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Abstract:



Over the past few years, the occurrence of depression in South Korea has significantly increased. Even though Buddhism was the main religion in historical South Korea, Christianity has recently emerged as a dominant faith tradition. However, the relationship between religion and depression among older Korean adults is understudied. The present study is designed to investigate religious variations and the role of religious participation in depression among older Korean adults using the Korean Longitudinal Study of Aging (KLoSA). From the KLoSA database, 6817 participants were extracted and analyzed. Utilizing the Korean version of the 10-item Center for Epidemiological Studies-Depression Scale (CES-D 10) and the generalized linear models (GLM), a significant difference in depressive symptoms between religious groups (p < 0.05) and religious nones surfaced. This significant difference remained even after adjusting for the confounding factors. When the levels of depressive symptoms were compared across various faith traditions, the lowest depression score was detected from Buddhists (7.04), followed by Roman Catholics (7.12), and Protestants (7.71). Moreover, a significant difference in depressive symptoms between Buddhists and Protestants was observed. With regard to the frequency of religious participation, a significant difference in the depression score was observed only for Protestants. That is, the depression score for those who reported attending religious meetings ‘once to six times a year’ was significantly higher than the others. It is concluded that those who are religiously involved had significantly less depression symptoms than religious nones. Moreover, of the three faith traditions, Buddhists and Protestants showed a significant difference in depressive symptoms.
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1. Introduction


Depression is defined as a common, but serious medical illness and is known to negatively influence the individual’s mental status and performance, such as emotion, cognitive performance, and decision making (APA 2017). Depression can lead to various physical, mental, and social problems (Charney et al. 2003; Bishwajit et al. 2017; Jung et al. 2017) and can reduce the quality of life, especially in older adults (Jung et al. 2017). As such, depression has become a worldwide public health concern (Bishwajit et al. 2017).



The past few decades have witnessed a growing body of research on the beneficial effects of religion on mental disorders, especially the depressive symptoms. According to a study by Koenig and his colleagues, 61 percent of previous studies (443 studies) reported that religion and spirituality were associated with a remission of depression (Koenig et al. 2012). In South Korea, the lifetime prevalence of depression has also increased from 4.0% in 2001 to 5.6% in 2006, and to 6.7% in 2011 (Ministry of Health and Welfare 2012). Although religion still has a significant impact on society in South Korea (Kim 2002a), religious variations in mental health remain unknown (Park et al. 2012b). Given this research paucity, the overall aim of this study is to investigate the relationship between religion and mental health, especially depressive symptoms, among older South Korean adults. It will first compare the depression scores between religious and non-religious respondents. Secondly, it will examine the differences in depressive symptoms across the three faith traditions in South Korea, namely, Buddhism, Protestantism, and Roman Catholicism. And finally, it will investigate the relationship between the frequency of religious attendance and depressive symptoms within each religious group using the nationally representative KLoSA dataset.




2. Literature Review


2.1. Religious Denominations and Their Characteristics in South Korea


In Western countries the primary religion is Christianity. By contrast, religious diversity is one of the significant characteristics of South Korea (Kim 2002a). According to statistics published in 2015, the percentage of people without religion was 56%, and 44% of the Korean population identified themselves as being religious. However, the percentage of older adults with a religion was greater than the average of the South Korean population: 57.7% for 60–69 years of age, and 58.2% for those who were above 70 in 2015. Among all the religious denominations in South Korea, Protestantism is the most popular religion (19.7% of the population), followed by Buddhism (15.5%), and Roman Catholicism (7.9%) (Korea 2016). The proportion of atheists is substantial in Korean society (Park et al. 2012b). Therefore, various faith traditions coexist in contemporary South Korea due to unique historical and cultural contexts.



Of the three major religions in South Korea, Buddhism came from China to Korea in 372 A.D. It spread rapidly throughout Korea, and is now the oldest religion in the country. By contrast, Roman Catholicism and Protestantism were not introduced until the late 18th (1784) and 19th centuries, respectively. Protestant missionaries contributed to the country’s industrialization and socio-economic development in general and to the establishment of modern schools in particular (Min 2014). At the same time, Christianity was mushroomed. Over time, Christian believers have increased in number and the Korean church has experienced remarkable growth. Most Korean churches run organized meetings with colleagues or families and encourage each other to attend church and be faithful (Kwon et al. 1997). Based on a survey with the help of Gallup Korea, the offering amounts from the Protestant churches were larger than other religious groups in Korea (Han 2005). However, one report stated that faithfulness to the church decreased due to the burden of church offerings (Kim 2005).



While the Protestant churches are located in the urban areas, Buddhist temples are mostly situated in the mountains away from central cities. Even if Buddhist temples were relocated to improve their accessibility, the number of Buddhist temples would still remain small as compared to the Protestant churches (Kim 2002a; Kim 2002b). Buddhist teachings and philosophy provide the foundation for such practices as meditation and mindfulness-based cognitive therapy as a psychiatric treatment (Helmes and Ward 2017). To our best knowledge, there has been no report on organized meetings among Korean Buddhists that are reminiscent of Korean Protestants.



