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Abstract

This research investigates the impact of various religious
orientations— intrinsic, extrinsic, and quest—on mental
health factors such as well-being, depression, anxiety, and
stress among middle-aged adults in Punjab. The study
involved 400 participants, equally split by gender, using a
purposive convenient sampling method. Standardized scales
including the Muslim Religious Orientation Scale (MROS)
(Anwar et al., 2019), The Warwick-Edinburgh Mental Well-
being Scale (WEMWABS) (Tennant et al., 2007), Depression
Anxiety Stress Scale (DASS) (Lovibond & Lovibond, 1995),
and Hood’s Mysticism Scale, 8-ltem version (Streib et al.,
2021) were administered to assess religious orientation,
mental well-being, psychopathology, and mysticism
' ) - respectively. The results indicated positive correlations
najmamalik@gmail.com between religious orientation and both mental well-being and
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mysticism, and negative correlations with
psychopathological symptoms. Furthermore, regression
This work is licensed analyses confirmed that all three religious orientations
under a Creative significantly predicted better mental well-being and lower
Commons Attribution- levels of psychopathology. Mysticism was found to
Non Commercial 4.0 significantly mediate the relationship between religious
International License. orientation and mental health outcomes. These findings could
|@ () =) | guide medical practitioners in tailoring treatment plans that
consider patients' religious beliefs, potentially enhancing

therapeutic outcomes.
Keywords: Religious orientation; mental health; mysticism

Introduction and Literature Review

Religion has an important role in an individual's personal and social life. It is vital for adequate
human development as they provide meaning to the mysteries of human existence. Religion is
considered as the ultimate source that can bring happiness in human life, rationalize and defend
inhuman brutal treatment and identify unfair belief systems (Belzen, 1996). Religion portrays
a moral net along with an organized system of symbols, practices beliefs with the deliberate
intention of being close to Allah (Metthews, 1996). In a global and secular society, the role of
religion in mental health is debated, with studies showing various benefits (Diener et al., 2011).
Religious orientations, categorized as intrinsic, extrinsic, and quest by Allport and Ross (1967) and
further developed by Batson et al. (1993), influence mental health by integrating faith into personal,
social, or exploratory dimensions. Rabin and Koenig (2002) emphasize religious orientation as an
individual's approach towards spirituality, impacting daily life and moral conduct. Whitley and Kite
(2009) also explore how motivational aspects of religious practice affect psychological well-being.
Individuals with an intrinsic orientation deeply integrate their faith into daily life, leading to
enhanced well-being, optimism, social support, and a purpose-driven existence (Argyle, 2005;
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Lewis & Cruise, 2006). This orientation correlates with positive health outcomes, fostering
mental resilience and life satisfaction (Smith et al., 2004; Masters et al., 2005; Holt et al., 2007,
Mela et al., 2008; Merrill et al., 2012; Foong et al., 2020). Contrarily, extrinsic orientation has
been traditionally viewed negatively, as it often involves using religion for personal benefit
(Allport, 1950; Dezutter et al., 2006; Lewis et al., 2005). However, recent insights suggest that
extrinsic motivations might also support mental health by fostering strong social networks
within religious communities (Cohen, 2004; Salsman et al., 2005).

Quest orientation, characterized by an ongoing reinterpretation and questioning of faith,
is linked with psychological flexibility and resilience, enabling individuals to navigate life's
adversities more effectively (Van Dyke & Elias, 2007; Maltby & Day, 2003). This orientation
encourages a dynamic engagement with faith, continuously seeking deeper understanding and
meaning.

Mental health encompasses more than the absence of illness; it involves realizing
personal potential, coping effectively with stress, working productively, and contributing to
one's community (Raja et al., 2009). Religious orientations significantly enhance these facets
of mental health by providing coping mechanisms through spiritual practices, offering a sense
of community, and enhancing overall well-being (Spilka et al., 2003; Cook, 2020; Koenig,
2009; Ismail & Deshmukh, 2012; Khaki & Sadeghi Habibabad, 2021).

Mysticism plays a crucial mediating role between religiosity and mental health, offering
transformative experiences of transcendence that contribute to profound psychological peace,
joy, and fulfillment (Canda et al., 2019; Ryckman et al., 2004). Hood et al. (1993) categorized
mysticism into extrovertive, introvertive, and interpretative dimensions, each influencing the
individual’s life and mental health in unique ways.

