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Is Religiosity a Barrier to Organ Donations?

Examining the Role of Religiosity and the Salience

of a Religious Context on Organ-Donation Decisions
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ABSTRACT The disparity between the number of patients awaiting organ transplantation and organ availability

increases each year. One of the chief obstacles to organ donation is religiosity. We examine the role of religiosity

and other related beliefs in organ-donation decisions among Christians (studies 1 and 3) and Jews (study 2). In all

samples, we found a significant interaction between religiosity and the salience of a religious context, manipulated

by the order of the questions, such that religiosity (and specifically, extrinsic religion) was significantly associated with

lower support for organ donations—but only when religious attitudes were elicited first, not when support for organ

donation, or questions about other beliefs (study 3) appeared first. We examine possible mechanisms underlying this

effect and discuss theoretical and practical implications of this finding to increase support for organ donations in both

personal and policy decisions.

he disparity between patients awaiting organ trans-
plantation and organ availability grows each year.!

One of the chief obstacles to organ donation (OD)
is religion—as demonstrated in research of evidence-based
peer-reviewed articles of over 45 years (Da Silva and Frontera
2015). Since all major Abrahamic religions support OD as a
charitable act, the opposition of religious individuals to ODs
is somewhat surprising, and it is important to understand
why it occurs and in what circumstances. Building upon re-
search on religious priming (e.g., Shariff et al. 2016) and order
effects (e.g., Strack, Martin, and Schwarz 1988; Schumann
et al. 2014)—which suggest that religiously relevant con-
textual cues are likely to trigger psychological processes that
make one’s religious identity temporarily more prominent
or relevant (Weaver and Agle 2002)—in the present research
we hypothesized that the negative link between religiosity
and support for OD occurs only when the religious context
is salient at the time of the decision and is negligible when

prospective donors make decisions about OD issues indepen-

dently of a religious context. Moreover, we expected other
beliefs that are related to religiosity but not exclusive to re-
ligious people (such as the wish to maintain the integrity of
the body after death or the fear that brain death is not a
complete, final death) to be more stably related to dimin-
ished support for ODs—irrespective of how dominant those
thoughts at the time of the decision. We demonstrate these
patterns in three studies, with samples of different types
(students vs. Amazon Mechanical Turk [MTurk] workers)
and different religions: Christians (studies 1 and 3) and Jews
(study 2).

The present research contributes to the existing litera-
ture in several ways. First, it provides insights into a grow-
ing body of literature that suggests that religiosity signifi-
cantly affects consumers’ attitudes, values, and behavior
(e.g., Mathras et al. 2016; Hyodo and Bolton 2021). Specif-
ically, we suggest that when examining the link between re-
ligiosity and consumers’ behavior, one must consider (besides
individual differences in religiosity) the salience of a religious
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context at the time of the behavior. This hypothesis is in line
with recent work that highlights the interaction between re-
ligiosity and the salience of a religious context on behavior
(e.g., Carpenter and Marshall 2009; Casidy et al. 2021). Sec-
ond, the findings of past research on the association between
religious beliefs and willingness to donate (WTD) organs has,
to date, been mixed (e.g., Demir and Kumkale 2013 vs. Vet-
terli et al. 2015), and our study suggests a possible explanation
for that inconsistency—namely, the salience of the religious
context at the time of the decision. Interestingly, among non-
religious respondents, increasing the salience of religious ideas
increases their willingness to commit to ODs. Finally, we sug-
gest practical implications for boosting support for ODs, in
personal decisions and in policy making.

THEORETICAL OVERVIEW
Research on prosocial behavior points to a modest but con-
sistent link between prosocial inclinations and religiosity
(e.g., Saroglou 2013). However, the prosociality of religious
people may be dependent on situational factors and context.
For example, religious people are less likely to help causes or
targets that are not commensurate with their group’s values
and norms (e.g., Pichon and Saroglou 2009), or their help may
be restricted to in-group recipients (e.g., Batson, Schoenrade,
and Ventis 1993) or may be driven by the wish to create a pos-
itive impression (Galen 2012). Unlike other prosocial behav-
iors, when it comes to OD decisions, religious beliefs have
been found to be associated with reduced WTD organs and a
negative attitude toward ODs among practitioners of Chris-
tianity, Judaism, and Islam (e.g., Demir and Kumkale 2013).
The most common reason cited by Christians for the refusal
to commit to ODs was the belief that people should not in-
tervene with God’s will by giving someone else’s organs to a
dying person (Davis and Randhawa 2006; Morgan et al. 2008).
This belief may involve various levels of divine attributions—
namely, the belief that God will directly help those who deserve
it (Jackson and Gray 2019). In the context of ODs, people
who make strong divine attributions may expect God to help
a good person who is in need of organ transplantation, while
feeling good about their own decision not to actively support
ODs in general. A second reason that Christians may object
to ODs is the need for the body to remain intact after death,
so that it may be resurrected in the end of days. This belief is
not limited to religious people and may reflect the general
discomfort or anxiety that people may have about OD (e.g.,
Robinson et al. 2014).

