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ABSTRACT
Introduction: Brazil is living an accelerated population aging process. Through the 
anxieties of aging, religiosity/spirituality (R/S) has a prominent place in the lives of 
older people. Objective: to verify the association of socio-demographic, economic, 
and health variables with the dimensions of religiosity and spirituality. Methodology: 
cross-sectional study conducted by a home survey with 643 community older adults. 
The instruments used were the mini-mental state examination, characterization 
of socio-demographic, economic and health data; and a brief multidimensional 
measure of religiosity and spirituality. Descriptive analysis and multiple linear 
regressions with seven predictors were performed: gender, age, education, marital 
status, income, number of diseases and health perception. Results: female, 60├69 
years old, married couple, 1├4 years of study and monthly income of one minimum 
wage predominated. Regarding the perception of health, 39.8% reported it as regular, 
81.5% reported two or more diseases. In all dimensions of religiosity/spirituality (daily 
spiritual experiences; values/beliefs; forgiveness; particular religious practices; religious 
overcoming; religious support; organizational religiosity; global self-assessment), the 
gender predictor was statistically significant. In neither dimension was the income 
statistically significant. In four dimensions the marital status was present. In two 
dimensions age influenced. In three dimensions, education was inversely associated. 
In only one dimension the number of diseases impacted and in two dimensions the 
perception of health influenced. Conclusion: it was possible to realize that gender 
influenced all dimensions of religiosity/spirituality. Also, all predictors except the 
income one are associated with at least one dimension of religiosity/spirituality.
Keywords: Aged; Health of the Elderly; Healthy Aging; Socioeconomic Factors; 
Economic Indexes; Health Status Indicators; Religion; Spirituality.

RESUMO
Introdução: o Brasil vivencia acelerado processo de envelhecimento populacional. 
Mediante as angústias advindas do envelhecimento, religiosidade/espiritualidade (R/E) 
ocupam lugar de destaque na vida de pessoas idosas. Objetivo: verificar a associação 
das variáveis sociodemográficas, econômicas e de saúde com as dimensões de religiosi-
dade e espiritualidade. Metodologia: estudo transversal realizado por inquérito domi-
ciliar com 643 idosos comunitários. Os instrumentos utilizados foram: miniexame do 
estado mental; caracterização dos dados sociodemográficos, econômicos e de saúde; 
medida multidimensional breve de religiosidade e espiritualidade. Foram realizadas 
análise descritiva e regressão linear múltipla com sete preditores: sexo, idade, escolari-
dade, estado conjugal, renda, número de doenças e percepção de saúde. Resultados: 
predominaram sexo feminino, 60├69 anos, estado conjugal casados, 1├4 anos de estu-
do e renda mensal de um salário mínimo. Relativamente à percepção de saúde, 39,8% 
informaram regular, 81,5% relataram duas ou mais doenças. Em todas as dimensões 
de religiosidade/espiritualidade (experiências espirituais diárias; valores/crenças; per-
dão; práticas religiosas particulares; superação religiosa; suporte religioso; religiosidade 
organizacional; autoavaliação global), o preditor sexo foi estatisticamente significativo. 
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INTRODUCTION

Brazil has been living an accelerated process of population 
aging, which is a worldwide reality.1

In the context of anguish from aging, religiosity/spirituality 
(R/S) has a prominent place in the lives of older people, as 
aging brings existential issues and adverse situations2 and R/S 
represents a protective factor3 and a coping resource with 
stressful events.4 Religiosity is how much an individual practices 

a religion. Spirituality is wider and may or may not lead to the 
development of religious practices.4

Studies on aging interfacing with R/S are indispensable by the 
need to better understand this relationship and propose actions 
that aim at dispensing the due value to care related to R/S in the 
older adults. Thus, this study aims to contribute to the expansion 
of knowledge on the topic by the reduced literature in the public 
health field. The analytical horizon has been concentrated for 
investigations in the psychiatry and mental health area, with 
Nursing focusing more on qualitative studies. Thus, we emphasize 
the indispensability of other studies, especially in public health, 
since it has been highlighted for the theme in the Brazilian context.

Since R/S is related to better health conditions in older adults 
related to resilience5, quality of life6, and functional capacity7, 
knowing the associated socio-demographic, economic, and 
health factors may assist Nursing professionals in planning 
strategies for this topic.