Although Christianity—including Protestantism and Roman Catholicism—centers on the life and teachings of Jesus Christ, Korean Protestant churches tend to be egocentric and disrespectful of other religious groups in aggressive missions (Kim 2016). Korean Protestantism has a heavily evangelical orientation, which focuses on missionary activities with seemingly little interest in social concerns. The aggressive and sometimes antagonistic evangelical activities of diehard Protestants against the other religious groups in Korea have alienated many Koreans from Protestantism (Min 2014). On the other hand, Buddhism recognizes and accepts other faith traditions.



Compared to active and passionate Protestantism, Roman Catholicism has relatively meditative and philosophical activities that are more similar to Buddhism’s religious practices. Christianity emphasizes religious participation especially attendance at Sunday worship services, whereas other religious traditions in South Korea do not (You et al. 2009). Furthermore, the major religious traditions in Korea have influenced each other and been influenced by Korean traditional religions, such as Shamanism and Confucianism (Kim 2002a).




2.2. Religious Affiliations, Depression, and Mental Health


The protective effects of religion on public health have been well documented in recent decades. Since religion signifies social/emotional support, cognitive schema, and/or spiritual beliefs (Al-Kandari 2011; Seomun 2010), religion can enhance the capacity of an individual to cope with a variety of stresses arising from adverse life events, such as illness, relationship dissolution, and the death of a close relative (Koenig 2009; McFarland 2010; Park et al. 2012a). Thus, religious support can reduce levels of depression and increase life satisfaction (Braam et al. 2001; Park et al. 2012a). A review on the role of religion in mental health reported that two-thirds of 93 observational studies had discovered significantly lower rates or symptoms of depressive disorders among religious people (Koenig 2009). In particular, empirical studies have documented the protective role of religion in the mental health of the geriatric population (Braam et al. 2001; Jung et al. 2017). For example, studies revealed that religious involvement, faith, and practice showed beneficial effects on psychological well-being among older adults (O’Connor and Vallerand 1990; Levin and Chatters 1998).



Although a number of studies have indicated the beneficial effects of religion on mental health, religious or denominational variations in the mental health of older adults in South Korea are under studied. One study reported that Catholics showed a higher prevalence of ‘lifetime’ and ‘past’ major depressive episodes, but not that of the last year (Park et al. 2012b). The same study suggested that certain individuals might become a Catholic to reduce their depressive symptoms as they assumed that Catholic beliefs could provide positive effects on mental health. On the other hand, Protestants reported a higher prevalence of lifetime anxiety disorders and a lower prevalence of lifetime alcohol use disorder. The lower prevalence of alcohol disorder among Protestants was not surprising as the Korean Protestants tend to restrain alcohol consumption and smoking in comparison to the Korean Catholics, which do not (Kim and Park 2000; Park et al. 2012b).



As to the older Korean Protestants, one study indicated that those who had been consistently identified as religious reported lower levels of depressive symptoms (Kang and Cho 2013). It seems that being religious over time may facilitate participation in more frequent and multiple forms of religious activities, thus, developing positive attitudes. Regarding the denominational variation in depressive symptoms in South Korea, previous studies have described the unique characteristics of various religious traditions, including faith, belief, and frequency of religious participation. With these general research findings in mind, this study focuses on the relationship between frequency of religious attendance and depressive symptoms within and across religious denominations.





3. Methods


3.1. Data


This study used data from the 5th Korean Longitudinal Study of Ageing (KLoSA) conducted in 2015. The Korea Employment Information Service carried out this survey to identify the aging process in the Korean population for policy development and academic research. The sampling frame of KLoSA was comprised of enumeration districts (EDs) as identified by the 2005 Population and Housing Census (the National Statistical Office). The 5th KLoSA was initiated on 1 September 2014 for the aging panel nationwide and ended on 30 November 2014. The survey was conducted using a laptop for Computer Assisted Personal Interviewing (CAPI), and was equipped with references to the participant’s basic information, including name, year of birth, gender, and address.




3.2. Respondents


This study included data of 7029 young old adults ages between 53 and 64 years from the 5th KLoSA survey. Respondents who belonged to Won Buddhism (n = 14) and other religions (n = 30), and who reported to take any psychiatric treatments/drugs (n = 165) were excluded. In addition, three respondents with missing data were also excluded, thus giving rise to an analytical sample of 6817 respondents. Furthermore, there were 1154 respondents who reported the frequency of attendance at religious meetings. Five of these respondents who reported having no religion were excluded. Therefore, the final sub-sample for the analysis of attendance at regular religious meetings was 1149.




