities 9.65% – –

Gender
Man 48.08% – –
Woman 50.05% – –
Nonbinary 1.28% – –
Some other gender 0.59% – –

Age 45.47 .38 18–93
Education 4.05 .04 1–8
Income 5.95 .07 1–13
Children .64 .02 0–4

Note: Data from Experiences with Religious Discrimination Study (ERDS) Survey; N = 4428; Data weights applied.

Figure 1
Means for summed religious discrimination and victimization experiences by religious tradition

0

0.5

1

1.5

2

2.5

Chris�an Jewish Muslim Buddhist Hindu No religion Something else

Mean of Summed Discrima�on Experiences Mean of Summed Vic�miza�on Experiences

of those who do report at least experience with religious victimization. Again, this difference is
statistically significant (p < .01).

The bottom-half of Table 2 compares the mean mental health score for those who have expe-
rienced religious discrimination to those who have not. We see that the mean mental-health score
for those who have not experienced religious discrimination is 4.11. This compares to 3.74 for
those who have experienced at least one type of religious discrimination. We find a similar gap
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12 JOURNAL FOR THE SCIENTIFIC STUDY OF RELIGION

Table 2: Bivariate differences in health by experiences with religious discrimination and religious
victimization

Organizational religious
discrimination experiences

Interpersonal religious
victimization
experiences

Self-Reported Health None Any None Any

Poor�Fair�Good 43.57% 50.26% 42.39% 49.68%
Very
Good�Excellent

56.43% 49.74% 57.61% 50.32%

Total 100% 100% 100% 100%
Design-Based F-test
p-value

p < .05 p < .01

Organizational religious
discrimination experiences

Interpersonal religious
victimization
experiences

Mental Well-being None Any None Any

Mean Score 4.11 3.74 4.14 3.86
Difference between
means

p < .001 p < .001

Note: Data from Experiences with Religious Discrimination Study (ERDS) Survey; N = 4428; Data weights applied.

when looking at religious victimization (4.14 compared to 3.86). The differences between these
means are statistically significant (p < .001).

The comparisons presented in Table 2 provide initial support for the hypothesis that expe-
riencing religious discrimination and victimization is associated with a decline in physical and
mental health. This is in-line with previous research. However, Table 2 obviously does not account
for other potential factors shaping both health and experiences with religious discrimination and
victimization. It is possible, for instance, that older individuals have had more time to be ex-
posed to religious discrimination and victimization—and therefore, they may be more likely to
report having had such an experience—when compared to younger individuals. Older individuals
may also tend to report poorer health compared to younger individuals. Given such possibilities,
we must control for potential confounding variables. Moreover, Table 2 does not address other
questions of interest in this study. For example, does the association between discrimination or
victimization and well-being differ across religious traditions? And are particular types of reli-
gious discrimination or victimization more strongly associated with declines in health than other
types? To consider begin considering such questions, we first turn to Table 3.

The left side of Table 3 presents logistic regression models predicting whether individuals
report very good or excellent health, while the right side presents OLS regression models predict-
ing individuals’ scores on the mental health scale. Model 1 considers the independent association
between the number of experiences with religious discrimination, religious victimization, and
reporting very good or excellent health. We find that the number of religious victimization expe-
riences is significantly associated with reduced logged odds of reporting very good or excellent
health independent of the number of religious discrimination experiences, religious tradition, reli-
giosity, and a variety of sociodemographic measures. This finding reinforces the baseline pattern
seen in Table 2. On the other hand, the number of religious discrimination experiences an indi-
vidual reports does not have a significant independent association with self-reported health after
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THE ASSOCIATION BETWEEN RELIGIOUS DISCRIMINATION AND HEALTH 13

Table 3: Logistic and OLS regression models predicting physical and mental health by any ex-
perience with religious discrimination or religious victimization

Logit predicting
excellent�very good
self-reported health

OLS predicting mental
well-being score

Model
1

Model
2

Model
3

Model
4

Model
5

Model
6

Summed Organizational Religious
Discrimination Experiences

−.01 .01 −.01 −.05* −.02 −.05*

Summed Interpersonal Religious
Victimization Experiences

−.10** −.10** −.06 −.04** −.04** −.02

Religion
Christian (ref.) – – – – – –
Jewish .07 .03 .01 −.02 −.03 −.04
Muslim .51 −.09 .06 −.10 −.01 −.08
Buddhist .04 −.01 .08 −.10 −.12 −.10
Hindu −.19 .30 .02 −.28 −.15 −.38*
No religion −.06 −.02 .01 −.09* −.08 −.07
Something else −.24 −.19 −.14 −.18** −.12 −.07

Religious Discrimination X Religion
Religious Discrimination X Christian
(ref.)

