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�Introduction

Health and religion have a long-standing relationship that can be traced back to a time when one’s 
physician was frequently a clergy member as well [25]. Since that early period where health and reli-
gion were intertwined, we have seen a push to distance scientific disciplines from addressing religious 
experiences. Yet, the religiously affiliated are estimated to account for 84% of the global population, 
and researchers across disciplines have continued to explore the mechanisms between religion and 
health outcomes [52]. Evidence from decades of research on this relationship suggests a robust and 
mostly positive association between religion and health. However, before describing the associations, 
it is important to note that the majority of research that has been conducted has focused primarily on 
measuring religiousness, not spirituality [10, 12]. Considerable debate regarding the operationaliza-
tion of these terms continues to persist [12, 17, 42, 59, 60].

Religion is described as having an affiliation with a denomination that has a structured set of 
beliefs with activities that are organized and reflect long-established traditions [32]. Religion can also 
encompass a connection to the transcendent in addition to establishing rules and laws for practitioners 
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to follow. Studies frequently assess religiousness by measuring the frequency of engagement in reli-
gious activities or rituals (i.e., church attendance, prayer, and reading religious texts). Comparatively, 
spirituality is described as a broader concept extending beyond religious experiences. It is frequently 
associated with the search for connection with the sacred or transcendent [32]. Most often, studies 
measure spirituality by assessing positive psychological and emotional states (meaning, purpose in 
life, connection, inner peace, etc.), which creates significant overlap between spirituality and mental 
health indicators [21, 22].

In addition to the difficulties in distinguishing religion from spirituality, there are other common 
terms used, such as religiosity, faith, the divine, sacred, and more. There is not enough space in this 
chapter, nor is it the focus, to discuss the differences between the terms. However, the ongoing chal-
lenge to reach a consensus on defining and measuring the terms has implications for interpretation 
of research findings. In clinical settings, it is preferred to appeal to the majority of patients by using 
a broader term like spirituality [23]. More attention to the importance of word choice in clinical set-
tings will be addressed in the section on integrating religion and spirituality into clinical practice. 
The field continues to struggle to agree upon delineations of these terms that satisfy both the research 
and clinical purposes. As this chapter is targeted toward the clinical purpose, we have striven to 
either match the research evidence’s terminology or deferred to using broader terminology as 
appropriate.

�Physical Health

Inherently within the USA, there is a connection between faith and physical health. Faith has proven 
itself to play an integral role in the medical field overall. Of the healthcare systems in America, there 
are 654 Catholic hospitals and 1634 Catholic continuing care facilities [4]. Each day, 1 in 6 patients 
in the USA is cared for in a Catholic hospital [1]. This means in effect that a number of the decisions 
being made concerning many Americans’ day-to-day health are directly influenced by some faith-
based structure and guidance. On a more personal level, spirituality and religiosity have been shown 
to be advantageous in coping with both chronic and terminal illness [31]. During times of health dif-
ficulty, many people rely on their faith to help understand their misfortune and to draw strength to 
weather their condition [36].

�Prediabetes and Diabetes

In a sample of 30 African-American men living with type 2 diabetes, it was found that the men fre-
quently engaged in religious behavior to aid with the management of their diabetes [40]. These behav-
iors included prayer and overall belief in God, turning things over to God, changing unhealthy 
behaviors, reading the Bible, and gaining support from religious/spiritual individuals. Through prayer, 
the men often asked God to help them both with managing their diabetes and with aiding them in the 
change of behaviors that were exacerbating their diabetes. There was also mention made by the men 
of God giving them diabetes in order to help keep them alive and push them to change their current 
unhealthy lifestyles [40]. In terms of how healthcare professionals can use this information, it was 
suggested that clinicians could utilize the role of spirituality in the lives of diabetes patients to help 
them make sense of their diagnoses. An example of this might be to have a conversation with a 
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spiritual patient suggesting that God had allowed them to contract their condition to help them re-
evaluate their lives and their health, rather than it being a punishment.