The positive effects of religiosity on mental health have been documented across
various cultural contexts, demonstrating its correlation with life satisfaction and well-being
among diverse demographic groups (Tiliouine and Belgoumidi, 2009; Abdel-Khalek, 2007;
Miller and Kelley, 2005; Stézer and Eskin, 2023). In Pakistan, where the population heavily
relies on religious coping mechanisms during health crises, the benefits of religious orientation
on mental health are especially significant (Shafig, 2020; Sohail et al., 2020).

Key empirical studies frame this discussion, including Adamu (2006), who observed a
strong correlation between strict religious orientation and improved mental health among
Nigerian workers. Research by Maltby and Day (2003) and Baetz et al. (2002) highlighted how
intrinsic religiosity fosters lower depression levels and greater psychological resilience. The
quest orientation’s ability to help individuals manage adversity through continuous spiritual
exploration has also been emphasized as beneficial for mental health (Maltby & Day, 2003).
The role of mystical experiences in mental health, deeply entrenched in both personal and
communal religious practices, has been extensively explored by scholars like William James
and contemporary researchers such as Hood (Hood, 2013; Hood et al., 2009, 2018). These
experiences often lead to ineffability, a loss of ego, and a profound connection to something
greater than oneself, which are integral to psychological health and personal growth.

Research Gap

Research on the relationship between religiosity and mental health has largely focused
on older adults and Western contexts (Clayton-Jones et al. 2019; Paulk 2017) with less attention
to middle-aged adults in Pakistan, a predominantly Muslim country. The proposed study is
novel in integrating the constructs of religious orientation, mental health, and mysticism within
the Pakistani context. This research aims to address gaps in how religion influences health
among Pakistani Muslims, in a setting where severe illness often coincides with significant
financial burdens. The study seeks to contribute to a more comprehensive global understanding
of religion's role in health.
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Rationale of the study

This study examines the impact of religious orientation on mental health among middle-
aged Pakistani Muslims, highlighting the role of mysticism as a mediator. It explores how
Islamic religious heritage aids in coping with stress (Haque, 2004) and contrasts how Muslims
in Pakistan integrate religion versus non-Muslims and Westerners. Findings suggest religious
engagement enhances social and academic outcomes and serves as a coping tool in adversity
(Walker, 2020), while non-religious individuals often experience higher psychological distress
(Chen et al., 2020). The study underscores the influence of religious beliefs on mental well-
being in this specific demographic (Pierce Jr et al., 2007; Wills et al., 2003).

Objectives

1. To identify the relationship between religious orientation, mental health and mysticism.
2. To check the mediating role of mysticism between religious orientation and mental
health.

Hypotheses

Hypotheses of the current study which is in line with the literature review are as follows:
Hypothesis 1: Intrinsic religious orientation will positively predict mental health.
Hypothesis 2: Extrinsic religious orientation will negatively predict mental health.
Hypothesis 3: Quest religious orientation will positively predict mental health.

Hypothesis 4: Mysticism will mediate the relationship of religious orientation and mental
health.

Materials and Method
Research Design
A cross-sectional research design was used in this study.
Sample size and sampling

The current study was conducted on a sample of (N = 400) middle adults of age range
36 to 55 years which were further categorized into (n = 200) men and (n = 200) women. G
power analysis for sample adequacy also confirmed that the sample size of 400 is sufficient to
draw inferences from data in the present study. The current study sample was approached
through a purposive sampling technique and a random sampling technique was used to obtain
the sample.

Participants Characteristics

The data were collected from educated Muslim individuals across Punjab, excluding
non-Muslims and those with chronic illnesses. The sample consisted largely of middle-class
status, with a mix of Shia (28%) and Sunni (50.8%) participants, and a notable percentage not
identifying with any sect (21.2%). The majority of participants were married (91.8%), lived in
urban areas (83.5%), and were from nuclear families (75.5%). Employment status was nearly
split, with 45.8% employed and 54.2% unemployed.