Among religious Jews, concerns over support for OD are
usually related to the notion of brain death—specifically,
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the possible difference between brain death and cardiopul-
monary death (Bilow et al. 2008). Nonetheless, the fear
that brain death is not final, irreversible death is present
among nonreligious people as well (worldwide) and is one
of the major barriers to ODs (e.g., Da Silva and Frontera
2015).

However, several studies demonstrate no significant as-
sociation between religiosity and support for ODs (e.g., Ste-
phenson et al. 2008; Vetterli et al. 2015) and found no sig-
nificant correlation between religiosity and attitudes toward
OD, nor with the willingness to sign a donor card or to donate
the organs of a deceased close relative. The contradictory re-
sults regarding the association between religiosity and sup-
port for ODs may stem from people’s tendency to interpret
religious attitudes toward ODs in various ways—in some in-
stances, due to ignorance of their religion’s actual stance on
ODs (Morgan et al. 2008). Similarly, religious beliefs are
often personalized interpretations of general religious pre-
cepts (Newton 2011). Moreover, in some instances, religious
objections to ODs may be nothing more than a cover for gen-
eral unease, negative affect, or anxiety over ODs, or as a buffer
to justify other initial resistance to the topic (Morgan et al.
2008; Robinson et al. 2014).

Another explanation for the above contradictory results
may stem from the extent to which the religious context was
salient to the participants responding to the OD questions
in the various studies. Although religious attitudes are part
of people’s personal identities, people tend to hold several
identities, and nonreligious identities are likely to be more
central and significant than religious ones, in certain times
and contexts (e.g., Marty 2003). However, religiously rele-
vant contextual cues are likely to trigger psychological pro-
cesses that make the religious identity temporarily more
prominent, or relevant (Weaver and Agle 2002). Religious
priming manipulations have become a common method in
research, as it allows for causal conclusions. Such investiga-
tions suggest that reminders about God, or other ways of
priming religious concepts, may activate relevant cognitions
and behaviors (e.g., Randolph-Seng and Nielsen 2007; Laurin,
Kay, and Fitzsimons 2012). In the context of prosocial behav-
ior, results of a meta-analysis show that religious priming has
a robust impact on prosocial measures (Shariff et al. 2016).
Moreover, several studies have shown that when the religious
context is salient, personal religious beliefs come to the fore
and more strongly affect the attitudes and behaviors of indi-
viduals (e.g., Carpenter and Marshall 2009).

One way to increase the salience of religious thoughts
may be to ask people about their religious beliefs immediately



before asking them about their attitudes and decisions (e.g.,
Schumann et al. 2014). Question-order manipulation of this
sort, in a bid to increase the salience of a specific context in
subsequent judgments and decisions, has been widely used
in the literature. A key example is the focusing illusion phe-
nomenon in people’s evaluations of their life satisfaction
(e.g., Strack et al. 1988; Kahneman et al. 2006)—according
to which considering one’s satisfaction from a specific life do-
main increases the salience and accessibility of information
relevant to this domain, thereby affecting the subsequent
judgment of one’s overall life satisfaction.

In the context of religiosity and ODs, in some studies
people were asked about their religious beliefs immediately
before being asked if they were willing to commit to donating
their organs after death (e.g., Robinson et al. 2014). While this
manipulation may increase accessibility to thoughts about
religion and about one’s religious beliefs—thereby increasing
the correlation between the two—it may also increase the ten-
dency to use these beliefs to justify an objection to OD. Con-
versely, enhancing accessibility to thoughts about religion
may also increase support for ODs among nonreligious peo-
ple, by reminding them of their own values, which are likely
to include saving lives (e.g., Mazar, Amir, and Ariely 2008).

Based on the literature discussed above, we surmised that
when the religious context is salient (such as when people are
asked about their religious attitudes immediately before be-
ing asked about their willingness to support OD), the corre-
lation between their religiosity and their diminished WTD
organs would be stronger, and that religious people’s deci-
sions would be more affected by, and conform with, their per-
ceptions of religious attitudes toward ODs than when religious
issues are not salient. Conversely, we expected nonreligious
people to express greater support for OD when religious atti-
tudes are made salient than when they are not salient, be-
cause of the greater accessibility induced thereby to their own
moral values, including the important value of saving lives.
In contrast, we expected specific, more concrete fears and be-
liefs that inhibit support for OD (such as questioning whether
brain death is indeed final, or the wish to preserve the integ-
rity of the body after death) to affect people’s decisions about
OD, irrespective of their external salience at the time of the
decision. While religious beliefs may serve to justify people’s
objection to OD when salient, specific fears and beliefs are more
ingrained, as they are triggered by the OD context itself and
therefore less likely to be affected by external manipulations.