In this sense, the objective of this study was to verify 
the association of socio-demographic, economic, and health 
variables with the dimensions of R/S.

METHODS

This is a cross-sectional, observational and analytical home 
survey, conducted with elderly community population in a 
municipality in the interior of Minas Gerais. This is part of a larger 
study entitled: “Dependence on activities of daily living, frailty, 
and use of health services by elderly people in the Triangulo 
Mineiro,” developed by the public health research group of the 
Universidade Federal do Triangulo Mineiro (UFTM).

The population of the study was composed of individuals 
aged 60 years old or more, and both genders, living in the urban 
area. The older adults with cognitive decline were excluded 
according to the Mental State Mini-Exam (MMSE) score.8

To calculate the sample size, we considered the coefficient 
of determination R2 = 0.02 in a multiple linear regression model 
with seven predictors, with a significance level and test power of 
0.80. Using the application Power Analysis and Sample Size (PASS) 
version 13, the values described were entered, and a minimum 
sample size of n = 711 was obtained. The main dependent 
variable was the Daily Spiritual Experiences dimension of the Brief 
Multidimensional Measure of Religiosity/Spirituality (BMMRS).9

For the composition of random sampling for the participation 
of the older adults in the research, we proposed the use of the 
process of cluster sampling in multiple stages. The selection of the 
older adults was through an arbitrary draw of 50% of the census 
sectors of the municipality, according to a single listing of urban 
census sectors (n = 409), resulting in 204 sectors. The first census 
sector was randomly drawn. The interviews were divided by the 

Em nenhuma das dimensões a renda foi estatisticamente significativa. 
Em quatro dimensões esteve presente o estado conjugal. Em duas di-
mensões a idade influenciou. Em três dimensões a escolaridade esteve 
associada de forma inversa. Em apenas uma dimensão o número de 
doenças impactou e em duas dimensões a percepção de saúde influen-
ciou. Conclusão: foi possível perceber que todas as dimensões de re-
ligiosidade/espiritualidade foram influenciadas pelo sexo. Além disso, 
todos os preditores, exceto renda, estão associados a pelo menos uma 
dimensão de religiosidade/espiritualidade. 
Palavras-chave: Idoso; Saúde do Idoso; Envelhecimento Saudável; Fa-
tores Socioeconômicos; Indicadores Econômicos; Indicadores Básicos 
de Saúde; Religião; Espiritualidade.

RESUMEN
Introducción: la población de Brasil vive un proceso acelerado de 
envejecimiento. Las angustias derivadas de dicho por este proceso permiten 
que la religiosidad / espiritualidad (R/E) ocupen un lugar destacado en 
la vida de las personas mayores. Objetivo: verificar la asociación de 
variables sociodemográficas, económicas y de salud con las dimensiones 
de religiosidad y espiritualidad. Metodología: estudio transversal realizado 
por encuesta domiciliaria con 643 personas mayores de la comunidad. 
Los instrumentos utilizados fueron: mini examen del estado mental; 
caracterización de los datos sociodemográficos, económicos y de salud; 
medida multidimensional breve de religiosidad y espiritualidad. Se realizó 
análisis descriptivo y regresión lineal múltiple con siete predictores: género, 
edad, educación, estado conjugal, ingresos, número de enfermedades y 
percepción de salud. Resultados: predominantemente mujeres, 60 - 69 
años, casados, 1├4 años de escolaridad e ingresos mensuales de un salario 
mínimo. En cuanto a la percepción de la salud, el 39,8% mencionó regular, 
el 81,5% informó dos o más enfermedades. En todas las dimensiones de 
religiosidad / espiritualidad (experiencias espirituales diarias; valores / 
creencias; perdón; prácticas religiosas particulares; superación religiosa; 
apoyo religioso; religiosidad organizacional; autoevaluación global), el 
predictor sexo era estadísticamente significativo. En ninguna de las dos 
dimensiones el ingreso era estadísticamente significativo. En cuatro 
dimensiones estaba presente el estado conjugal. En dos dimensiones influía 
la edad. En tres dimensiones, la educación estaba inversamente asociada. 
En una sola dimensión influía el número de enfermedades y en dos 
dimensiones influía la percepción de la salud. Conclusión: se percibió que 
todas las dimensiones de religiosidad / espiritualidad estaban influenciadas 
por el sexo. Además, todos los predictores, excepto ingresos, estaban 
asociados con al menos una dimensión de religiosidad / espiritualidad.
Palabras clave: Anciano; Salud del Anciano; Envejecimiento Saludable; 
Factores Socioeconómicos; Indicadores Económicos; Indicadores de 
Salud; Religión; Espiritualidad.
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deviation and amplitudes) were used to better understand 
quantitative variables. Multivariate analysis included multiple 
linear regression in determining the influence of socio-
demographic, economic, and health predictors, obtaining 
each of the eight dimensions of the BMMRS scale and the 
contribution (β) on the response variable (increase or decrease) 
as an outcome. The significance level considered was α = 0.05.