Measures

Muslim Religious Orientation Scale (MROS). Muslim religious orientation scale
(Anwar et al., 2019) was used to measure the three aspects of religious orientation i.e., extrinsic
religious orientation, intrinsic religious orientation and quest religious orientation. It consists
of 22 items on a five-point Likert scale varying from 0 = total disagreement to 4 = complete
acceptance. MROS has total .90 Cronbach alpha and .94, .74 and .60 Cronbach alpha for
extrinsic, quest and intrinsic sub-scales respectively (Anwar et al., 2019).
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The Warwick-Edinburgh Mental Well-being Scale (WEMWBS). The Warwick-
Edinburgh Mental Well-being Scale (WEMWBS), developed by Tennant et al. in 2007,
measures mental health through 14 items assessing both hedonic and eudemonic aspects, such
as positive affect, relationships, and functioning. It uses a 5-point Likert scale, with scores
ranging from 14 to 70, where higher scores indicate greater mental well-being. The reliability
of the scale is supported by a Cronbach's Alpha of 0.89.

Depression Anxiety Stress Scale (DASS). The Depression Anxiety Stress Scales
(DASS), developed by Lovibond and Lovibond in 1995, is a 21-item self-report inventory
designed to measure three psychological factors: depression, anxiety, and stress. It employs a
4-point Likert scale ranging from 0 (did not apply at all) to 3 (applies very much), with specific
items assigned to each factor without any reverse scoring. The reliability of the scale is
confirmed with Cronbach's Alpha values of 0.71 for depression, 0.79 for anxiety, and 0.81 for
stress.

Hood’s Mysticism Scale, 8-1tem versions. Hood's Mysticism Scale, specifically the
brief 8-item version developed by Streib et al. in 2021, categorizes mystical experiences into
three subscales—introvertive, extravertive mysticism, and interpretation—using a 5-point
accuracy scale. The scale shows high reliability with scores ranging from .86 to .90.

Procedure

The research proposal received ethical approval from the University of Sargodha's
Department of Psychology and was conducted in various settings including homes,
universities, hospitals, and mosques. Informed consent was obtained from participants who
were individually briefed about the study's purpose and completed questionnaires with
guidance available from the researcher. Confidentiality of participant data was assured, and the
research used convenient sampling with 442 out of 460 distributed questionnaires returned,
excluding 42 for irregular response patterns. Data was analyzed using SPSS-22 after screening
for validity and normalcy assumptions. Participants were thanked for their essential
contributions to the psychological study.

Analysis Plan

Collected data was initially screened with purpose of data cleaning and afterward 400
total questionnaires were analyzed with SPSS-22. For hypothesis testing psychometric
analysis of study scales were done to determine mean, standard deviation and alpha
reliabilities. Pearson’s correlation was computed to determine the correlation between
variables. Afterwards, regression analyses were conducted to determine causal relationship
pattern, prediction and mediation by using PROCESS Macro by Hayes.

391



Khalid et al. Religious Orientation, Mental Health & Mysticism

Results
Table 1. Means, standard deviations, alpha reliability and correlations among study variables (N = 400).
Variables M SD o 1 2 3 4 5 6 7 8 9 10 11 12 13
1.RO 79.67 1436 .88 - 8OF*F  QILXRx  7FkAx GORER  _Zkkk L 9@kkk  _Fpkkk  _phukk QiR gkl 10 ]QRex
2.Intrinsic 2544 539 91 - BAFIR Fpkak GRRK kKR ARk AQRkk _7kkk DZkkk FkK 1% 3Rk
3.Extrinsic 3505 6.99 .77 - B2RRk BZEAk D fkk L Qkkk _DfxRkk Q%R k (7 11* .03 .05
4.Quest 19.18 505 .71 - 30%%* 11 -.05 SA1* - 1BFR 1gaRx 1Rk 0% 13*
5.MWB 50.69 11.92 .92 - SBORER L GEARK L Gkkk  _ATRAk THRE OFkkk [k 3dkkk
6.DASS 2123 1321 .92 - Q4F*xk QorRx glRRE (07 -.04 02 -15%*
7.Depression 6.72 5.06 .87 - J9FFE 78RR -.07 -.03 .03 - 15%*
8.Anxiety 599 453 .83 - T0%** 08 -.05 01 -16**
9.Stress 851 483 .74 - -.05 -.03 .01 -.09
10.Mysticism 2499 7.0 .86 - 88*FxK Gakx g akx
1l.Introvertive ~ 8.83  3.01 .67 - 58*xk GQRE*
12 Extrovertive ~ 6.23 206 .56 - B68***

13.Interpretation  9.92 3.00 .76 -
Note. RO = religious orientation; MWB = mental well-being; DASS = depression anxiety stress scale.
*p<.05.**p<.01. ***p<.001.