In keeping with this thinking, in the present study we used
the order of the questions about religious beliefs (i.e., before—
vs. after—questions about ODs) to manipulate the salience
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of a religious context, while participants made decisions about
OD issues. This allowed us to examine the role played by per-
sonal religious beliefs and by the salience of religiosity in OD
decisions. We examined our hypothesis in three studies, with
samples from different religions—Christians (studies 1 and
3) and Jews (study 2)—using the same experimental design.

STUDY 1

Method

We recruited 401 MTurk workers (57% male, mean age =
34.48, SD = 10.57) to participate in a short survey, for a
nominal fee of $0.50. The sample size (N = 400) was deter-
mined from a power analysis with G*Power software 3.1
for a regression analysis with three predictors (two main ef-
fects and an interaction effect), 95% power, and an expected
effect size of f2 = .05.

Participants were randomly assigned to one of two between-
subject question-order conditions: religious beliefs first, and
donation decisions first. In the religious beliefs first condi-
tion, participants first answered 10 items from the revised
intrinsic/extrinsic religion orientation scale (Gorsuch and
McPherson 1989)—each item rated on a five-degree scale.
Eight items were from the intrinsic scale (e.g., “My whole
approach to life is based on my religion”), while the two other
items gauged actual religious behaviors (“I often pray to God”
and “T often go to church”). Next, participants were asked to
rate their agreement with four statements—two for each of
the two beliefs that were found in previous research to be re-
lated to people’s refusal to donate organs—namely, the wish
to keep the body untouched for resurrection (two state-
ments: “I believe it is important to maintain the integrity of
the body after death” and “I believe resurrection will occur”;
o = .60—hereafter “body integrity”) and their concerns over
the difference between brain death and cardiopulmonary death
(two statements: “A person who is brain dead is not alive”;
and “I believe that a doctor may declare a person suffering
from brain death as dead”; o« = .82—hereafter, “brain death”).
All four items were rated on a seven-degree scale.

Next, participants were presented with two OD deci-
sions—adopted from Harel et al. (2017). In the first one, they
were asked to rate their WTD the organs of a close relative,
to save the life of someone waiting for a kidney transplant
(on a seven-degree scale).

The second OD decision was a policy-related decision.
Participants read that according to the existing policy in
the United States, citizens are not registered as organ do-
nors after death unless they expressly register as such. Par-
ticipants were then told that studies consistently show that
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the percentage of organ donors is significantly higher under
an opt-out policy regime than in the opt-in one (e.g., John-
son and Goldstein 2003). Finally, participants were asked to
choose between keeping the current opt-in policy or chang-
ing it to an opt-out policy.

In the donation decisions first condition, participants
were first presented with the above two OD decisions and
then completed the religious attitudes and beliefs question-
naire. On completing the questionnaire, participants in both
conditions provided their demographics, including answers
to two important questions: whether they are registered as
organ donors after death (yes/no—hereafter “OD consent”)
and how they would define their religious stance (ratings on
a 4-point scale, ranging from “religious” to “secular”).

Results

The 10 items examining the participants’ religiosity were
highly correlated (Cronbach’s alpha = .87), so we computed
a “religiosity scale,” comprising the mean scores of the
10 items for each participant.

To examine the effect of religiosity and its salience (here-
after the “question order”) on the WTD the organs of a de-
ceased relative, a hierarchical regression analysis was con-
ducted on the WTD. The two main effects—religiosity and
question order—were entered in step 1 of the model and
the interaction between them in step 2. The model entered
in step 1 was found to be significant: F(2,397) = 8.15,
p <.001, r* = .04. Only religiosity made a significant con-
tribution to the model (t = —4.03, 8 = —.20, p < .001)—
such that overall, it was related to lower WTD, while the ef-
fect of question order was not significant (t = .33, 3 = .02,
p = .74). The second step of the model was also significant:
F(3,396) = 8.46,p < .001, r2 = .06. Importantly, the inter-
action between religiosity and question order was highly sig-
nificant (t = —2.96, 3 = —.41, p = .003). As illustrated in
figure 1, when questions about religiosity appeared first,
religiosity significantly predicted lower WTD: F(1,197) =
24.55, p <.001, r?> = .11. However, when WTD was as-
sessed before mention of the religious context was made,
no significant associations were found between religiosity
and WTD of the organs of a deceased relative: F(1,199) =
48, p < .49, r? = .02.% Similar results were also obtained
in analysis with participants’ self-definition of their religios-
ity (see appendix, available online). An analysis of the differ-
ent levels of religiosity show that the effect is significant for

2. Repeating the regression with participants’ OD consent revealed

similar results in all studies and in all analyses in this article.
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Figure 1. WTD the organs of a deceased relative as a function of
religiosity and question order, in study 1. The interaction was
plotted per Aiken and West’s (1991) recommendation: 1 SD
(.98) above and 1 SD below the mean (2.33) of the religiosity scale,
in each question-order condition.

both people who score lower on the religiosity scale and
those who score higher on that scale in the other direction
(see the appendix).