The UFTM Research Ethics Committee approved the 
research under Nº 493.211, and all participants signed the 
Informed Consent Form.

RESULTS

From 711 elderly participants, there were 18 refusals, 13 
dropouts, and 37 losses related to incomplete census sectors: 
sectors without older people, but with residence (12 elderly); 
homeless sectors (16 elderly); sectors that did not complete the 
number of elderly (nine elderly). The final study sample was 643 
elderly participants.

Females (67.0%), 60├70 years old (42.3%), married (42.1%), 
1├4 years of study (51.0%), and income of one minimum wage 
(45.1%) predominated in the study.

The highest percentage of the elderly regarding the 
perception of their health was 39.8% who reported regular 
level, and most of the participants (81.5%) self-reported two or 
more morbidities.

Regarding the eight dimensions of the BMMRS scale that assess 
the R/S level, the highest average was perceived in daily spiritual 
experiences (30.70 ± 4.19). The second-highest average was found in 
religious and spiritual overcoming (25.84 ± 2.68). The lowest average 
was found in organizational religiosity (5.52 ± 2.94) (Table 1).

Table 2 shows the result of the multiple linear regression 
analysis using the eight R/S dimensions as outcomes.

For daily spiritual experiences, the most important and 
statistically significant predictors were the gender (p = <0.001), 
the education level (p = 0.025) and the marital status (p = 0.035) 
(Table 2). Thus, women were predominant (β = 0.222), with less 
education level (β = -0.100) and without a partner (β = 0.091).

In the values/beliefs dimension (p = 0.006), the gender was 
the only statistically significant predictor, especially females (β 
= 0.182) (Table 2).

Regarding forgiveness, in addition to the predictor of 
gender (p = 0.004), the predictor of education level (p = 
<0.001) prevailed, with emphasis on females (β = 0.127) and 
low education level (β = -0.165) (Table 2).

In particular religious practices, the most important 
predictors in descending order were: gender (p = <0.001), marital 
status (p = 0.030) and number of diseases (p = 0.004) (Table 2). 
Female elderly (β = 0.350), without a partner (β = 0.090), with a 
higher number of diseases (β = 0.334) were the most frequent.

census sector drawn, excluding sectors without the elderly, but 
with residence, sectors without houses, and sectors that did not 
complete the number of elderly. They occurred from January 
to April 2014, at home, by trained researchers (graduate and 
postgraduate students in health) and reviewed by field supervisors 
(faculty and postgraduate students).

Regarding the study variables, the socio-demographic, 
economic and health aspects were: gender (female/male); age 
range (60├70; 70├80; 80 or older); marital status (never married 
or lived with a partner, living with a spouse or partner, widowed, 
separated, divorced, education level (illiterate); 1├4; 4├8; 8; 9 or 
more); individual monthly income (no income; <1; 1; 1 ┤3; 3 ┤5; 
> 5), health perception (very bad; poor; regular; good, great); 
final number of diseases (0|- 2; 2 or more diseases), according to 
the instrument elaborated by the authors of the Public Health 
Research Group/UFTM. A questionnaire from the study of 
Health, Wellbeing, and Aging (SABE) measured the health 
perception with a Likert-scale answer option: “Would you say 
that health is: great, good, regular, poor or very bad”?10

BMMRS evaluated the R/S. This instrument was elaborated by 
Fetzer Institute9 and validated in the Brazilian version.11 It has 38 items 
and measures 11 dimensions. The answer options are organized in 
the Likert scale, with the score of each specific dimension, in which 
the lower the score, the higher the level of the dimension.11