Table 1 reveals that alpha reliabilities for scales used in the study among middle adults ranged from .56 to .92, with extrovertive mysticism having
the lowest (.56) and DASS and mental well-being the highest (.92) reliabilities. Significant positive correlations were found between religious
orientations (intrinsic, extrinsic, quest), mental well-being, and all mysticism subscales, while showing negative correlations with the DASS and
its subscales. Mysticism also correlated positively within its own subscales and showed significant negative correlations with DASS depression
and anxiety.
Table 2. Standardized Path Coefficients for Direct and Indirect Effects of Religious Orientation Intrinsic on Mental Health through Mysticism (N
= 400).
Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct
and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious
Orientation Intrinsic on Mental Well-Being Orientation Intrinsic on Mental Well-Being Orientation Intrinsic on Mental Well-Being

through Mysticism Introvertive through Mysticism Extrovertive through Mysticism Interpretation
Predictor QOutcome 95%CI Predictor Qutcome 95%ClI Predictor Outcome 95%CI
Variable Variable p LL UL Variable Variable p LL UL Variable Variable p LL UL
ROI MI 09** .03 14 ROI ME .04* .00 .08 ROI Minter  .17*** 12 .23
MI MWB .38 -04 81 ME MWB -.35 -97 .27 Minter MWB A7 -03 .97
ROI MWB 1.25*** 107 143 ROI MWB 1.25*** 107 143 ROI MWB 1.25*** 1.07 1.43
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ROI ROI -.01 -05 .01 ROI .08 -01 .18

through MWB .03 .00 .08  through MWB through MWB

Ml ME Minter

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct

and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious

Orientation Intrinsic on Depression Orientation Intrinsic on Depression Orientation Intrinsic on  Depression

through Mysticism Introvertive through Mysticism Extrovertive through Mysticism Interpretation

Predictor  Outcome 95%ClI Predictor  Outcome 95%ClI Predictor  Outcome 95%ClI

Variable  Variable p LL UL \Variable Variable p LL UL Variable Variable p LL UL

ROI MI 09** .03 .14 ROI ME .04* .00 .08 ROI Minter A7*** 12 .23

MI Depression .10 -11 31 ME Depression .40* 10 .72 Minter Depression -.32* -57 -.07

ROI Depression - -44  -26 ROI Depression - -44  -26 RO Depression - -44  -26
35*** 35%** 35%**

ROI Depression .01 -01 .03 ROI Depression .02 -00 .04 ROI Depression -.06 -10 -.01

through through through

Ml ME Minter

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct

and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious

Orientation Intrinsic on Anxiety through
Mysticism Introvertive

Orientation Intrinsic on Anxiety through
Mysticism Extrovertive

Orientation Intrinsic on Anxiety through
Mysticism Interpretation

Predictor Outcome 95%CI Predictor Outcome 95%CI Predictor Outcome 95%CI

Variable Variable p LL UL  Variable Variable p LL UL  Variable Variable p LL UL

ROI Ml .09** .03 14 ROI ME .04* .00 .08 ROI Minter A7F*F* 12 .23

MI Anxiety .07 -12 .26 ME Anxiety .27* .00 .55 Minter  Anxiety -.22 -44 .00

ROI Anxiety - -43  -27 ROl Anxiety - -43  -27 ROI Anxiety - -43 =27
_35*** .35*** .35***

ROI Anxiety .01 -01 .03 ROI Anxiety .01 -00 .03 ROI Anxiety -.04 -08 .00

through through through

Mi ME Minter

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct

and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious
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Orientation Intrinsic on Stress through Orientation Intrinsic on Stress through Orientation Intrinsic on Stress through

Mysticism Introvertive Mysticism Extrovertive Mysticism Interpretation

Predictor Outcome 95%CI Predictor Outcome 95%CI Predictor Outcome 95%ClI
Variable Variable p LL UL  Variable Variable p LL UL  Variable Variable p LL UL
ROI Ml .09** .03 14 ROI ME .04* .00 .08 ROI Minter A7xx* 12 .23
MI Stress .04 -.18 .25 ME Stress .20 -11 b1 Minter Stress =14 -39 A1
ROI Stress - -.32 -.14 ROI Stress - -.32 -.14 ROI Stress - -.32 -14