Next, we examined the role played by the two specific
beliefs (body integrity and brain death) in predicting WTD,
in the two question-order conditions. Two hierarchical re-
gression analyses were conducted on WTD. The first regres-
sion was of body integrity and question order in step 1, and
the interaction between them in step 2. The first step was
significant: F(2,397) = 28.87, p <.001, r2 = .13—only
the role of body integrity significantly contributed to the
model (t = —7.60, 3 = —.36, p < .001, while the effect of
question order was not significant (t = .30, 8 = .01, p = .76).
The second step of the model was significant: F(3,396) =
19.75, p < .001, > = .13, but the interaction in question
was not (t = 1.20, 8 = .13, p = .23).

The second regression—involving brain death—revealed
similar results. Step 1 was significant: F(2,397) = 8.49, p <
.001, 2 = .04—only brain death was significant (¢t = 4.11,
B = .20, p <.001) but not question order (t = —.10, 3 =
—.01, p = .92). Step 2 was also significant: F(3,396) =
6.26, p <.001, r? = .04, but the interaction between brain
death and question order was not (t = 1.33, 3 = .23, p =
.18). Thus, it appears that beliefs in the case of both body
integrity and brain death significantly affect WTD, irrespec-
tive of the question-order manipulation.

The results of a moderated-mediation analysis suggest
that body integrity belief mediated the association between



religiosity and WTD irrespective of the question order, while
accepting brain death as irrevocable mediated the associa-
tion between religiosity and WTD only in the religious-first
condition and thus may partially explain the above order
effect (see the appendix).

Analyses of participants’ support for the transition to an
opt-out policy revealed very similar results. Specifically, religi-
osity significantly predicted lower support for the transition
to an opt-our policy only when religious questions appeared
first. For the complete set of analyses, see the appendix.

The results of study 1 support the idea that religious
people’s objection to OD is more dominant and significant
only when thoughts about religious issues are raised prior to
the consideration of OD issues. The specific concerns regard-
ing the integrity of the body and brain death, however, were
significantly related to the two OD decisions, irrespective of
the order manipulation. This suggests that OD decisions
naturally prompt thoughts about such specific beliefs (that
are not necessarily related to religious ones). Conversely,
thoughts about religion per se are related to OD decisions
only when they are made salient at that time. In the follow-
ing study, we sought to replicate these results with a Jewish

sample, while employing a similar method and procedure.

STUDY 2
Method
We recruited 295 Jewish Israeli undergraduate university
students (69.6% female, mean age = 27.79, SD = 5.95)
from a university online pool, to complete a short survey
in exchange for entering a raffle, with five prizes of NIS
100 each (~USD25). The sample size was determined by
power analysis using G*Power software 3.1, based on the
effect size obtained in study 1 (2 = .06), with 95% power.
Participants were randomly assigned to one of the two
question-order conditions: decisions first versus religious
attitudes questionnaire first, as in study 1. To boost reli-
ability, the religious questionnaire used was the Duke Uni-
versity Religion Index (DUREL; Koenig and Biissing 2010),
which is a validated five-item measure of religiosity (Cron-
bach’s alpha in the current study = .95). Participants rated
their agreement with each item on a five-degree scale. Next,
participants completed the four beliefs questions on the
issues of preserving body integrity and brain death (see
study 1). As in study 1, participants completed these two
sections before, or after, they answered the two OD decisions
questions (WTD the organ of a deceased family member, and
support for the transition to an opt-out policy in Israel), ac-
cording to condition.
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Results
As in study 1, a hierarchical regression analysis was con-
ducted on WTD. Step 1 of the model, which included ques-
tion order and religiosity, was significant: F(2,292) = 5.36,
p = .005, r> = .03: Only religiosity made a significant
contribution to model (t = —3.27, 3 = —.19, p = .001)—
such that overall, religiosity correlated with a lower WTD,
while the effect of question order was not significant
(t=—.20, B = —.01, p = .84). The second step of the
model was also significant: F(3,291) = 5.08, p = .002, 2=
.05. Once again, the interaction between religiosity and
question order was significant (t = —2.10, 8 = —.27,p =
.037). As illustrated in figure 2, when questions about religi-
osity appeared first, religiosity significantly predicted lower
WTD: F(1,141) = 13.83, p<.001, r?> = .09. However,
when WTD was assessed before the religious context was
mentioned, no significant associations were found bet-
ween religiosity and WTD the organs of a deceased relative,
F(1,150) = .78, p = .38, > = .005. Similar results were
also obtained in an analysis with participants’ self-definition
of their religiosity (see the appendix). An analysis of the dif-
ferent levels of religiosity shows that in this sample, the effect
was driven by the more religious participants (see the appendix).
To examine the role of the two beliefs in predicting WTD
under the two orders, two hierarchical regression analyses
were conducted: the first step of the regression with body
integrity (o« = .69) revealed significant results: F(2,292) =
23.10, p < .001, > = .14—only the role of body integrity