�Cardiovascular Disease

For those experiencing cardiovascular disease, the role of spirituality has been found to have tangible 
health benefits. Faith in the lives of those with cardiovascular disease has played a role in advanced 
autonomic cardiac control, reduced blood pressure, and reduced pain [3, 15, 33]. Spirituality, defined 
as a closeness to and satisfaction with one’s relationship with God, was found to be significantly 
related to parasympathetic and sympathetic cardiac control in middle- and older-aged adults [3]. 
Further, being more intrinsically religious was also found to be related to experiencing lower blood 
pressure levels in response to stressors [33]. In a sample of African-American women, prayer was 
found to be an adaptive strategy for pain management. One example of such highlighted a woman 
praying to God to remove the pain associated with a heart condition she was facing [15]. Additionally, 
spirituality can also be used to divert attention from the effects of chronic illness, including heart 
disease [15]. As an added health benefit for cardiovascular disease patients, engaging in spiritual self-
care has been found to mediate the relationship between heart failure and quality of life in African-
American adults [57]. Realistically, this means that those who practice more spiritual self-care have a 
better quality of life despite also having heart failure. These spiritual self-care techniques included 
practicing yoga or Tai Chi, attending religious services, reading religious texts (e.g., the Bible), pray-
ing, meditation, and/or enjoying/cultivating a relationship with nature [57]. Overall, religiousness is 
associated with lower risk of cardiovascular disease because it is connected to effective coping skills 
to deal with stressors and rules for engaging in healthy behaviors [25].

�Chronic Kidney Disease

Depression has been found to consistently contribute to the reduction of quality of life in those with 
chronic kidney disease (CKD) and end-stage renal disease (ESRD) [5, 7]. In the context of a high 
prevalence and severity of depression on those with CKD, it seems necessary that a coping strategy 
be present to enable successful continuation of life in spite of illness. One of these beneficial coping 
strategies is spirituality. Darrell [8] found that in a sample of 12 African-American adults living with 
ESRD, all of the participants endorsed the role of spirituality within their lives. Spirituality was 
described as having faith that God cares, including utilizing faith to support coping and using prayer 
to develop strength [8]. Prayer, specifically, was identified as an avenue for participants to come to 
terms with their ESRD diagnosis, to seek guidance on decisions regarding their treatment (e.g., the 
use of dialysis), and to generally cope with their illness.

As a special note, some research has called into question the distinction between religion and spiri-
tuality in its relation to health outcomes. It has been proposed that religious measures in their relation 
to health outcomes might be biased, due largely to the fact that most religious outcome measures are 
predicated on religious service attendance [58]. For those who are more physically impaired, religious 
service attendance might not be as feasible, thereby those with the physical ability to attend religious 
services might inherently be healthier than those who cannot, rather than it being a true measure of 
religion’s role in health [58].
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�Mental Health Benefits

�Psychological Distress

Across the most commonly researched diagnoses related to mental health, the evidence suggests 
inverse relationships between faith and psychological distress. More than 444 studies have reported 
findings on the relationship between faith and depression; 61% of those studies found significant 
inverse relationships. Furthermore, 63% of 30 clinical trials found faith interventions produced better 
outcomes than treatment as usual or control groups [25]. In addition, a review study found that at least 
141 studies have assessed the relationship between suicide and religiousness with 75% of the studies 
reporting inverse relationships. Of the 40 most methodologically rigorous studies, 80% found more 
religious individuals associated with fewer attempts and more negative attitudes toward suicide [25].

The relationship between religion and symptoms of anxiety is complex. A general trend indicates 
faith is associated with lower symptoms of anxiety and highlights how people turn to faith to mitigate 
their anxiety (i.e., fear of death, sense of not being alone, and more). Simultaneously, religious beliefs 
have the potential to increase anxiety symptoms due to threat of punishment or judgment for sins. It 
is possible that the increase in anxiety found in some studies may be due to use of the cross-sectional 
methodology. The evidence from a limited number of longitudinal studies suggests anxiety from reli-
gious beliefs may diminish over time, but additional research is needed to confirm this assertion [25].