-23*** .23*** '23***

ROI Stress .00 -.01 .02 ROI Stress .01 -.00 .03 ROI Stress -.02 -.06 .01
through through through

Mi ME Minter

Note. MWB = Mental Well-Being; ROI = Religious Orientation Intrinsic; Ml = Mysticism Introvertive; ME = Mysticism Extrovertive; MInter = Mysticism Interpretation
*p <.05. **p <.01. ***p < .001.

Table 2 outlines the effects of intrinsic religious orientation on mental health, with a significant direct positive impact on mental well-being and
negative impacts on depression, anxiety and stress in middle-aged adults, with model variances explained being 37%, 17%, 19% and 7%
respectively. Mysticism as a mediator had a significant indirect effect on mental well-being via introvertive mysticism, and on depression via
interpretation mysticism, but showed no significant indirect effects on anxiety or stress. The findings demonstrate varied impacts of different types
of mysticism on mental health outcomes, with no significant effects from mysticism on anxiety or stress.

Figure 1
Mysticism Introvertive mediating the relationship between Religious Orientation Intrinsic and Mental Well-Being among Middle Adults

Religious Direct effect = 1.25***

Mental Well-Being
Orientation Intrinsic

Indirect effect = .03

09** Mysticism 38
Introvertive
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Figure 2

Religious Orientation, Mental Health & Mysticism

Mysticism Interpretation mediating the relationship between Religious Orientation Intrinsic and Depression among Middle Adults

Religious
Orientation Intrinsic

Direct effect = -.35***
Indirect effect = -.06

Depression

L7

\4

-.32*

Mysticism
Interpretation

Table 3. Standardized Path Coefficients for Direct and Indirect Effects of Religious Orientation Extrinsic on Mental Health through Mysticism (N

= 400).

Standardized Path Coefficients for Direct

and Indirect Effects of

Religious

Orientation Extrinsic on Mental Well-
Being through Mysticism Introvertive

Standardized Path Coefficients for Direct
and Indirect Effects of Religious
Orientation Extrinsic on Mental Well-
Being through Mysticism Extrovertive

Standardized Path Coefficients for Direct
and Indirect Effects of Religious Orientation
Extrinsic on Mental Well-Being through
Mysticism Interpretation

Predictor Qutcome 95%CI Predictor Outcome 95%ClI Predictor Outcome 95%ClI
Variable Variable P LL UL Variable Variable p LL UL Variable Variable P LL UL
ROE MI .04* .00 .09 ROE ME .01 -02 .04 ROE Minter .02 -02 .06
MI MWB -.07 -51 .36 ME MWB -83** -146 -21  Minter MWB 1.62*** 113 210
ROE MWB 89*** 76 1.02 ROE MWB 89*** 76 1.02 ROE MWB 89*** 76 1.02
ROE ROE ROE
through MWB -.00 -02 .02 through MWB -.01 -04 .02 through MWB .03 -05 .11
Ml ME Minter
Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct
and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious
Orientation Extrinsic on Depression Orientation Extrinsic on Depression Orientation Extrinsic on Depression
through Mysticism Introvertive through Mysticism Extrovertive through Mysticism Interpretation

p 95%ClI S 95%ClI S 95%ClI
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Predictor  Outcome Predictor  Outcome Predictor  Outcome

Variable  Variable L UL Variable  Variable L UL Variable  Variable L UL

ROE MI .04* 00 .09 ROE ME .01 -02 .04 ROE Minter .02 -02 .06
Depression .20 -02 42 ME Depression .55*** 23 .87 Depression - -88 -39

Ml Minter A

ROE Depression -16*** -23 -09 ROE Depression -16*** -23  -.09 ROE Depression -16*** -23  -.09