3.3. Independent Variables


Religion variables came from several survey questions in the 5th KLoSA (see Appendix B). Respondents were first asked, “Do you believe in any religion? If you do, what kind of religion do you believe in?” Response options were: no religion, Protestantism, Roman Catholicism, Buddhism, Won Buddhism (omitted from this study), and other religions (omitted from this study). The second question gauged religious participation. Respondents were asked, “Do you attend any meeting?” The response categories included: religious meeting, meeting for friendship, meetings for leisure/culture/sports, alumni association/hometown alumni/gathering, volunteer groups, political party/civic group/profitable group, others, and no meeting. If the respondents reported “Religious meeting”, they were then asked, “How often do you go to the meeting?” Although there were eight response categories, to ensure sufficient sample size in each category these eight categories were collapsed into four with 1 = over 2–4 times a week, 2 = once a week, 3 = once or twice a month, and 4 = once to six times a year.




3.4. Dependent Variable


To evaluate levels of depression, this study used the Korean version of the Center for Epidemiologic Studies Depression Scale 10 (CES-D 10), a short form of the CES-D (Radloff 1977) (see Appendix A). Although the original CES-D consists of 20 items, a short form (only 10 items) was developed to relieve the older adults of the burden to respond. The reliability of the CES-D 10 has been proven to be similar to the original CES-D. The CES-D 10 was completed by rating items for frequency of mood or feelings during the past week on a four-point scale, ranging from zero (“never”) to three (“most of the time”). Higher scores in the depression scale represented higher levels of depressed mood, and the scale ranged from 0 to 30. The reliability coefficient (Cronbach’s α) of the depression scale was 0.887.




3.5. Covariates


The confounding factors, age, gender, education, the presence of a spouse, self-health status, income, and activities of daily living (ADL) were adjusted. Among the covariates, age, income and ADL were continuous variables, whereas the rest were categorical variables. Educational levels (≤6 years, 9 years, 12 years, and ≥14 years) and the presence of spouse (yes/no) were provided by the Korea Employment Information Service. The spouse variable included those who were divorced, bereaved, and unmarried. Self-health status was used as a confounding factor (McFarland 2010) and grouped into one of the five available categories: very good, good, normal, poor, and very poor. The self-health status question asked respondents how healthy they were currently. Household income reflected the gross income of all household members during the past year. ADL referred to the ability to perform everyday activities including changing clothes, washing face/brushing teeth/washing hair, taking a bath/shower, eating a meal, going out of a room, using the toilet, and urinary/fecal continence. If some or complete help was needed with ADL, the score was set at ‘1′, otherwise, the score was set at ‘0′. All the basic activities of daily living were then combined and indexed as a composite ADL variable. The index scores ranged from 0 to 7.




3.6. Statistical Modeling


To evaluate religious variations in depressive symptoms, three multiple linear regression models were estimated to predict the CES-D 10 scores. The coefficients of the religion dummy variables were compared to religious nones that served as a reference. First, Model 1 was adjusted for age and gender. Model 2 was adjusted for additional covariates including income and education (SES). Model 3 was adjusted for all covariates: age, gender, income, education, ADL, the presence of a spouse, and self-health status. In addition, the generalized linear model (GLM) was used to assess the difference in depressive symptoms among religious groups as well as religious nones and the frequency of attendance at religious meetings. The GLM analysis was also adjusted for covariates that could influence depressive symptoms. The adjusted means were used to examine religious variations in depressive symptoms and in the frequency of religious participation within each religious group (SAS 1999). The PDIFF option was used to compute p values for all possible significance between the groups (Hsu 1996). Statistical significance was set at p < 0.05 and all data were presented as mean ± standard error (SE). SAS software, version 9.3, was used to analyze all data for this study.





4. Results


4.1. Sample Characteristics


Table 1 shows the respondent’s characteristics with or without a religion. As shown in the table, the total number of respondents for this study was 6817. The number of respondents without a religion was 3857 (56.6%). Among 2960 religious respondents, there were 1290 (18.9%) Buddhists, 1237 (18.1%) Protestants, and 433 (6.4%) Roman Catholics. As displayed in the table, the average age was younger for respondents without a religion (64.7 years old) than those with a religious affiliation. While the Korean Buddhists reported the lowest average household income (28.61 million Korean Won), their Roman Catholic counterparts reported the highest (36.75 million Korean Won). The Roman Catholic respondents also reported the lowest ADL score (0.07) whereas religious nones showed the highest ADL score (0.16). The highest depression scores came from religious nones (6.75), and the lowest scores were observed from the Roman Catholic respondents (5.20). Of 6817 respondents, 53.8% (3902) were female. The proportion of male respondents without a religious affiliation was 54.4%. The proportion of female with a religious affiliation was higher (64.6%) when compared to religious nones (45.6%), while the depression score was lower (5.73) for those with a religious affiliation than those without a religious affiliation (6.75). In terms of educational attainment, 35.4% of the respondents reported that they had less than 6 years of education, which is the largest category, followed by 12 years, 9 years, and 14 years or more. Moreover, the table shows that 18.6% of the Protestant respondents were college educated whereas 44.5% of the Buddhist respondents had less than 6 years of education. Turning to the presence of a spouse, 77.5% of the respondents reported having a spouse. Religious nones showed the highest percentage of having a spouse (77.9%). For the self-reported health status, the respondents who answered ‘very good’, ‘good’, ‘normal’, ‘poor’, and ‘very poor’ were 1.0%, 31.9%, 44.0%, 18.6%, and 4.5%, respectively. The highest percentage of ‘good’ was reported by the Roman Catholic respondents (34.8%), and the highest percentage ‘poor’ came from the Buddhist respondents (21.6%).