– – – – – –

Religious Discrimination X Jewish – .03 – – −.01 –
Religious Discrimination X Muslim – .27* – – −.08 –
Religious Discrimination X Buddhist – .09 – – .02 –
Religious Discrimination X Hindu – −.72* – – −.28 –
Religious Discrimination X No religion – −.13 – – −.02 –
Religious Discrimination X Something
else

– −.10 – – −.10* –

Religious Victimization X Religion
Religious Victimization X Christian
(ref.)

– – – – – –

Religious Victimization X Jewish – – .01 – – .01
Religious Victimization X Muslim – – .34 – – −.02
Religious Victimization X Buddhist – – −.04 – – .01
Religious Victimization X Hindu – – −.14 – – .11*
Religious Victimization X No religion – – −.11* – – −.02
Religious Victimization X Something
else

– – −.09 – – −.09

How religious −.09 −.09 −.09 −.01 −.01 −.01
Religious service attendance .08** .08** .08** .03** .03** −.03**
Race and ethnicity
White (ref.) – – – – – –
Black −.43** −.43** −.43** .05 .05 .05
Hispanic .01 .01 .01 −.09 −.08 −.08
Arab, North African .12 −.14 −.05 .20 .32 .21
East Asian −.17 −.19 −.21 −.03 −.02 −.03

(Continued)
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14 JOURNAL FOR THE SCIENTIFIC STUDY OF RELIGION

Table 3: (Continued)

Logit predicting
excellent�very good
self-reported health

OLS predicting mental
well-being score

Model
1

Model
2

Model
3

Model
4

Model
5

Model
6

South Asian .20 .43 .02 .02 .18 .03
Other .84 .82 .82 .30* .28* .28*
Multiple .11 .12 .11 .02 .02 .02

Gender
Man (ref.) – – – – – –
Woman .01 .01 .01 −.09** −.08** −.08**
Nonbinary −.29 −.23 −.26 −.64** −.62** −.65**
Other 1.56* 1.46* 1.56* −.31 −.37 −.34

Age −.01* −.01* −.01 .01** .01** .01**
Education .12** .13** .12** −.01 −.01 −.01
Income .11** .11** .11** .04** .04** .04**
Children −.04 −.04 −.04 .01 −.01 −.01
Constant .54 −.62 −.60 3.16 3.14 3.16
N 4428 4428 4428 4428 4428 4428
R2 – – – .22 .22 .22

Note: Data from Experiences with Religious Discrimination Study (ERDS) Survey; Data weights applied; *p < .05 **p
< .01; Logit coefficients represent effects on logged odds; OLS coefficients are unstandardized.

accounting for victimization experiences, religious tradition, and our other controls. The initial
association seen in Table 2 between religious discrimination and self-reported health could have
been a function of the overlap between experiencing discrimination and victimization, but this
model suggests that—net of victimization experiences—religious discrimination is not associ-
ated with self-reported health.

Looking at the control measures in model 1, we do not find any independent associations be-
tween religious tradition—relative to Christians—or self-reported religiosity and the logged odds
of reporting very good or excellent health. We do find, though, that religious service attendance
is positively associated with the logged odds of reporting very good or excellent health. Turning
to the more demographic measures, we see that Black individuals report significantly reduced
logged odds of having very good or excellent health compared to White individuals. We also
see that age is associated with reduced logged odds of reporting very good or excellent health,
while education and income are both independently associated with increased logged odds of an
individual saying they have very good or excellent health.