In this study, we used the eight quantitative dimensions 
of the 11 ones. They are: daily spiritual experiences (impact 
of religion and spirituality in daily life); values/beliefs (premise 
that God exists and affects human experience); forgiveness 
(feeling forgiven and forgiving); particular religious practices 
(religious activities performed individually); religious and spiritual 
overcoming (religiosity/spirituality strategies to deal with 
difficult circumstances); religious support (social relationships, 
support from the religious community); organizational religiosity 
(involvement with public religious activities); global self-assessment 
(self-reference to how religious/spiritual is considered).

As the interviews were conducted, they were reviewed and 
coded. A double-entry electronic database was built using the 
Excel® program for subsequent verification of inconsistencies 
and their correction.

The analyses were performed using the Statistical Package 
for the Social Sciences (SPSS), version 17.0, reversing the value 
of the answers to BMMRS items, so that the most religious/
spiritual ones had a higher score on BMMRS, except for 
negative items of religious/spiritual overcoming and the last 
question of religious support.11 Therefore, the scores of each 
dimension were calculated by the sum of its items, needing to 
recode the reverse items in different dimensions.

We performed a descriptive analysis including absolute and 
relative frequencies for categorical variables, while measures of 
central tendency (mean or median) and variability (standard 
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In religious and spiritual overcoming, besides gender (p = 
<0.001), the predictor of health perception was associated (p = 
0.021) (Table 2). We highlight the female gender (β = 0.231) and 
the best health perception (β = 0.068).

In religious support (p = <0.001), the gender was the only 
statistically significant predictor, especially females (β = 0.201) 
(Table 2).

In organizational religiosity, the predictors were significant: 
gender (p = <0.001), marital status (p = <0.001) and age (p 
= 0.005), (Table 2). We highlighted female elderly (β = 0.262), 
without a partner (β = 0.137) and older (β = 0.049).

The global R/S self-assessment was the item with the 
highest predictors associated. In decreasing order, there were: 
gender (p = <0.001), education level (p = 0.006), marital status 
(p = 0.004), age (p = 0.022) and health perception (p = 0.040) 
(Table 2). We highlighted female (β = 0.231), low education 
level (β = -0.122), without partner (β = 0.119), older (β = 0.098), 
and better health perception (β = 0.036).

In all the dimensions, the highest average R/S was on females. 
In neither dimension was the income statistically significant.

DISCUSSION

The results of this study enabled us to know in detail from 
socio-demographic, economic, and health aspects a profile of 
the older people associated with each of the dimensions of 
religiosity/spirituality, not only for R/S in general.

Knowing the R/S in its specific dimensions, an approach 
not informed in the literature provides detailed information on 
which aspects of the R/S the socio-demographic, economic, 
and health variables exactly operate.

Regarding socio-demographic characteristics, this study 
showed that older women represented a higher percentage. A 
national study conducted by the FIBRA project in UNICAMP 
with community older adults indicates the same result.12 
Regarding the age group, there were similar results found in 
research conducted by the Elderly Health Surveillance Network 
(REVISI) in Goiânia-GO with community older adults with a 
higher percentage age between 60 and 69 years old (50.1%)13, 
as well as in IBGE projections.14 According to the marital status, 
the study above with community older adults obtained similar 
percentage, indicating that most of the elderly lived with 

Table 2 - Multiple linear regression of the R/S dimensions of community elderly according to socio-demographic, economic, and health variables, 
Uberaba, MG, 2015.

Dimensions* DSE V/B FORG PRP R/S OVE REL SUP ORG REL GL SAS

Variables β P β P β p β p β p β p β p β p

Gender 0.222 <0.001 0.182 0.006 0.127 0.004 0.350 <0.001 0.231 <0.001 0.201 <0.001 0.262 <0.001 0.231 <0.001

Marital status 0.091 0.035 -0.027 0.531 0.004 0.930 0.090 0.030 0.053 0.215 0.066 0.125 0.137 <0.001 0.119 0.004

Age 0.053 0.217 0.034 0.440 0.049 0.260 0.116 0.244 0.040 0.348 0.052 0.225 0.049 0.005 0.098 0.022