Table 1. Respondents’ characteristics with/without religion.







	

	
Total

N = 6817

	
No Religion

N = 3857

	
Religion

N = 2960

	
Buddhism

N = 1290

	
Protestantism

N = 1237

	
Roman Catholicism

N = 433






	
Age, mean ± SE

	
65.01 ± 0.11

	
64.70 ± 0.15

	
65.42 ± 0.17

	
65.84 ± 0.25

	
65.05 ± 0.27

	
65.36 ± 0.45




	
Income 1, mean ± SE

	
3101.43 ± 33.03

	
3138.43 ± 42.64

	
3051.90 ± 50.51

	
2861.62 ± 75.58

	
3015.72 ± 69.69

	
3674.99 ± 186.27




	
ADL 2, mean ± SE

	
0.14 ± 0.01

	
0.16 ± 0.02

	
0.10 ± 0.02

	
0.10 ± 0.02

	
0.11 ± 0.02

	
0.07 ± 0.03




	
Depression, mean ± SE

	
6.31± 0.06

	
6.75 ± 0.08

	
5.73 ± 0.09

	
5.52 ± 0.14

	
6.11 ± 0.15

	
5.20 ± 0.24




	
Gender (weighted %)




	
male

	
2915 (46.23)

	
1950 (54.37)

	
965 (35.34)

	
372 (32.19)

	
440 (37.91)

	
153 (36.47)




	
female

	
3902 (53.77)

	
1907 (45.63)

	
1995 (64.66)

	
918 (67.81)

	
797 (62.09)

	
280 (63.53)




	
Education (weighted %)




	
≤6 years

	
3074 (35.44)

	
1747 (35.45)

	
1327 (35.44)

	
673 (44.50)

	
503 (30.47)

	
151 (25.09)




	
9 years

	
1147 (17.29)

	
627 (16.80)

	
520 (17.94)

	
242 (19.58)

	
217 (17.76)

	
61 (13.96)




	
12 years

	
1901 (33.72)

	
1102 (34.49)

	
799 (32.69)

	
304 (28.49)

	
335 (33.18)

	
160 (42.77)




	
≥14 years

	
695 (13.55)

	
381 (13.26)

	
314 (13.94)

	
71 (7.43)

	
182 (18.59)

	
61 (18.18)




	
Presence of spouse (weighted %)




	
yes

	
5152 (77.50)

	
2957 (77.92)

	
2195 (76.93)

	
970 (77.70)

	
900 (76.15)

	
325 (77.10)




	
no

	
1665 (22.50)

	
900 (22.08)

	
765 (23.07)

	
320 (22.30)

	
337 (23.85)

	
108 (22.90)




	
Self-health status (weighted %)




	
very good

	
71 (1.02)

	
42 (0.90)

	
29 (1.18)

	
15 (1.41)

	
12 (1.18)

	
2 (0.57)




	
good

	
1799 (31.89)

	
1057 (32.92)

	
742 (30.52)

	
312 (29.47)

	
307 (30.03)

	
123 (34.83)




	
normal

	
3031 (44.02)

	
1718 (44.32)

	
1313 (43.62)

	
574 (43.16)

	
540 (43.50)

	
199 (45.21)




	
poor

	
1525 (18.59)

	
807 (17.16)

	
718 (20.5)

	
320 (21.56)

	
308 (20.83)

	
90 (16.59)




	
very poor

	
390 (4.48)

	
232 (4.70)

	
158 (4.18)

	
69 (4.40)

	
70 (4.45)

	
19 (2.79)








1 Income unit: 10,000 Korean Won; 2 ADL: Activities of Daily Living.









4.2. Religious Variations in Depressive Symptoms


Table 2 indicates the results of the coefficient estimate of each religion compared to non-religion. In comparison with the ‘No-religion’ group, all religious affiliations had significantly negative coefficient estimates with regards to the depression score for all models (p < 0.05).



Table 2. OLS regression coefficients of denominational affiliation to predict depressive symptoms.