ROE Depression .00 -00 .00 ROE Depression .00 -00 .00 ROE Depression -.00 -01 .00

through through through

Ml ME Minter

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct

and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious

Orientation Extrinsic on Anxiety through
Mysticism Introvertive

Orientation Extrinsic on Anxiety through
Mysticism Extrovertive

Orientation Extrinsic on Anxiety through
Mysticism Interpretation

Predictor Outcome ; 95%ClI Predictor Outcome ; 95%ClI Predictor Outcome ; 95%ClI
Variable Variable LL UL  Variable Variable LL UL Variable Variable LL UL
ROE M .04* .00 .09 ROE ME 01 -.02 .04 ROE Minter .02 -.02 .06
. . . *% 1 - - -

MI Anxiety .17 .03 .36 ME Anxiety .42 A3 71 Minter Anxiety g 15 31

Anxiet - -22 -.09 ROE Anxiet - -.22 -.09 Anxiet - -22 -.09
ROE y .16*** y .16*** ROE y .16***
ROE Anxiety .01 -00 .02 ROE Anxiety .00 -01 .02 ROE Anxiety -.01 -04 01
through through through
MI ME MiInter
Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct
and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious

Orientation Extrinsic on Stress through
Mysticism Introvertive

Orientation Extrinsic on Stress through
Mysticism Extrovertive

Orientation Extrinsic on Stress through
Mysticism Interpretation

Predictor Outcome 95%ClI Predictor Outcome 95%ClI Predictor Outcome 95%CI
Variable Variable p LL UL  Variable Variable p LL UL  Variable Variable p LL UL
ROE M .04* .00 .09 ROE ME .01 -.02 .04 ROE Minter .02 -.02 .06
M Stress A1 -11 32 ME Stress .29 -.02 .61 Minter Stress -35** -59 -11
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Stress - -.20 -.07 ROE Stress - -.20 -.07 Stress - -.20 -.07
ROE .14*** . 14*** ROE . 14***
ROE Stress .01 -.00 .02 ROE Stress .00 -.01 .01 ROE Stress -.01 -.03 .01
through through through
MI ME Minter

Note. MWB = Mental Well-Being; ROE = Religious Orientation Extrinsic; Ml = Mysticism Introvertive; ME = Mysticism Extrovertive; MInter = Mysticism Interpretation
*p <.05. **p <.01. ***p < .001.

Table 3 reveals that extrinsic religious orientation significantly and directly impacts mental health among middle adults, positively affecting mental
well-being (p = .89) and negatively impacting depression (B = -.16), anxiety ( = -.16), and stress ( = -.14). Mysticism has mixed direct effects;
interpretation mysticism enhances mental well-being (p = 1.62) and reduces depression (B = -.64) and anxiety ( = -.53), whereas extrovertive
mysticism generally worsens outcomes except in anxiety where it has a positive effect (B = .42). The explained variances in mental well-being,
depression, anxiety, and stress are 29%, 5%, 6%, and 4% respectively, indicating the significant but varying influence of these factors on different
aspects of mental health.

Table 4. Standardized Path Coefficients for Direct and Indirect Effects of Religious Orientation Quest on Mental Health through Mysticism (N =
400).

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct
and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious Orientation
Orientation Quest on Mental Well-Being Orientation Quest on Mental Well-Being Quest on Mental Well-Being through

through Mysticism Introvertive through Mysticism Extrovertive Mysticism Interpretation

Predictor Outcome 95%CI Predictor Outcome 95%CI Predictor Outcome 95%CI
Variable Variable p LL UL  Variable Variable p LL UL Variable Variable p LL UL
ROQ Ml A3*** 07 .18 ROQ ME .05* .01 .09 ROQ Minter .08* .02 A3
MI MWB -.02 -52 .48 ME MWB -97** -1.69 -25 Minter MWB 1.60*** 1.04 2.16
ROQ MWB 65*** 43 .86 ROQ MWB .65*** 43 .86 ROQ MWB .65*** 43 .86
ROQ ROQ ROQ

through MWB -.00 -06 .06 through MWB -.05 -12 -00 through MWB A2 .02 25
Mi ME Minter

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct
and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious
Orientation Quest on Depression through Orientation Quest on Depression through Orientation Quest on Depression through
Mysticism Introvertive Mysticism Extrovertive Mysticism Interpretation
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Predictor  Outcome 95%ClI Predictor  Outcome 95%ClI Predictor  Outcome 95%ClI