Education level -0.100 0.025 0.066 0.130 -0.165 <0.001 0.037 0.379 -0.078 0.077 -0.004 0.927 -0.012 0.778 -0.122 0.006

Income 0.080 0.082 -0.032 0.487 0.038 0.409 -0.004 0.919 0.048 0.294 -0.011 0.803 0.022 0.612 0.062 0.172

Nº of diseases -0.078 0.087 0.071 0.127 -0.007 0.878 0.334 0.004 -0.060 0.187 0.031 0.492 0.009 0.838 -0.008 0.867

Health  
perception

-0.012 0.778 0.057 0.196 0.043 0.332 -0.011 0.786 0.068 0.021 0.044 0.312 0.004 0.918 0.036 0.040

*Daily Spiritual Experiences (DSE); values/beliefs (V/B); forgiveness (FORG); particular religious practices (PRP); religious / spiritual overcoming (R/S OVE); religious 
support (REL SUP); organizational religiosity (ORG REL); general R/S self-assessment (GL SAS).
Source: The authors, 2015.

Table 1 - Measures of central tendency, variability, and internal consistency of R/S dimensions in an elderly community population. Uberaba, MG, 2015

Dimensions BMMRS Minimum Maximum Average Median
Standard 
Deviation

Cronbach's 
Alpha

Daily Spiritual Experiences (DSE) 7.00 36.00 30.70 30.00 4.19 0.83

Values and Beliefs (V/B) 2.00 8.00 7.09 7.00 1.02 0.57

Forgiveness (FORG) 3.00 12.00 10.90 12.00 1.64 0.65

Particular Religious Practices (PRP) 5.00 37.00 24.55 25.00 6.07 0.59

Religious/Spiritual Overcoming (R/S OVER) 9.00 28.00 25.84 27.00 2.68 0.62

Religious Support (REL SUP) 6.00 16.00 11.20 11.00 2.97 0.71

Organizational Religiosity (ORG REL) 2.00 12.00 5.52 5.00 2.94 0.65

Global Self-Assessment (GL SAS) 2.00 8.00 6.78 7.00 1.21 0.59

Source: The authors, 2015.
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community of Leiria district, Portugal, also found similar results.18 
This result is maybe because women are culturally encouraged 
to obey and allow, showing the conclusion of research on gender 
differences and religiousness conducted in the USA.20

This research showed that women are more involved 
in individual private religious practical activities. This is in 
agreement with another study conducted with patients 
and caregivers of two general hospitals in Juiz de Fora, MG, 
which also found that females have a higher average in this 
dimension.19 We also confirmed research related to the SABE 
study, which perceived that women often practice private 
religious activities more.6

This study was similar to other research in the item religious 
overcoming, which found a higher average among women.19 A 
study by Abdala et al.6 also found that belonging to a religion 
means a resource in facing problems of daily living, confirming 
that women are looking for more R/S strategies to deal with 
difficult circumstances.

Similar to another study19, we found that women had a 
higher average in religious support, showing that they seek more 
support from God and the religious community. The authors 
stressed the importance of being part of a religious community 
as a social support network18 for the elderly population to deal 
with illness and other adversities.6

Regarding organizational religiosity, the result was similar 
to another study, in which women had a higher average in 
organizational religiosity.19 Research related to the SABE study 
showed organizational religiosity acting as a mediator for the 
quality of life of the older adults to improve it on the physical 
component and mental health. These results indicated 
that females have more religious participation in religious 
ceremonies and meetings. This may be because older women 
feel the need of the company of others to talk and vent their 
problems, as well as to obtain affection, as a study found with 
older women in the municipality of Cruz Alta-RS.5

The results are similar to other findings in the self-
assessment aspect of R/S, which indicated that females scored 
higher in this dimension.18 In a study by Abdala et al.6 women 
consider themselves more religious than men.6

The prevalence of women in all dimensions of R/S, 
indicating their greater involvement in religious issues, can be 
explained from the perspective of gender social relationships.20 
Data in USA research revealed a gender difference in 
religiousness (such as frequency of prayer, belief in God, 
church attendance), showing that men are more secular and 
women more religious.20 The propensity for men to be more 
secular than women may be related to issues (power, privilege, 
financial freedom, independence, working outside the home) 
culturally proportionate to men and destitute of women, 
which led them to be victims of exclusion, exploitation, and 

somebody else.13 In education, equivalent results were found 
in studies of the FIBRA/UNICAMP project, REVISI, and IBGE 
projections, which obtained average years of study in line with 
the results of this research.12-14 Regarding the individual monthly 
income, research with elderly patients of a basic health unit 
(BHU) in a Brazilian capital found that the monthly income 
of most of the participants was up to one minimum wage 
(35.4%)15, which is similar to the findings of this research.