	
Type of Religion

	
Model 1 1

	
Model 2 2

	
Model 3 3




	
Estimate

	
SE

	
p-Value

	
Adj. R-Square

	
F Value

	
Estimate

	
SE

	
p-Value

	
Adj. R-Square

	
F Value

	
Estimate

	
SE

	
p-Value

	
Adj. R-Square

	
F Value






	
No Religion

	
Reference

	
0.08

	
114.05

	
Reference

	
0.09

	
77.84

	
Reference

	
0.20

	
95.79




	
Buddhism

	
–1.56

	
0.17

	
<0.0001

	
–1.61

	
0.16

	
<0.0001

	
–1.49

	
0.15

	
<0.0001




	
Protestantism

	
–0.83

	
0.16

	
<0.0001

	
–0.85

	
0.16

	
<0.0001

	
–0.81

	
0.15

	
<0.0001




	
Roman Catholicism

	
–1.79

	
0.25

	
<0.0001

	
–1.69

	
0.25

	
<0.0001

	
–1.40

	
0.24

	
<0.0001








1 Age and gender were adjusted for Model 1; 2 Age, gender, income, and education (SES) were adjusted for Model 2; 3 Age, gender, income, ADL, education, presence of spouse, and self-health status were adjusted for Model 3. Coefficient estimates ‘Religious affiliations’ compared to ‘No religion’ as a reference were significantly different at α = 0.05 by multiple linear regression.








Table 3 shows the average depression scores between respondents who are religious and those who are religious nones. A significant difference between these two groups was detected in all three models. In the age and gender adjusted model, the average depression scores were 7.30 for religious nones and 6.03 for those who are religious. The difference remained statistically significant in a multivariable-adjusted model, and the scores were 8.52 and 7.35, respectively.



Table 3. Depressive symptoms by denominational affiliation.







	
Type of Religion

	
N

	
Model 1 1

	
Model 2 2

	
Model 3 3




	
Lsmean ± SE

	
Lsmean ± SE

	
Lsmean ± SE






	
No Religion

	
3857

	
7.30 c ± 0.08

	
7.41 c ± 0.09

	
8.52 c ± 0.15




	
Religion

	
2960

	
6.03 * ± 0.09

	
6.12 * ± 0.10

	
7.35 * ± 0.15




	
Buddhism

	
1290

	
5.74 a ± 0.14

	
5.80 a ± 0.15

	
7.04 a ± 0.18




	
Protestantism

	
1237

	
6.48 b ± 0.14

	
6.56 b ± 0.14

	
7.71 b ± 0.18




	
Roman Catholicism

	
433

	
5.51 a ± 0.24

	
5.72 a ± 0.24

	
7.12 a,b ± 0.25








1 Age and gender were adjusted for Model 1. 2 Age, gender, income, and education (SES) were adjusted for Model 2. 3 Age, gender, income, ADL, education, presence of spouse, and self-health status were adjusted for Model 3. * Lsmeans between ‘No religion’ and ‘Religion’ were significantly different at α = 0.05 by GLM/PDIFF. Lsmeans between ‘No religion’, ‘Buddhism’, ‘Protestantism’, and ‘Roman Catholicism’ were compared by GLM/PDIFF and present the differences with letters such as a, b, and c. Lsmeans in a column without a common letter were significantly different at α = 0.05.








Comparison of the average depressive symptoms across religious traditions is also shown in Table 3. In Model 1 that was adjusted for age and gender, the highest depression score (7.30) was observed for religious nones and the lowest score (5.51) came from the Catholic respondents. No significant difference in the depression scores surfaced between Buddhists and Catholics. After adjusting for SES (age, gender, income, and education levels), the pattern in the depression scores across various religious groups was similar to Model 1. In Model 3, which was a multivariable-adjusted model, the depression scores for Buddhists and Protestants were significantly different (7.04 and 7.71, respectively), but no significant difference emerged for Catholics (7.12) as compared to Buddhists and Protestants. Religious nones and Buddhists showed the highest (8.52) and lowest (7.04) depression scores, respectively. These results did not significantly change even after adjusting for other characteristics such as chronic disease (data not shown).




4.3. Religious Attendance and Depressive Symptoms


Table 4 displays the average depression scores by frequency of attendance at religious meetings after adjusting for relevant covariates. In Model 1, a significant difference in the average depression scores by frequency of attendance at religious meetings was detected only for Protestants. This significant difference was consistently observed in Model 2 that controlled for respondents’ SES, and in Model 3 that adjusted for other covariates. In Model 3, the average depression score for those who reported they attended religious meetings frequently (e.g., once to 6 times a year) was significantly higher for Protestants (12.14). However, for the Buddhist and Roman Catholic respondents, the average depression scores did not significantly vary by frequency of attendance at religious meetings.



Table 4. Depressive symptoms by frequency of religious attendance and denominational affiliation.