Variable  Variable P LL UL Variable Variable p LL UL Variable Variable p LL UL

ROQ MI A3*** 07 .18 ROQ ME .05* 01 .09 ROQ Minter .08* .02 .13
Depression .16 -06 .40 ME Depression .58*** 25 01 Depression - -88 -.37

Ml Minter B3*x*

ROQ Depression -.05 -15 .05 ROQ Depression -.05 -15 .05 ROQ Depression  -.05 -15 .05

ROQ Depression .02 -00 .05 ROQ Depression .03 00 .06 ROQ Depression  -.05 -10 -.01

through through through

Ml ME Minter

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct

and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious

Orientation Quest on Anxiety through
Mysticism Introvertive

Orientation Quest on Anxiety through
Mysticism Extrovertive

Orientation Quest on Anxiety through
Mysticism Interpretation

Predictor Outcome 95%CI Predictor Outcome 95%CI Predictor Outcome 95%ClI
Variable Variable p LL UL  Variable Variable p LL UL  Variable Variable p LL UL
ROQ Ml A3*** 07 .18 ROQ ME .05* .01 .09 ROQ Minter .08* .02 13
M1 Anxiety .15 -.05 .35 ME Anxiety .44** 15 74 Minter Anxiety -53*** - 75 -.30
ROQ Anxiety -10*  -19 -.01 ROQ Anxiety -10* -.19 -.01 ROQ Anxiety -10*  -19 -.01
ROQ Anxiety .02 -.01 .05 ROQ Anxiety .02 .00 .05 ROQ Anxiety -.04 -08  -.00
through through through

MI ME Minter

Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct Standardized Path Coefficients for Direct
and Indirect Effects of Religious and Indirect Effects of Religious and Indirect Effects of Religious

Orientation Quest on Stress through
Mysticism Introvertive

Orientation Quest on Stress through
Mysticism Extrovertive

Orientation Quest on Stress through
Mysticism Interpretation

Predictor Outcome 95%ClI Predictor Outcome 95%ClI Predictor Outcome 95%CI

Variable Variable p LL UL  Variable Variable p LL UL  Variable Variable p LL UL

ROQ Ml A3*** 07 .18 ROQ ME 05* .01 .09 ROQ Minter 08* .02 A3

M Stress A2 -.10 34 ME Stress 32* .00 .63 MI Stress - -.60 -11
nter .
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Stress -15%* 24 -.05 RO Stress - -.24 -.05 Stress
ROQ Q - ROQ
ROQ Stress .02 -.01 .04 ROQ Stress .02 -.00 .04 ROQ Stress
through through through
Ml ME Minter

- -.24 -.05
15%*
-03  -.06 -.00

Note. MWB = Mental Well-Being; ROQ = Religious Orientation Quest; MI = Mysticism Introvertive; ME = Mysticism Extrovertive; Minter = Mysticism Interpretation

*p < .05, **p < .01, ***p < .001.

Table 4 shows that Quest religious orientation positively influences mental well-being directly (B = .65) and also indirectly through mysticism
interpretation (p = .12), while having varied effects on depression, anxiety, and stress in middle-aged adults. Extrovertive mysticism negatively
impacts mental well-being (B = -.97), yet has positive indirect effects on depression and anxiety. Interpretation mysticism enhances mental well-
being (B = 1.60) and reduces depression, anxiety, and stress significantly. Overall, the Quest orientation shows significant direct and indirect effects

on mental health mediated through different aspects of mysticism.

Figure 3

Mysticism Extrovertive mediating the relationship between Religious Orientation Quest and Mental Well-Being among Middle Adults
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Figure 4

Mysticism Interpretation mediating the relationship between Religious Orientation Quest and Mental Well-Being among Middle Adults
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Figure 5
Mysticism Extrovertive mediating the relationship between Religious Orientation Quest and Depression among Middle Adults
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Figure 6
Mysticism Interpretation mediating the relationship between Religious Orientation Quest and Depression among Middle Adults
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Figure 7

Mysticism Extrovertive mediating the relationship between Religious Orientation Quest and Anxiety among Middle Adults
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Figure 8
Mysticism Interpretation mediating the relationship between Religious Orientation Quest and Anxiety among Middle Adults
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Figure 9

Mysticism Interpretation mediating the relationship between Religious Orientation Quest and Stress among Middle Adults
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Discussion

This study investigated the impact of different religious orientations— intrinsic,
extrinsic, and quest—on mental health among middle-aged adults, with a focus on the
mediating role of mysticism. The results confirmed that intrinsic religious orientation positively
influences mental health, aligning with previous literature suggesting that such orientation
involves a deep, personal integration of religion which enhances well-being (Garssen et al.,
2021). Argyle (2005) and Lewis and Cruise (2006) noted that individuals with an intrinsic
orientation tend to live their religion deeply, enhancing their optimism, social support, and
overall life satisfaction.