6.5 1

5.5 1

WTD

4.5 -

Low Religiosity High Religiosity

—— OD First ---@--- Religiosity First

Figure 2. WTD the organs of a deceased relative, as a function of
religiosity and question order—study 2. The interaction was plot-
ted per Aiken and West’s (1991) recommendation: 1 SD (1.41)
above and 1 SD below the mean (2.57) of the religiosity scale in
each question-order condition.
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significantly contributed to the model (¢t = —6.80, 8 =
—.37, p <.001, while the effect of question order was not
significant (t = .23, 8 = .01, p = .82). The second step of
the model was significant: F(3,291) = 15.64, p < .001, P2 =
.14, but the interaction in question was not (t = —.87,
B = —.11, p = .38). Repeating the regression, with partici-
pants’ and all interactions between that variable and the
other predictors, revealed similar results.

The regression with brain death (o = .80) revealed
significant results for step 1: F(2,292) = 31.02, p < .001,
2 = .17, to which brain death made a significant contri-
bution (t = 7.88, 8 = .42, p <.001) but not question or-
der (t = —.27,8 = —.01,p = .79). The second step was also
significant: F(3,291) = 22.14,p < .001, r? = .19: The inter-
action between brain death and question order approached
significance (t = 1.95, 8 = .38, p = .053), but regression
analysis conducted separately on each order condition re-
vealed that brain death significantly predicts WID in both
order conditions (religious questions first: F(1,141) = 55.21,
p <.001, 7> = .28, and OD first—step 1, F(1,150) = 12.73,
p <.001, 2 = .08), although in the religious questions first
condition it played a greater role. Results of a moderated
mediation analysis revealed that both beliefs mediate the
effect of question order on WTD in both orders but cannot
account for the interaction found between religiosity and
order (see the appendix). Results for participants’ support
for the transition to an opt-out policy were very similar (see
the appendix).

The results of the second study replicated the pattern
found in study 1 but among Jewish participants. Once again,
religiosity reduced WTD and support for a transition to an
opt-out policy—but only when it was made salient to the
participants immediately before their decisions, not when
the decision was made first without the religious context.
The specific beliefs regarding maintaining body integrity
and brain death were significantly related to both OD deci-
sions but less affected by question order and predicted sup-
port for ODs—even when they were not salient at the time
of the decision.

One limitation of studies 1 and 2 is that religious beliefs
were manipulated along with the specific beliefs (before or
after the decisions). Accordingly, in study 3, we included
three between-subject conditions: Decision first, religious
questions first, and questions about specific beliefs first
(“beliefs first”). In addition, in study 3, we included all
14 items of the revised intrinsic/extrinsic religion orientation
scale (Gorsuch and McPherson, 1989), to examine the spe-
cific contribution of intrinsic and extrinsic religiosity to the
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understanding of the interaction between religiosity and
question order in predicting OD decisions. Finally, in this
study we sought to explore possible mechanisms that may
derive the order effect observed in the previous studies.
This included possible reasons for the decision and indi-
vidual differences in divine attributions and in percep-
tions of human intervention in God’s plans—concepts that
we discussed earlier but did not examine in the previous

studies.

STUDY 3

Method

We recruited 270 MTurk workers (53% male, mean age =
40.77, SD = 11.85) to participate in a survey for nominal
fee of $0.60. They were recruited from a pool of 400, who
had answered a short survey of individual differences a week
before. We decided to include all participants who would
complete the second part within 48 hours (which served as
our stopping rule). Sensitivity power analysis indicated that
given N = 270, o = .05 and power of .80, statistical signif-
icance would be detected with a small effect size (f*> = 0.05,
critical F = 2.25).

At time 1—a week before the study—we examined indi-
vidual differences in divine attributions, using Jackson and
Gray’s (2019) divine attribution scale followed by four items
that directly assess participants’ thoughts about human in-
tervention in God’s plans (see the appendix).