	

	
Frequency

	
N

	
Model 1 1

	
Model 2 2

	
Model 3 3




	
Lsmean ± SE

	
Lsmean ± SE

	
Lsmean ± SE






	
Buddhism (n = 138)

	
Over 2–4 times a week

	
8

	
5.06 NS ± 1.41

	
5.06 NS ± 1.44

	
5.79 NS ± 1.65




	
Once a week

	
18

	
4.86 ± 0.78

	
4.27 ± 0.88

	
4.78 ± 1.27




	
Once or twice a month

	
54

	
5.89 ± 0.48

	
5.31 ± 0.58

	
6.00 ± 1.04




	
Once to 6 times a year

	
58

	
6.15 ± 0.51

	
5.38 ± 0.64

	
5.74 ± 1.13




	
Protestantism (n = 781)

	
Over 2–4 times a week

	
196

	
6.22 a ± 0.34

	
6.19 a ± 0.36

	
7.54 a ± 0.51




	
Once a week

	
475

	
6.20 a ± 0.23

	
6.19 a ± 0.24

	
7.61 a ± 0.44




	
Once or twice a month

	
96

	
5.61 a ± 0.47

	
5.80 a ± 0.50

	
7.31 a ± 0.60




	
Once to 6 times a year

	
14

	
10.20 b ± 1.30

	
10.71 b ± 1.30

	
12.14 b ± 1.31




	
Roman Catholicism (n = 230)

	
Over 2–4 times a week

	
44

	
6.84 NS ± 0.76

	
6.69 NS ± 0.81

	
8.38 NS ± 1.30




	
Once a week

	
143

	
6.14 ± 0.39

	
6.03 ± 0.44

	
7.56 ± 1.12




	
Once or twice a month

	
36

	
5.50 ± 0.77

	
5.24 ± 0.80

	
6.16 ± 1.28




	
Once to 6 times a year

	
7

	
6.52 ± 1.73

	
5.99 ± 1.75

	
6.01 ± 2.03








1 Age and gender were adjusted for Model 1. 2 Age, gender, income, and education (SES) were adjusted for Model 2. 3 Age, gender, income, ADL, education, presence of spouse, and self-health status were adjusted for Model 3. NS: Non-significant. Lsmeans in each column with different letters (a, b) were significantly different at α = 0.05 by GLM/PDIFF.










5. Discussion


Neurological disorder, especially depression, has become a serious global concern (Bishwajit et al. 2017) and is now known to be associated with the occurrence of various physical, mental, and social problems, especially in South Korea (Charney et al. 2003; Bishwajit et al. 2017; Jung et al. 2017). Although some studies have shown an association between religiosity and depressive symptoms, no study has reportedly investigated denominational or religious variations in depressive symptoms among older Korean adults. This study revealed that the average depression scores were statistically different between those who reported a religious affiliation and those who didn’t report a religious affiliation and between Protestants and Buddhists.



5.1. Population Characteristics and Depressive Symptoms


There were more female respondents in all of the three religious groups, but not in the non-religious group. This could be due to: (1) Gendered socialization that encourages women to be passive and obedient; (2) Restricted personal relationships for women that can be formed and maintained in the religious community; and (3) Extensive social ties and social support systems that can be established in the church (McFarland 2010). Even though a number of studies have reported a stronger religious impact on women than men, the moderating role of gender on the association between religion and depression is inconclusive (McFarland 2010; Kralovec et al. 2017).



With regard to educational attainment cross religious traditions, this study showed that Protestants and Roman Catholics tended to be better educated than Buddhists. This is consistent with the previous report demonstrating that one-quarter of Protestants had a university degree or higher while just seven percent of Buddhists had a similar educational background (Kim 2002a). This pattern might be associated with the fact that Protestant missionaries established dozen of modern schools that helped their members obtain a better education (Min 2014).



Older adults are the most vulnerable with regard to mental illness. The occurrence of depression in this population may be caused by physical disabilities, low socio-economic status, and the death of a spouse or relative (Koenig et al. 1998; Hahn et al. 2004). As such, sex, age, marital status, education, job, monthly household income, and living with others have been consistently reported as social determinants of depression in the Korean population (Won et al. 2017). A prospective cohort study that evaluated risk and protective factors for late-life depression identified four groups of social determinants: demographic, social, lifestyle/behavioral, and health/medical. Studies conducted in South Korea reported that the main sources of stress among older Korean adults were health problems and diseases (Lee and Lee 2002; Jeonet et al. 2016).