Model 2 considers whether the overall effect of religious discrimination on self-reported
health seen in model 1 differs by religious tradition. Remember that this overall effect was not
significant, so we are essentially considering whether religious discrimination might matter for
specific groups even if it does not matter overall. To assess this, we introduce a series of interaction
terms between experiencing religious discrimination and religious tradition. We see that the inter-
action term for Hindu is statistically significant and negative. This suggests that, while religious
discriminationmight not have an overall independent association with self-reported health, it does
negatively impact self-reported health for Hindus. On the other hand, we find that the interaction
term for Muslims is significant and in the positive direction, meaning that religious discrimina-
tion is associated with better self-reported health for Muslims. This is a somewhat surprising
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THE ASSOCIATION BETWEEN RELIGIOUS DISCRIMINATION AND HEALTH 15

effect that we will discuss later, although one possibility is that—for some groups—experiences
of discrimination strengthen one’s sense of identity and community, which could have health
benefits. Model 3 assesses whether the overall effect of religious victimization seen in model 1
differs across religious traditions. The only interaction term that is statistically significant is that
for those who say they have no religion. The analysis finds that the overall negative association
between religious victimization and self-reported health is somewhat stronger for those with no
religion.

We now turn to models 4–6 in Table 3, which present OLS regression models predicting
individuals’ scores on the mental health scale. In model 5, we find that religious discrimination
experiences are significantly associated with reduced mental health scores—independent of re-
ligious victimization experiences and other religious and demographic measures. We also see
that religious victimization experiences are significantly associated with reduced mental health
scores—independent of religious discrimination and other controls. Remember that only religious
victimization experiences had an independent association with self-reported health in model 1,
but here we find that both types of experiences matter by themselves. This suggests that religious
discrimination can impact mental health even in the absence of religious victimization, while it
tends to impact physical health only to the extent that the individual has also experienced religious
victimization.

Looking at the other control measures in model 4, we find that those saying that their religion
is “something else” or “no religion” have significantly reduced mental health scores relative to
Christians. We also find that religious service attendance is positively associated with mental
health above and beyond the other measures in the model. Women and nonbinary individuals
report lower mental health scores relative to men, while older individuals and those with higher
incomes report higher mental health scores.

Model 5 assesses whether the overall effect of religious discrimination on mental well-being
varies by religious tradition. As with models 2 and 4, we introduce interaction terms to assess
this question. The interaction term for the “something else” religious category is statistically
significant and negative. This indicates that experiences of religious discrimination for this group
have a larger association with reduced mental well-being than what is seen among Christians.
Model 6 includes interaction terms between religious victimization experiences and religious
tradition. Somewhat surprisingly, we find that the interaction term for Hindus is significant and
positive, meaning that religious victimization experiences have a weaker or null association with
mental health for this group.

The findings presented in Table 3 consider the total number of religious discrimination and
victimization experiences reported by an individual. It is possible, though, that specific types of
religious discrimination or specific types of religious victimization are more or less consequential
to an individual’s physical or mental health. We now turn to consider this question.

Effects of Specific Experiences

Table 4 presents logistic regression models predicting self-reported health that mirror models
1 and 3 in Table 3. However, in these models, we assess each specific type of religious discrim-
ination and victimization individually. Note that all the control measures included in Table 3 are
also included in these models, but we do not present them in Table 4. Models 1–9—shown in the
top-half of Table 4—present the findings for specific religious discrimination experiences.

We see that most of the coefficients for the discrimination experiences are in the expected
direction—with discrimination being associated with reduced logged odds of reporting very good
or excellent health. Only the measure indicating discrimination by a medical provider, however,
shows a statistically significant negative association with self-reported health. That is, discrimina-
tion in healthcare settings appears to have a particularly definitive association with an individual’s
reported health.
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Surprisingly, though, we find that individuals who say that they have been refused services or
goods by a place of business actually have higher logged odds of reporting very good or excellent
health. This is counter to what we would theoretically expect and goes against the pattern seen
across the other measures. We will discuss this further below, but one possibility for this finding is
that individuals with particularly good health are more likely to be active and social, on average,
and therefore, more likely to be exposed to discrimination as they are more frequently engaged in
consumer or business interactions. Better health may therefore increase the risk of discrimination
rather than experiences with discrimination influencing health.