Contrary to expectations, the study found that extrinsic religious orientation, which
Allport (1950) described as using religion for self-serving ends such as social status, also
positively predicted mental health. This could be reinterpreted as seeking social support within
religious communities, a behavior linked to positive mental health outcomes (Cohen, 2004;
Salsman et al., 2005). According to research on social networks and social capital, enhancing a
person's social network is good for their health (Giordano & Lindstrom, 2010; Schultz et al.,
2008). Such networks can significantly enhance well-being, suggesting a beneficial link
between social religiosity and mental health (Diener & Seligman, 2004; Ariandi et al., 2018).

The third orientation, quest, was associated with a continual search for meaning and was
found to positively impact mental health. This aligns with Van Dyke and Elias’s (2007) view
that quest-oriented individuals use their spirituality as a coping mechanism, fostering resilience
against negative life events and contributing to better mental health. However, the
contemporary analyst discovered religion and prosperity as beneficent and benevolent
fundamentals of mental well-being (MahdiNejad et al., 2020; Pastwa-Wojciechowska et al.,
2021).

Furthermore, the study established that mysticism mediates the relationship between
religious orientation and mental health. Individuals with a strong intrinsic orientation were more
likely to engage in mysticism (Chen et al., 2012; Hunter & Merrill, 2013; Stokes, 2021), which
in turn enhanced their mental well-being. This finding supports the notion that deeper religious
engagement, characterized by intrinsic and mystical experiences, promotes psychological
health. This research demonstrates that mystical experiences can significantly enhance mental
health, corroborating findings from prior studies (Hood, 1974; Hood, 1975; Kangaslampi,
2023). Despite being viewed positively across various religious traditions and described as
joyous and useful, empirical research, including questionnaire-based studies, sometimes
indicates a connection between mysticism and psychological maladjustment (Stace, 1960;
Ghorbani & Watson, 2007; Francis et al., 2017). This duality suggests that while mysticism is
acknowledged as beneficial in philosophical contexts, its psychological impacts can vary
(Ghorbani et al., 2007; Van der Tempel & Moodley, 2020), illustrating its complex role in
mental health and supporting its potential as a mediating factor in mental well-being.
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Conclusion

The present research was dedicated to multi-dimensional concern of understanding the
influence of religious orientation (intrinsic, extrinsic and quest) on mental health and role of
mysticism. According to results all the instruments used in present study were applicable in
Pakistani culture and had sound psychometric properties. The findings of present study revealed
that more religious individuals have better mental health outcomes among middle adults. It was
also found that mysticism significantly mediates the relationship of religious orientation and
mental health among middle adults.

Limitations and Suggestions

The current study utilized a cross-sectional design, limiting its ability to discern causal
relationships and differentiate between cohort effects and normative development. The reliance
on self-report measures might compromise the accuracy of data due to potential respondent
bias. While the study drew from a large sample within Punjab, its findings are not generalizable
across Pakistan or beyond the Muslim population. Additionally, it did not control for potentially
confounding demographic variables like medical conditions, marital status, employment,
education, menopausal status in women, and family system.

Implications of study

This study explores the impact of three religious orientations (intrinsic, extrinsic, and
quest) on the mental health of Pakistani Muslim middle adults, providing insights that can
inform spiritually sensitive counseling practices (Hodge, 2001). The findings highlight the
importance of psychological flexibility in managing depression and anxiety, suggesting that
religious orientation may influence mental health outcomes (Barlow & Durand, 2008; Soriano
et al., 2004; Hayes et al., 2006). These insights are crucial for mental health professionals in
Pakistan, where the mental health infrastructure is underdeveloped. Additionally, the results
could help policymakers develop strategies to foster interfaith harmony and support the mental
well-being of the community.
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