Religiousness has also been researched as it relates to symptoms of schizophrenia. Many people 
diagnosed with schizophrenia report delusions and hallucinations that involve religious figures or 
beliefs. It can be difficult for clinicians to distinguish clinical symptoms of schizophrenia from deeply 
held religious beliefs. Moreover, the research findings on the relationship between faith and psychotic 
symptoms suggest no consistent pattern. Religious coping is common among patients with schizo-
phrenia, but the ongoing challenge is to differentiate healthy religious coping behaviors from psycho-
sis [23]. In clinical practice, it is recommended to consider a patient’s faith during treatment planning 
and consult with practitioners of the same faith to clarify the severity of psychotic symptoms.

�Psychological Well-Being

In addition to the effect of religion on clinical diagnoses, evidence connecting religion with positive 
emotional states has also emerged. Most studies have found positive correlations between religious 
involvement and positive emotions like well-being, happiness, purpose in life, and self-esteem. Based 
on a systematic review, researchers found that 93% of the 45 studies included reported a positive cor-
relation between faith and sense of purpose in life [23]. Similarly, a review article reported a positive 
correlation between faith and well-being in 79% of the 326 articles included in the analysis [25]. 
These results demonstrate the increase in studies devoted to exploring the effects of faith on positive 
psychology concepts [2]. However, the majority of this evidence comes from cross-sectional studies; 
thus, it remains unclear as to whether high religiosity precedes psychological well-being or if greater 
psychological well-being increases religiosity. More complex and longitudinal study designs are 
being conducted to continue addressing this area of research.

�Underlying Theories

Overall, the research on faith and mental health illustrates how religious and spiritual beliefs indi-
rectly contribute to mental health. Evidence suggests that religious involvement influences multiple 
factors that contribute to mental health, such as chronic inflammation from stress, coping styles, 
attachment styles, social support, childhood environment, decision-making, and self-control. Further, 
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these factors feed off of one another and amplify the effects of religious involvement. There are 3 
primary pathways that religious involvement is associated with positive mental health: (1) religious 
coping provides a sense of meaning to traumatic experiences; (2) most religious belief systems have 
rules that protect their believers from risky health behaviors; and (3) most religious belief systems 
propagate feelings of love toward others, which increases our prosocial behaviors [25, 45]. Given the 
variety of factors involved, a life span approach offers an encompassing framework to identify the 
pathways that connects faith and mental health.

�Religion and Spirituality in Communities

�Health Promotion

Faith communities often act as contexts where spiritual support can give way to the provision of 
health services through the spread of health information and health promotion [37]. People are often 
more likely to seek, comprehend, and implement health information when it is framed in accordance 
with their spiritual beliefs and coming from within their spiritual institutions [37]. It is also the case 
that healthcare professionals are better able to spread their message when going through faith 
communities.

Through the socially supportive aspect of religious environments, it has been suggested that having 
companionships with fellow church members can lead to encouragement of the adoption of positive 
health behaviors [27]. This is speculated to be due to significant others (including close companions) 
prompting and/or persuading their loved ones to engage in behavior to enhance their health [54]. 
Religious involvement has been linked to the tendency to have better health due to engagement in 
positive health behaviors (e.g., following a healthy diet) and avoidance of negative health behaviors 
(e.g., excessive alcohol use) [16]. Further, it has been found that those who are more religiously 
involved (defined by the frequency of church attendance) had significantly better engagement in exer-
cise (including walking), seat belt use, vitamin use, sleep, and usage of preventive healthcare services 
(e.g., dental and physical checkups) than those who attended church less frequently [16]. It has been 
suggested that these heightened health behaviors are due largely to religious tenets associating the 
body with being a temple of God [16].