At time 2, participants were randomly assigned to one
of three between-subjects question-order conditions (deci-
sion first, religious first, and beliefs first). They were asked
about their WTD the organs of a deceased relative (as in
studies 1 and 2) before or after completing the revised in-
trinsic/extrinsic religion orientation scale (Gorsuch and Mc-
Pherson 1989) in the religious-first condition—or in the
beliefs-first condition, the four specific beliefs questions
(about body integrity and brain death). Immediately after
the decision, participants in all conditions were asked to
write their main reason for the decision, in an open-ended
fashion. They were then asked to rate the extent to which
each of five considerations figured in their decision—mnamely,
their religious beliefs, the importance of maintaining the
body’s integrity after death, thoughts about whether brain
death is irrevocable (final) death, the belief that people must
not intervene in the world’s justice, and the desire to do some-
thing good. Next, participants completed the other parts of
the questionnaire (religious beliefs or the specific beliefs,

according to the missing section in each condition).



Results

Religiosity and Question Order. We computed a “religios-
ity scale” made up of the mean scores of the 14 items for
each participant (o = .89). To examine the effect of religios-
ity and question order on their WTD the organs of a deceased
relative, a hierarchical regression analysis was conducted on
the WTD. Three main effects were entered at step 1: Religios-
ity and two dummy variables—dummy-religious (i.e., the
religious questions first vs. the two other conditions), and
dummy-beliefs (the beliefs questions first vs. the two other
conditions). The two-way interactions were entered at step 2.
The model entered in step 1 was significant: F(2,266) =
2.75, p = .04, r* = .03: Only religiosity made a signif-
icant contribution to model (t = —2.69, 3 = —.16, p =
.008)—such that overall, religiosity was linked to lower
WTD. The second step of the model was also significant:
F(5,264) = 2.72,p = .021, r? = .05. Only the interaction
between the dummy-religious and religiosity was signif-
icant (t = —2.03, 8 = —.41, p = .04). As illustrated in fig-
ure 3, when questions about religiosity appeared first, reli-
giosity significantly predicted lower WTD F(1,87) = 15.81,
p <.001, r2 = .15. However, in the two other order condi-
tions, no significant associations were found between religi-
osity and WTD: F(1,87) = .17,p = .67 in the decision-first
condition, and F(1,90) = .45, p = .50 in the beliefs-first
condition.

6.5

WTD

4.5

Low Religiosity High Religiosity

—— OD+Beliefs --#--- Religiosity First

Figure 3. WTD the organs of a deceased relative as a function of
religiosity and question order (dummy religious)—study 3. The
interaction was plotted per Aiken and West’s (1991) recommen-
dation: 1 SD (1.33) above and 1 SD below the mean (3.45) of
the religiosity scale in each question-order condition.
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Intrinsic and Extrinsic Religiosity. Looking at the religios-
ity subscales, we found that the interaction between the re-
ligious scale and question order was driven mainly by extrinsic
religious beliefs—such as the use of religion for relief, com-
fort, and protection (see the appendix). Results of a moder-
ated mediation analysis suggest that body integrity belief
mediated the association between religiosity and WTD, irre-
spective of the question-order manipulation, while the fear
that brain death is not true death mediated the association
between religiosity and WTD only in the religious-first con-
dition, which thus (as in study 1) may explain the observed
questions’ order effect.

Reasons for the Decision. Codding participants’ explana-
tions of the main reason for their donation decision revealed
no meaningful results (see the appendix). An analysis of par-
ticipants’ ratings of the five specific reasons for their decision
appears in the appendix; none of the reasons significantly
explained the order effect in question. Specifically, results
of a moderated mediation analysis revealed that both body
integrity and the reluctance to intervene with world justice
mediated the association between religiosity and WTD in
both question-order conditions.

Analyses of individual differences in divine attributions
(Jackson and Gray 2019) and in thoughts about human in-
tervention in God’s plans revealed that only the later may
partially explain the interaction between religiosity and ques-
tion order in predicting the WTD (see the appendix).

The Body Integrity Belief and Question Order. We next
examined the role played by beliefs in predicting WTD in
the various question-order conditions. A hierarchical regres-
sion analysis was conducted of WT'D—with the body-integrity
belief and the two dummy variables entered in step 1, and the
two-way interactions (between each dummy variable and the
body-integrity belief) in step 2. The model entered in step 1
was significant: F(2,266) = 8.82, p <.001, > = .09: only
the body-integrity belief made a significant contribution to
model (t = —5.04, 3 = —.29, p <.001)—such that overall,
greater belief was related to lower WID. The second step of
the model was also significant: F(5,264) = 6.06, p < .001,
r? = .10, but none of the predictors significantly contributed
to the model. Specifically, the interaction between the belief-
dummy and the body integrity belief was not significant
(p = .18). Aregression with brain death beliefs (as opposed
to those of body integrity) did not yield significant results.