5.2. Religious Variations in Depressive Symptoms


Over the past decade or so, a growing body of evidence for the relationship between religion and mental health has emerged primarily from Western research (Braam et al. 2001; Koenig 2009). However, the context of religion in South Korea differs considerably from that of Western societies (Baker 2006); traditional religions including Shamanism, Confucianism, and Taoism have had an impact on modern Korean religious landscape (Kim 2002a; Kim 2008). Western countries are dominated by Christianity and several denominations, such as Roman Catholicism, Conservative Protestantism, and mainline Protestantism. Because of diverse religious traditions in South Korea, it is important to compare the results across various faith traditions. In this study, the lowest level of depressive symptoms was observed from the Buddhist respondents, a religion that is heavily linked to meditation and prayer. The second lowest level of depressive symptoms was observed from the Roman Catholic respondents, a religion that has monastic retreat programs. The differences in depression levels could be due to differences in treatment programs: meditation and mindfulness-based cognitive therapy (MBCT) versus clinical psychology (Kim et al. 2009; Helmes and Ward 2017; Maxwell and Duff 2016; Davidson 2016; Kuyken et al. 2016). Although Buddhists tend to exercise compassion for others, no research has been conducted to investigate relationship between religion-based social support and depression among older Korean Buddhists.



This study did not reveal a significant difference in depressive symptoms between the Buddhist and Roman Catholic respondents, or between the Protestant and Roman Catholic respondents. However, a significant difference in depression between Protestants and Buddhists was detected. Roman Catholics appeared to be similar to both Buddhists and Protestants. While Roman Catholicism and Protestantism share common ground in their fundamental religious roots (Kim 2002b), Catholicism and Buddhism also have similarities. For example, both Roman Catholicism and Buddhism place a high premium on peace, meditation, and the propagation of good deeds to further spiritual enlightenment, although one major difference exists; that is, Catholicism believes in an omnipresent God, while Buddhism does not.



This study revealed that the level of depressive symptoms was lowest for the Buddhist respondents and highest for the Protestant respondents. This religious difference is statistically significant. To our best knowledge, there have been few background studies to explain this difference in Korea. There are several practices that could help to understand the difference in depression between the Buddhist and Protestant older adults. Not only are Korean Protestants pressured to regularly attend church meetings every Sunday, they are also pressured to recruit and convert others to Protestantism as well (Min 2014). This fundamentalist idea and activity may increase their stress level. In contrast, Korean Buddhists tend to focus on prayer and meditation, which may explain why they have a lower level of depressive symptoms.



The key finding of religious variations in depressive symptoms was consistent with previous studies (Hodges 2002; Koenig 2009; Rasic et al. 2011; Behere et al. 2013). That is, religious nones reported a higher level of depressive symptoms than other religious groups. According to a review conducted by Koenig (2009), two-thirds of 93 observational studies revealed significantly lower proportions of depressive disorder or fewer depressive symptoms among religious people. Moreover, longitudinal studies indicated that greater religiousness predicted fewer depressive symptoms or faster remission of symptoms (Smith et al. 2003). For example, among eight randomized and controlled trials (RCTs) five studies showed that psychological interventions based on religion resulted in faster symptom improvement when compared to secular-based treatment (Koenig 2009). Studies also suggested that religion might function as a buffer against depressive symptoms. In fact, social support, religiousness, and spirituality were identified as the major traits of religion to relieve depression (Wink et al. 2005; Koenig and Büssing 2010). Although difference exists in the degree of social support, the majority of religions worldwide have the virtue of helping others (Krause et al. 1999), and non-institutionalized religious practices such as meditation and sacred connectedness with God or nature can serve as coping mechanisms (Wink et al. 2005). Previous studies indicated that religious participation played a significant role in achieving greater life satisfaction and improved psychological health. Religion can lead to lower incidences of psychiatric disorders (Chaaya et al. 2007; Ng et al. 2017). It was reported that public and private religious practices, including praying, confession, forgiveness, and blessings, could help one to maintain better mental health as these religious practices are known to help participants cope with fears, anxiety, frustration, anomie, despondency, and isolation (Behere et al. 2013). Such a religious effect has been especially noticeable in the aging population (Braam et al. 2001; McFarland 2010; Hayward et al. 2012; Park et al. 2012a).



Religion also played a significant role in mental health or psychological health in a geriatric population (Hahn et al. 2004). Social support may be the primary contributing factor to improve the quality of life in older adults (Penninx et al. 1997). Numerous studies have shown that strong social ties provide stressed older adults with more effective coping capabilities, and religion may provide more meaningful social support than secular social relationships for older adults (Krause et al. 1999; Krause 2006). According to previous research, as people age, they tend to become more selective in maintaining social relationships and prefer building strong connections with fewer people in their relationships, and the church may provide them with these kinds of relationships (Barna 2002). In the case of South Korea, most Protestant churches run organized small-group ministries, based on the age and gender of believers to study the Bible and to share their lives (Kwon et al. 1997). Korean Buddhism and Roman Catholicism, on the other hand, hold formal ceremonies or public worship services on a regular basis, but we were not able to confirm the organized social support system in those groups due to the lack of evidence.