An applied example of the role of faith-based organizations in health promotion highlights a study 
conducted on the health information shared over the Internet by four African-American Christian 
churches in the Atlanta area [14]. In terms of the health resources found on the churches’ websites, the 
themes of (1) online health education, (2) athletic programs, (3) fitness training, (4) fitness facilities, 
and (5) community outreach and health emerged. Making mention of one specific subheading, under 
the theme of health education, many of the websites included information for congregants pertaining 
to certain diseases and illnesses (including obesity and diabetes). Along with provision of general 
information on these diseases, there were resources on how to manage those diseases and illnesses, 
tied in conjunction with scripture and teachings from the Bible [14]. In practice, it could be helpful to 
either assess what types of health information patients living with chronic illnesses could be receiving 
from their faith communities, and it could be helpful to attempt to establish programs within local 
faith institutions pertaining to healthy lifestyle factors.

�Deleterious Effects of Religion and Spirituality

Negative interactions in the church can come through multiple avenues. A few of the more highlighted 
examples of negative interactions are unfavorable social interactions with fellow church members, 
providing excessive help and/or providing ineffective help [53]. Unfavorable social interactions can 
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include disagreements, criticism, rejection, and violations of privacy by other church members [53]. 
Because it has been found that negative interactions in nonreligious settings can cause adverse health 
outcomes physically and psychologically [26, 41], it has been suggested that negative social interac-
tions affecting health also extend to religious settings where a wealth of social interaction takes place 
[27]. As an example of this, having a higher number of negative interactions with other church mem-
bers is linked to higher endorsement of depressive symptomology and lower endorsement of positive 
well-being [28]. Further, a larger number of negative interactions within the church have led to mem-
bers’ reporting less overall satisfaction with their health along with greater anxiety [30, 47]. Overall, 
the resulting effects of negative interactions in the church were found to be greater than the effects of 
positive interactions [30]. Specifically, excessive demands from other churchgoers are more likely to 
affect depressive symptoms than other forms of negative interaction such as criticisms [9].

There is also evidence to suggest that going through a religious or spiritual struggle can lead to a 
greater risk for mortality [46]. This struggle was described as the feeling of being abandoned by God, 
the questioning of God’s love and care, or feeling that malevolent supernatural forces were at work in 
one’s illness. Among those encountering these religious or spiritual struggles, there was a 19–28% 
increased risk of mortality [46]. Further confirmation of this trend comes from the finding that indi-
viduals who have more doubts regarding their faith also report being less satisfied with their health 
[29]. For clinicians, it is important to be cognizant of the fact that having a patient report on their faith 
might not always mean it is acting as an advantageous factor in their lives.

�Integration into Practice

Given the scope of the research findings presented throughout this chapter, it may seem daunting to 
integrate clients’ religiousness and spirituality into practice. First and foremost, it is recommended to 
include a spiritual history assessment in your clinic’s standard intake procedures across clinical set-
tings. While this should be presented from a neutral perspective (i.e., not implying that one “should 
be religious”), collecting a spiritual history creates space for patients to share their personal beliefs, 
preferences, and the value they attribute to faith in their life. The number of items in the assessment 
may differ based on time constraints and clinical settings. Collecting a spiritual history sets the foun-
dation for the clinician to be able to respect the patient’s beliefs simply by taking the time to ask about 
them. Currently, there is no standardized tool for spiritual histories; but several have been suggested 
to guide clinicians in choosing a set of questions that fits their clinical needs and the treatment setting 
[11, 18, 19, 24, 34, 39]. For many people, it may be beneficial to spend smaller amounts of time over 
several sessions to fully explore the role their faith plays in their life. In particular, this can help 
patients feel more comfortable if they desire to share a religious struggle or a behavior they feel 
ashamed of because of their faith.