The bottom-half of Table 4 presents the models for the specific religious victimization expe-
riences. In these models, we find that only three of the six religious victimization experiences are
significantly associated with self-reported health. Individuals who have received verbal threats,
had personal property damaged, or been chased or followed have significantly reduced logged
odds of saying that they have very good or excellent health. While the coefficients are in the ex-
pected negative direction, we do not find significant differences in self-reported health for those
who have been threatened with physical violence, been physically assaulted, been harassed by the
police, or had their home vandalized. However, these are generally rarer incidents, so it is possible
that this is more an issue of statistical power than these incidents having no real association with
individuals’ health.2

Table 5 is similar to Table 4 but it presents OLS regression models predicting our mental
health outcome. In the top-half of Table 5, we see the models for the individual types of religious
discrimination experiences. As with Table 4, the control measures are included in the model but
are not shown in this table. We find that, with one exception, all of the specific religious discrim-
ination experiences are significantly associated with reduced scores on the mental health scale.
The one exception is with the measure indicating an experience with being refused goods or ser-
vices in a place of business, which does not show a statistically significant association with mental
health. Remember that this measure was also one of the exceptions to the findings for self-reported
health. A similar logic could be relevant here. That is, individuals with better mental health are
more socially engaged or active, and therefore, more exposed to religious discrimination in con-
sumer or business settings. This could run counter to the expected negative association between
experiencing discrimination and mental health. Finally, the bottom-half of Table 5 presents the
findings for the specific religious victimization experiences. Here we find that all six of the spe-
cific victimization experiences are significantly associated with reduced mental health scores.3

Discussion

As reports of religious discrimination in the United States continue to rise, we need more
research into the different contexts in which people experience religion-based discrimination and
the various health effects of these experiences. Research to date has focused largely on assess-
ing differences in the health effects of religious discrimination across different religious groups,
but less work has been done to examine whether the health effects of religious discrimination
are shaped by the type of discrimination experienced or the contexts in which the discrimination
takes place. Research on the relationship between religious discrimination and health tends to
utilize a singular measure of discrimination that combines a range of different contexts and forms

2If we include all of the individual items simultaneously, then the denied employment becomes nonsignificant, refused
service becomes significant, and medical provider remains significant in the top-half of the table. In the bottom-half of
the table, the personal property damaged becomes nonsignificant but others remain significant.
3If we include all individual items simultaneously, the school and medical provider remain significant in the top-half of
the table. In the bottom-half of the table, insults and threats remain significant, while others become nonsignificant.
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of discrimination, ignoring potential differences in the health effects of different types of discrim-
ination. Further, the majority of work in this area focuses on religious discrimination’s impacts
on mental health, leaving a gap in our understandings of how religious discrimination impacts
physical health.

Our study builds on this past research, but innovates in important ways. First, we examined
the effects of religious discrimination on both mental and physical health across a range of differ-
ent religious groups. We also investigated the individual associations between our physical and
mental health outcomes with 15 distinct types of religious discrimination that span both inter-
personal forms of discrimination, such as being the target of verbal insults or physical violence,
as well as experiences of discrimination stemming from interactions more at the organizational
level, such as being denied employment or housing.

We find that, rather than significant differences in the health impacts of religious discrimi-
nation across different religious groups, what seems to matter more is the context in which the
discrimination happens. In our models, interpersonal forms of religious victimization were more
consistently associatedwith reducedwell-being thanwere experiences of discrimination that were
the result of interactions with an organization’s representatives. This is in line with previous social
psychological research that suggests adverse experiences at the interpersonal level often produces
more stress for individuals because of the unpredictable and ambiguous nature of these interac-
tions, whereas adverse experiences stemming from interactions with an organization tends to take
on more recognizable forms in ways that people can more easily deploy coping mechanisms to
manage it (Armenta and Hunt 2009; Bourguignon et al. 2006; Pascoe and Richman 2009). In this
analysis, we show that these social psychological theories, which have until now largely ignored
religion as an axis of discrimination on its own terms, are in many ways applicable to understand
the health effects of religious discrimination.

There continue to be ongoing debates and inconsistent findings about whether religious dis-
crimination is more harmful for some religious groups than others. We found very few significant
differences in the health impacts across religious groups. We did find that religious discrimina-
tion appears to have a stronger negative impact on the self-reported health of Hindus. In a couple
of cases, though, we found that some religious minority groups appear to be less impacted by
religious discrimination and victimization. The negative association between discrimination and
self-reported health appears to be attenuated or even eliminated among Muslims, for instance.
Social psychological research suggests that religion may be a stronger coping mechanism for
religious minority groups, which can reduce the negative health effects of all forms of discrimi-
nation (Bierman 2006; Jordanova et al. 2015; Shah 2019). This could help explain why we found
so few differences across religious groups.