5.3. Depressive Symptoms and Frequency of Attendance at Religious Meetings


Religiosity is a multidimensional construct that encompasses involvement in religious activities, intrinsic faith, belief, attitudes, practices, identification, and affiliation (Ng et al. 2017). Church attendance is one of the most widely used measures to evaluate the extent of religious involvement (Behere et al. 2013). One European study showed that regular church attendance was negatively associated with the prevalence of depression (Braam et al. 2001), which was confirmed by another study demonstrating that more frequent participation in public worship services was associated with a lower level of depression (Hayward et al. 2012). Using attendance at religious meetings as an indicator of religious involvement or religiosity, no consistent results surfaced in this study. However, there was a statistically significant difference between those who attended more than once a month and those who attended sometimes. The frequency of attendance at regular religious meetings was not associated with depressive symptoms across various religious groups, which may be a reflection of religious characteristics in South Korea. For instance, Korean Protestants frequently attend church and regularly participate in small group meetings, which is a powerful social bonding amongst believers when compared with secular social support (Kwon et al. 1997; Alumkal 1999). On the other hand, Buddhism and Roman Catholicism in South Korea emphasize on private prayers.



Religious accessibility varies in South Korea. As noted previously, Korean Buddhism is marked by a lower level of geographical accessibility. In fact, Buddhist temples are mostly located in the mountains far away from central cities. Even if they were to be relocated, the number of Buddhist temples still remains low when compared to Protestant churches (Kim 2002a, 2002b). Thus, older and more enthusiastic Korean Buddhists often perform private prayers and meditation. This might be considered as one of the reasons for Korean Buddhists to report lowest level of depressive symptoms.



Roman Catholic churches are also geographically difficult for access due to the limited number of Roman Catholic churches (1100) as compared to Protestant churches that are located in residential areas in significant numbers (nearly 60,000 across South Korea) (Kim 2002b). Although statistically insignificant, a higher level of depressive symptoms was observed from the Catholic respondents who reported attending religious meetings over 2–4 times a week. One possible explanation for this observation may be that the depressed older Korean adults go to daily mass for healing purposes. However, more painstaking studies are warranted to understand the effects of attendance at religious meetings on depressive symptoms among different religious traditions. Moreover, easy access of Protestant churches may account for the different participation rate between the Protestant respondents and respondents in other religious traditions. Consistent with previous research (Li et al. 2016), this study showed that the highest level of depressive symptoms was in the category of occasional attendance.





6. Conclusions


There are several limitations in this study. First, even though the KLoSA is a well-designed and nationally representative longitudinal study, the present research only utilized a cross-sectional dataset from the 5th wave. As such, the findings reported here do not imply a causal relationship between religion and depression. Second, it was insufficient to use attendance at religious meetings to measure religious involvement. Private religious practices such as prayer and meditation were unfortunately unavailable in the KLoSA data. Future research should employ multiple measures of religious involvement and longitudinal studies to evaluate possible causal relationship between religion and depression. Until then the present study provides a basic understanding of religious variations in depressive symptoms among older Korean adults.
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Appendix A


A.1. Center for Epidemiologic Studies Short Depression Scale (CES-D 10)


Below is a list of some of the ways you may have felt or behaved.



Please indicate how often you have felt this way during the past week by checking the appropriate box for each question.



	

	
Rarely or None of the Time

(Less than 1 Day)

	
Some or a Little of the Time

(1–2 Days)

	
Occasionally or a Moderate Amount

of Time

(3–4 Days)

	
All of the Time

(5–7 Days)




	
1. I was bothered by things that usually don’t bother me.

	

	

	

	




	
2. I had trouble keeping my mind on what I was doing.

	

	

	

	




	
3. I felt depressed.

	

	

	

	




	
4. I felt that everything I did was an effort.

	

	

	

	




	
5. I felt hopeful about the future.

	

	

	

	




	
6. I felt fearful.

	

	

	

	




	
7. My sleep was restless.

	

	

	

	




	
8. I was happy.

	

	

	

	




	
9. I felt lonely.

	

	

	

	




	
10. I could not get “going.”

	

	

	

	




	
(Björgvinsson et al. 2013).











Appendix B


Religion section of questionnaire used in the Korean Longitudinal Study on Aging (KLoSA) (translated into English)



	1. Do you have any religion? If you have, what kind of religion do you have?



	(a) No religion

(b) Protestantism

(c) Roman Catholicism

(d) Buddhism

(e) Won Buddhism

(f) Other religions



	2. Do you have any meeting you participate in? If you have, please select all you have.



	(a) Religious meeting

(b) Meeting for friendship

(c) Meetings for leisure/culture/sports

(d) Alumni association/hometown alumni/clan gathering

(e) Volunteer groups

(f) Political party/civic group/profitable group

(g) Others

(h) No meeting



	3. If you respond “a” to Question 2, how often do you join the meeting?



	(a) Over 4 times a week

(b) 2–3 times a week

(c) Once a week

(d) Twice a month

(e) Once a month

(f) 5–6 times a year

(g) 3–4 times a year

(h) Once or twice a year



	(The 5th Korean Longitudinal Study of Ageing, 2014).
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