In addition to conducting a spiritual assessment, treatment professionals can support patients’ reli-
gious beliefs, and, when appropriate, practitioners can sparingly challenge beliefs that seem to be 
acting as barriers to reaching treatment goals. Being supportive of a patient’s faith can be accom-
plished by encouraging that individual to continue engaging in religious activities that are effective 
coping strategies. Also, clinicians can consider using treatment approaches that are adapted to fit a 
patient’s faith, such as cognitive behavioral therapy that has been developed to integrate the Bible into 
treatment [6, 49, 51]. Professionals can also support patients’ faith by praying with them; however, 
this is a very controversial practice that requires consideration of the power dynamic [23]. Similar to 
the ethics concerning physical contact with clients, praying with patients can be a powerful tool if 
appropriately timed and if initiated by the patient. If the clinician suggests praying together, it could 
put the patient into a position where they feel coerced into praying. For those who are interested in 
further study of this practice, guidelines have been developed [50].
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Integrating a client’s faith into practice in a supportive way can simply involve matching the 
patient’s terminology and illustrating your openness to discussing the importance of their faith. In 
contrast, determining appropriate times to challenge a client’s belief system because it is impeding 
treatment goals or exacerbating symptoms is more difficult. For some, reaching out to family mem-
bers, religious community members, or religious leaders can help with the identification of such 
patients and serve to lend credibility to the treatment approach from the patient’s perspective. This is 
especially true when trying to lessen the rigidity of a patient’s beliefs by demonstrating other 
practitioners of the same faith tradition are open to modifying certain beliefs to remove the barrier to 
treatment. Therefore, it is possible to intervene when a client’s faith is serving to exacerbate symp-
toms or disrupt therapy; however, the practitioner should approach this cautiously and strive to main-
tain good rapport with the patient.

Lastly, knowing when to refer a patient to another clinician can be challenging, especially for those 
who are less familiar with integrating faith into their practice. Familiarizing oneself with the different 
types of clergy that can provide counseling can be a useful first step. For example, knowing the differ-
ences between a pastoral counselor and a chaplain can help determine which clergyperson would be 
better fit for a particular patient. Similarly, clergy may find it difficult to know when to refer a medical 
or mental health practitioner; it is equally as important for them to familiarize themselves with the 
differences in training across health professionals to make appropriate referrals. The spiritual history 
assessment can help the clinician to identify patients who should be referred based on exploring the 
following factors: severity of the symptoms, conflict between the patient’s religious beliefs and treat-
ment goals, depth of rapport built with the patient, pervasiveness of the patient’s faith influencing 
treatment, and the availability of clergy members for referral [23].

Even on a basic level, patients’ spiritual concerns can begin to be addressed by asking a question 
as simple as: “is there anything about your spiritual beliefs you think it is important for me to know in 
order to help me care for you better?”

�Challenges to Integrating

One relevant challenge to the integration of faith with health could be the role of the faith institution, 
including its clergy, in the lives of spiritual patients. Mentally and emotionally, there is evidence to 
suggest that about one-fourth of people primarily look to clergy for aid when encountering psychologi-
cal difficulties [56]. Clergymen have been shown to frequently reference mental health disturbances 
such as anxiety, depression, and worry within their sermons [35]. Specifically, these illnesses can often 
be described in sermons as being the result of external supernatural forces (e.g., the devil) or the result 
of internal spiritual shortcomings (e.g., not being in adherence to one’s faith or the biblical teachings) 
[35]. Presumably, for individuals who turn to religious leaders for help with mental disturbances and 
received a message that partially placed blame for their disturbance on the individual’s own religiosity, 
this could increase the individual’s resistance to seek treatment from mental health professionals.

In similar manner, the receptiveness of the clinician to engage in discussions on the patient’s faith 
could hinder the integration of faith in clinical practice. There seems to be an overall trend indicating 
a lack of receptiveness by professionals to gather spiritual histories of patients. While most healthcare 
professionals feel they should be aware of patients’ spirituality, an additional majority said they would 
not directly ask about spiritual topics unless the patient was dying [38]. Thereby, clinicians and prac-
titioners should be aware of how their own receptiveness (or lack thereof) to the conversation of spiri-
tuality might be a barrier to addressing and meeting patients’ spiritual needs.