By far the biggest differences we found in our analyses were the differences between reli-
gious discrimination’s impacts onmental health versus physical health.We found that, across both
interpersonal and organizational types of religious discrimination, mental health was more likely
to be negatively impacted than physical health. Indeed, while mental health and physical health
can be connected, they are by no means perfectly correlated. Even in the data analyzed above, the
correlation between the two is strong but not overwhelmingly so (r = .50). This is in line with
previous research in the health literature that finds other forms of discrimination (e.g., racial dis-
crimination) are more harmful for mental health than physical health (Paradies 2006). However,
the cross-sectional nature of our survey is an important limitation in this sense. Experiences with
discrimination tend to be more immediately harmful to mental health, but repeated exposure to
the psychological stress caused by discrimination can set off a range of harmful physiological
responses (Pascoe and Richman 2009; Richman et al. 2010). Thus, the physical health conse-
quences of discrimination often take longer to manifest than the mental health consequences, and
so, we are likely not able to capture the full effect of religious discrimination on physical health
with our cross-sectional data.
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Despite these limitations, our study is one of the first to compare the mental and physical
health effects of religious discrimination, and we need more studies investigating the mechanisms
through which religious discrimination can be harmful for physical health. This is especially
important given our finding that religious discrimination by a medical provider is one of the more
common experiences of religious discrimination at the organizational level, and it is the only
organizational measure we had that was significantly related to physical health. Cheng, Pagano,
and Shariff (2019) explain that despite doctors and clinicians receiving training to work with
diverse religious groups, the majority may be less religious than their patients, and doctors have
been found to make poorer clinical judgments for patients whose religious beliefs they are less
familiar with. This highlights the need for healthcare providers and institutions to consider how
they engage with patient’s religious identities, beliefs, and behaviors and the health consequences
of adverse encounters on patients.

Although this study has several strengths relative to past research, it is not without its own
limitations. While not unusual in this area of research, it is worth acknowledging that our mea-
sures are of a self-report nature. That is, we are asking individuals about their perceptions of
experiences that they see as being due to their religion. Such perceptions are going to be driven
by a number of social psychological mechanisms, and we are not able to make claims about the
objective nature of the experiences themselves. Moreover, our data are cross-sectional in nature
which obviously limits our ability to determine causation with certainty. As we suggested above,
this limitation could play a role in explaining some of our findings. It could explain the lack of
significant relationships we find with physical health. Our analysis found that individuals who re-
port experiencing religious discrimination in consumer or business settings actually report better
physical health than those who do not report such experiences. Again, it is possible that those in
better physical health are more socially active and therefore exposed to this form of discrimina-
tion. Health, then, may lead to increased discrimination experiences.

An argument could also be made that individuals with poorer mental well-being, for instance,
might be more likely to perceive some experiences as bias-motivated. That is, it is possible that
poor physical or mental well-being could be causing perceptions of religious discrimination and
victimization rather than being caused by such perceptions. While this may occur in some cases,
there are strong theoretical reasons to see well-being as largely the outcome of religious discrimi-
nation and victimization rather than the predictor of such experiences. Finally, our only available
measure of physical health was a single-item measure, while our measure of mental health was
more robust. This could have impacted the outsized impact of our discrimination on mental health
in our analyses, though a variety of studies across different populations have shown these types
of measures of self-reported health to be valid indicators of health (e.g., Fosse and Haas 2009;
Gyasi and Phillips 2018; Miilunpalo et al. 1997).

Taken together, in this article, we have improved upon past research on the health impacts
of religious discrimination by moving beyond focusing solely on differences between religious
groups to start investigating how different contexts of religious discrimination might differentially
impact mental and physical health across religious groups. We find that context does matter, and
perhaps matters more than religious affiliation. These findings point to the need for more research
on the mechanisms through which religious discrimination impacts health so that we can create
more and better social policies to help minimize its effects.
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