Considering the health perception variable, there was 
a similar result in a national study conducted by the FIBRA 
project with community older adults, whose participants 
rated their health as good (40.5%) or regular (38.5%).12 In the 
variable of number of diseases, a REVISI research in Goiânia-
GO found similar data to this research.13 The aging of the world 
population is accompanied by growing prevalence of chronic 
and degenerative diseases.16

In the R/S, the highest average was in daily spiritual experiences, 
showing how often older people experience R/S experiences.11 
The second-highest average was religious and spiritual overcoming, 
showing R/S strategies used by the elderly population to deal with 
adverse circumstances. This information confirms a study that 
aimed to assess the stress level of older adults assisted by primary 
health care in Pium-hi, MG, suggesting that religiosity should be 
used as a promoter of well-being to prevent the evolution of stress.17 
The lowest average was organizational religiosity, concerning the 
participation in religious meetings. International research of older 
adults from Leiria, Portugal, found a similar result.18 It indicated 
that contact with religiosity does not necessarily involve temple 
attendance and frequency.

In this research, we verified the socio-demographic, 
economic, and health factors associated with the dimensions 
of R/S, suggesting that in a health action or intervention 
with religiosity/spirituality as its main component, Nursing 
professionals should be aware of the profile of the older adults.

In daily spiritual experiences, were found that women 
practice religion more daily. This result is consistent with a 
study conducted with patients and caregivers of two general 
hospitals in Juiz de Fora, MG.19 It is also similar with research 
related to the Health, Well-Being, and Aging (SABE) study 
conducted with community elderly people in São Paulo, SP6, 
which showed that women, in addition to cultural issues, are 
more willing to express their religious feelings, as well as more 
inclined to act and engage in church activities.6

Regarding the values/beliefs, older women were more 
likely to conduct their life-long values and beliefs. This result is 
close to the study above conducted in Juiz de Fora, MG.19 It also 
corroborates research related to the SABE study, which finds that 
women attach more importance to religion and related values.6

As for forgiveness, we found that women are more apt 
to forgive. International research of older adults from the 
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important for participants’ quality of life. Also, we highlighted 
the relationship between spirituality and satisfaction with 
health and life, as well as religious practices as a way to establish 
social and leisure relationships for the elderly population.23 
International literature reinforces that when R/S is present in 
life, they are responsible for subjective well-being.24

The limitation of this research was the cross-sectional 
design, not establishing a relationship with the causal inferences. 
However, the analyses for the gaps found in the scientific 
production on the topic have propositions for understanding 
the event.

CONCLUSION

For the item daily spiritual experiences, the associated 
factors were: female gender, low education level, and without 
a partner. In forgiveness, the predictors prevailed were female 
gender and low education level. In particular religious practices, 
the predictors that stood out were: female, without a partner 
and higher number of diseases. In religious and spiritual 
overcoming, female predictors and better health perception 
were associated. In organizational religiosity, the significant 
predictors were: female gender, without partner and older age. 
The general R/S self-assessment was the dimension in which the 
most predictors were associated: female gender, low education 
level, without partner, older age and better health perception. 
In the values/beliefs and religious support dimensions, female 
gender was the only statistically significant predictor.

The results of this research opened the knowledge of the 
socio-demographic, economic, and health characteristics of the 
older adults in the dimensions of R/S. This is innovative research on 
this topic with older adults from the community in Minas Gerais.

Given the importance of the health and well-being of the 
elderly population, about social and emotional support, the 
Nursing professionals need to pay attention to the inclusion of 
strategies that approach the R/S.

Also, these results may support multi-professional training 
and qualification of teamwork to address religious/spiritual 
aspects with older adults. They may also be an input for 
reflection on programs and policies for older people who have 
religiousness/spirituality as a source of support.
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