Clinicians’ personal religious or spiritual beliefs can also serve as a barrier to providing compe-
tent treatment that involves faith. People commonly turn to their religious or spiritual beliefs to aid 
in decision-making processes, which can similarly be extended to apply to treatment providers [25]. 
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For example, personal faith beliefs on topics like abortion may influence physicians’ and other 
healthcare professionals’ comfort with performing procedures or prescribing medications. The influ-
ence of personal beliefs on providing clinical care can become particularly problematic when there 
is a significant difference between the provider’s faith and that of the patient. Further, psychologists 
are more likely to identify as religiously unaffiliated (agnostic, atheist, and none) when compared to 
the general public [13, 20]. Thus, there is an even higher chance the psychologist may have little 
personal experience with the benefits of religion and be less inclined to recognize the significance of 
faith in a patient’s life. In a study with members from the Association for Behavioral and Cognitive 
Therapies (ABCT), 64% of respondents indicated that they felt mostly or very comfortable address-
ing faith in practice [55]. Based on social desirability and respondents self-selecting to participate in 
studies like these, investigators have likely underestimated the discomfort clinicians feel when 
addressing religion or spirituality in practice. Therefore, it can be challenging for practitioners to 
integrate faith into their practice due to conflicts between their personal belief system and that of 
their patients. Tenets of cultural competency and ethical practice indicate the need for treatment 
providers to identify potential biases related to religious beliefs. Through increased awareness and 
client-centered practice, practitioners can find ways to integrate religion and spirituality into their 
practice and respect patients’ beliefs.

An additional challenge to integration addresses the nature of the individual’s style of religious cop-
ing. It has been proposed that there are three styles by which people utilize their relationship with a 
higher being to cope with stressors in life (including illness): collaborative religious coping, active 
religious surrender, and passive religious deferral [43–45]. Collaborative religious coping is the notion 
by the individual that they are in partnership with God in resolving their problems and that both the 
individual and God have active problem-solving roles [43–45]. This style has been associated with bet-
ter physical health in individuals when facing stressors. The active religious surrender coping style 
involves the individual initiating efforts to aid with their stressors; however instead of working collab-
oratively with the higher being, they manage some aspects of their situation and then leave the rest for 
the higher being to control [43–45]. While active religious surrender has also been found to be posi-
tively associated with well-being, the associations are weaker than with the collaborative coping style 
[45]. In the passive religious deferral coping style, the individual leaves the responsibility of full resolu-
tion of the situation to the higher being. This style has the weakest associations of all three styles with 
well-being. Contrary to the benefits that are associated with religious coping, negative religious coping 
styles and spiritual struggles have been correlated with increasing psychological distress [48]. For 
integrating faith with practice, it is important to note which of these relational styles the client might be 
engaging in and to understand how their religious coping style might affect their willingness to engage 
in prescribed treatments such as taking medicine or compliance with other medical interventions.

In instances where religious affiliations might come in clear contradiction to accepted patterns of 
treatment (e.g., a Jehovah’s Witness patient who might refuse a blood transfusion), it is important to 
consider the well-being of the patient despite what accepted medical practices might be. It could be 
the case that imposing treatments on patients who are unwilling to comply due to religious restrictions 
could lead to the patient feeling defensive and denying all means of care, thereby potentially worsen-
ing their condition. It is important for the professional to potentially check his or her own biases and 
negative feelings related to a religious practice that might contradict the professional’s scientific back-
ground, as to not adversely harm the patient by inadvertently neglecting other care options.

�Conclusion

There is a growing evidence to support clinicians integrating faith into clinical practice to reach treat-
ment goals, enhance adherence to medical treatments, and encourage engagement in healthy behav-
iors. It is recommended to gather a spiritual history early to guide treatment planning. Practitioners 
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face several challenges to integrating faith into their practice. Yet, research detailing the physical and 
mental health benefits associated with being religious or spiritual illustrates the powerful role faith 
can play in a client’s life. As research on this topic utilizes more complex methodological study 
designs, it is expected that evidence will more comprehensively describe the relationship between 
faith and health.
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