The results of study 3 replicated those of the previous
studies by showing that religious beliefs reduce the WTD
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organs after death only when the religious context is salient.
Moreover, we found that this effect held true when religious
beliefs were manipulated independently of questions about
the body-integrity belief and the concerns over brain death.
Importantly, these specific beliefs were related to the WTD
organs irrespective of their salience at the time of the deci-
sion. Interestingly, we found that only the extrinsic religious
scale (but not the intrinsic one) significantly interacted with
question order in predicting WTD. This finding may help in
understanding the mechanism behind this interaction. Ex-
trinsic religious orientation was found to be related to peo-
ple’s tendency to conform to social norms, and to the use of
religious beliefs to serve their own goals—such an increased
sense of security and self-justification (Whitley and Kite
2009). Reminding people of their religious beliefs before
OD decisions may make them more likely to make decisions
in accordance with those beliefs and to avoid conflicts (in a
bid to boost their sense of security and comfort), which may
involve refusing to donate organs.

Our investigations into other mechanisms that may ex-
plain the interaction in question revealed some evidence
that the concerns over the finality of brain death and over
interfering with God’s justice partially mediate this interac-
tion. However, while other variables (such as the body integ-
rity belief) mediate the link between religiosity and WTD
organs, they do not explain the unique interaction between
the salience of the religious context and religiosity.

GENERAL DISCUSSION

Research on the association between religiosity and attitudes
toward organ donations has, to date, been mixed (e.g., Demir
and Kumbkale 2013 vs. Vetterli et al. 2015). The present study
offers several explanations for this inconsistency. First, we
show that this association is largely dependent on the sa-
lience of the religious context at the time of the decision.
Second, we found that only extrinsic religious attitudes,
and not intrinsic ones, predicted lower support for ODs.
Finally, we show that religious salience may affect religious
and secular people in opposite ways, which may have miti-
gated the link between religiosity and WTD organs in pre-
vious studies.

However, beyond the salience of the religious context, the
results of our studies—in both the Christian and Jewish
samples—support an overall negative association between
religiosity and attitudes toward ODs. Religious people were
less willing to donate the organs of a deceased family mem-
ber and less willing to support the transition to an opt-out
policy. Our findings also replicate previous findings regard-
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ing people’s belief in the need to preserve the body’s integrity
(Davis and Randhawa 2006); their belief that brain death is
not a true, final death (Lewis, Varelas, and Greer 2016); and
their belief that people must not interfere with God’s plans
(Davis and Randhawa 2006; Morgan et al. 2008), as obstacles
to supporting ODs (Da Silva and Frontera 2015). These be-
liefs appear to be more entrenched in the context of ODs
and therefore affect such decisions, irrespective of external
manipulations to increase their salience.

Most importantly, our investigation into the role of re-
ligiosity in OD decisions revealed innovative findings to the
effect that religious people are significantly less willing to
donate organs, or to support a transition to an opt-out pol-
icy—but only when they had been asked about their religious
attitudes immediately before the questions about OD issues.
This finding is in line with research that found that when
studying the role of religiosity in people’s decisions, it is im-
portant to consider the combined effect of individual differ-
ences in religiosity, and the salience of the religious context
at the time of the decision (e.g.,, Carpenter and Marshall
2009; Casidy et al. 2021).

Previous research posits that religious people’s pro-
sociality may be driven by the desire to create a positive im-
pression (Galen 2012); this becomes more likely when the
prosocial action is consistent with the respondent’s reli-
gious beliefs and the particular conventions of the religious
society in question (Pichon and Saroglou 2009). Being asked
about one’s religious beliefs before being asked if one is
willing to donate organs appears to highlight possible con-
tradictions and discrepancies between one’s religious beliefs
and conventions, and the desire to behave prosocially and to
potentially save lives. Being asked about one’s WTD organs
immediately after being asked about one’s incidental reli-
gious beliefs appears to heighten religious people’s desire
to appear as though they are doing the right thing and to
cause them to adhere to the conventions of religious society
that apparently influences their decisions, further decreasing
their support for ODs. Similarly, the salience of the religious
context may have served as a cue for being watched, which
has been found to heighten reputational concerns in people’s
behavior (Bateson, Nettle, and Roberts 2006). The finding
that the extrinsic, rather than intrinsic religiosity orientation
was at the core of the interaction between question order and
religiosity supports this notion; people who score highly in
extrinsic religious orientation tend to conform to social norms
and demands and are often prone to skew their religious be-
liefs to suit their own goals, or to gain sense of security and
comfort, or for self-justification (Whitley and Kite 2009).



The tendency of secular people to be more supportive
of OD when they made their decision immediately after
questions about religiosity is also an important phenome-
non—and in line with previous research, which found that
enhancing the salience of religious ideas and ethics increase
moral behavior in religious and nonreligious individuals
alike, by heightening attention and accessibility to their
own moral standards (e.g., Bazerman and Sezer 2016). Sec-
ular people who were asked about their religious beliefs
apparently became more aware of their own standards, in-
cluding the importance of saving lives through ODs (Mazar
et al. 2008).

In the present research, we made an initial attempt to
examine the mechanisms that may underpin this effect.
We found that divine attitudes, and the belief in the need
to maintain the integrity of the body after death, mediated
the overall association between religiosity and WTD. We also
found initial evidence that the concern that brain death is
not true, irrevocable death mediates the interaction between
religious salience and religiosity. In both Christian samples
(studies 1 and 3) this belief mediated the interaction be-
tween question order and religiosity only in the religious-
first condition, not when religious beliefs were assessed after
the OD decision. In addition, thoughts about human inter-
ference with God’s plans (study 3) reduced WTD only when
religiosity was salient, and not when the OD decision featured
first. Nonetheless, religiosity remained significant in this anal-
ysis, suggesting that thoughts about human interference
with God’s plans may only partially explain the question-
order effect observed in our studies. Future research is needed
to further examine the mechanisms that may underpin this
effect, since the priming manipulation may have affected
identities, emotions, motivations, and cognitive orientations
(e.g., Karatas and Giirhan-Canli 2020). For example, religios-
ity tends to correlate with concerns over purity (e.g., Van
Tongeren et al. 2021). Thus, triggering religious identities
may highlight related kinds of moral emotions (such as dis-
gust, in this case) that are associated with purity concerns
over so-called body-envelope violations. These kinds of viola-
tions appear to be more disturbing when disgust is more
strongly activated (e.g., Tracy, Steckler, and Heltzel 2019).
Another possible mechanism may spring from the moral cre-
dential effect (e.g., Monin and Miller 2001; Sachdeva, Iliev,
and Medin 2009)—namely, that religious priming may pro-
vide moral credentials for religious people, thereby reducing
their feelings of obligation to prove their merit in terms of
OD intentions. Conversely, the same priming may be a moral
threat to secular people (admitting that one is not religious
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may raise doubts about one’s virtuousness), thereby enhanc-
ing their need to prove their prosociality by supporting OD.
While the interaction between religiosity and the sa-
lience of a religious context was significant in all our stud-
ies, it is important to note that our samples did not include
highly religious people (the average of religiosity, 2.33 in
study 1 and 2.57 in study 2, on a 5-point response scale;
and 3.35 in study 3, on a 7-point scale). Thus, the question
remains is whether the interaction we observed would rep-
licate among highly religious individuals. We tried to address
this question in our analysis of the various levels of the reli-
giosity scale. In the Christian sample, we found that the ef-
fect of question order on WTD was significant among the
more religious participants (SD above the mean) and not
significant among the more secular participants (SD below
the mean). In the Jewish sample, the effect was signifi-
cant only among the more religious participants (SD above
the mean). Interestingly, participants in the middle of the
scale were less affected by the question-order effect. Possibly
for those people, both religious restrictions and the wish to
save lives were triggered by the religious priming manipula-
tion, leading to a compromised decision. Although the anal-
ysis encompassed various religious levels, it remains unclear
how the salience of the religious context might affect highly
religious people. There is evidence that individuals with a
stronger, more prominent religious identity (whose religious
identity is central and significantly more dominant than their
other identities) behave in ways that are consistent with their
religious attitudes even in the absence of religiously-relevant
contextual cues (Weaver and Agle 2002). Thus, future re-
search is needed to examine the effect of the salience of a
religious context among highly religious individuals.
Finally, besides these theoretical contributions, our study
has practical implications for drumming up support for
ODs—both in private decisions of families who are asked if
they are willing to donate the organs of a close deceased relative
and in policy making. When appealing to families to donate
the organs of their loved ones, we suggest that the medical
staff take into account the family’s religious orientation. Spe-
cifically, it would be better to avoid a discussion about the
family’s religious attitudes—especially when the family ap-
pears to be religious. This idea is consistent with the concept
of culture-sensitive health communication (Betsch et al. 2016),
which underscores the importance of the congruence be-
tween recipients’ cultural background and health messages,
when seeking to improve medical decision making. With
regard to secular populations, our findings suggest that the
salience of a religious context in fact increases their WTD
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organs, possibly because it heightens their attention and ac-
cessibility to their own moral standards. These findings high-
light the importance of emphasizing life-saving values when
discussing OD issues (e.g., Harel et al. 2017). This proposition
is also in line with a recent field experiment (Robitaille et al.
2021) that demonstrated that simple, low-cost interventions

have the potential to increase organ donor registrations.
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