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From Research to Practice:

Towards an Applied Psychology of Religion and Spirituality:

Introduction to Volume 2 of APA Handbook of Psychology, Religion, and Spirituality

· Women with eating disorders in an inpatient setting who take part in a spirituality group improve more than those who participate in an emotional support group and a cognitive group (Richards, Berrett, Hardman, & Eggett, 2006).  

· A psychologist of religion regularly lectures to police and the FBI on the religious and spiritual roots of terrorism.

· A group of oncologists is trained to integrate questions about religion and spirituality as part of the initial patient interview; the program is associated with greater satisfaction with physician care (Kristeller, Rhodes, Cripe, & Sheets, 2005).  

· Pastors from African American churches are involved in a program to encourage their members to engage in healthier eating, with positive results (Resnicow, Campbell, Carr, McCarty, Wang, Periasamy et al. 2004). 

· Public school teachers and administrators participate in a two-year spiritually-based program that helps them nourish and rejuvenate themselves personally and professionally (Palmer, Jackson, Jackson, & Sluyter, 2001).  

· A faith-based community organization program in Camden, New Jersey results in a 25% drop in drug-related crime in areas in which vacant housing is targeted (Speer, Ontkush, Schmitt, Raman, Jackson, Rengert, et al., 2003). 
· Health professionals who participate in a program using spiritually based self-management tools experience significant improvements in mental health and stress levels over a 19-week follow-up period (Oman, Hedberg, & Thoresen, 2006).   
These examples are signs of an important shift in our field now underway -- the psychology of religion and spirituality is extending beyond research to encompass practice. Each of the programs above targets some aspect of religion or spirituality in an effort to promote the health and well-being of individuals, families, institutions, or communities, and each one draws upon psychological theory, research and/or professionals.

The movement from research to application is, in part, an outgrowth of the success the field is achieving as a basic science. The first volume of this APA Handbook of Psychology, Religion, and Spirituality documented the tremendous growth in knowledge about religion and spirituality that has taken place over the last fifty years. We have begun to shed new light on some of the deepest and most elusive dimensions of human functioning.  We are learning about the rich variety of religious and spiritual forms and functions, their intricate links to individual, social, and community life, and their double-sided capacity to ameliorate and add to human suffering.  True, questions continue to far outnumber answers in the field. Nevertheless, we have made significant progress toward three of the basic goals of any area of psychology:  description, explanation, and prediction. These advances have made possible the pursuit of a fourth and vital goal of the discipline – putting the knowledge from research and scholarship into practice.  

In the second volume of the APA Handbook, we introduce our readers to many of the exciting steps that are being taken toward an empirically-based applied psychology of religion and spirituality. This chapter sets the stage for the chapters to follow.  We begin with a discussion of the tensions in the field of psychology generally and in the psychology of religion and spirituality more specifically that make the integration of research and practice particularly challenging.  We then present a rationale for why it is so important to conceptualize the psychology of religion and spirituality as an applied field.  We conclude by offering a vision for an applied psychology of religion and spirituality that draws on the integrative paradigm that was introduced in Volume 1 (Pargament, Mahoney, Exline, Jones, & Shafranske). 

It is important to emphasize from the outset that an applied psychology of religion and spirituality is not the exclusive province of clinical or counseling psychology; neither does it focus exclusively on psychotherapy.  To date, the majority of the applied work in the field has occurred in the clinical realm.  Yet, as the examples above attest, there are many potential applications of the psychology of religion and spirituality that extend well beyond psychotherapy and call on the skills of many kinds of psychologists, health care professionals, educators, and social scientists, including those who see themselves as predominantly theorists and researchers.  An applied psychology of religion and spirituality, as we envision it, simply highlights the importance of putting knowledge into practice in ways that benefit individuals, families, institutions, and society. Every psychologist of religion and spirituality has a stake in this goal.
As noble as the goal of putting research into practice may sound, the process is anything but simple and straightforward.  Why might that be?

Tensions between Research and Practice in the Psychology of Religion and Spirituality
The movement from research to practice in the realm of religion and spirituality is complicated in part by the long-standing schism between the goals of research and practice that has run through the discipline of psychology as a whole. The rift runs deep, manifesting itself in several ways.   First, the professional roles of researcher and practitioner are sharply distinguished from each other. Although many psychologists were trained in the scientist-practitioner model, relatively few psychologists are fully engaged in both science and practice (Kazdin, 2008).  In fact, according to one survey of clinical and counseling psychologists who had graduated on average 18 years earlier, the modal and median number of journal articles, books chapters, and books was zero (Brems, Johnson, & Galluci, 1996). Conversely, research-oriented psychologists generally have limited applied experience.  Second, researchers and practitioners weigh potential sources of knowledge quite differently.  Researchers lend the greatest credence to well-controlled, quantitative studies of samples of the larger population which are designed to yield generalizable rules and principles of human functioning.  Practitioners, in contrast, are less concerned about general rules than the particular case – individual, couple, family, institution or community.  More relevant and convincing to the practitioner are case studies, narrative accounts, and qualitative analyses of specific people grappling with particular problems. Third, our institutions of higher education in psychology and the field of psychology itself have re-structured themselves into research/academic and applied camps.  In the last thirty years, the number of applied/professional schools of psychology awarding the practice-oriented doctorate of psychology degree (Psy. D.) has increased dramatically.  One indicator of this change is that the number of clinical Psy. D. graduates has outpaced the number of clinical Ph.D. graduates since 2003 (Finno, 2010).  Research-oriented psychologists have reacted with concern to this shift in the field. For example, the American Psychological Society was founded in 1988 by academic psychologists in response to the perception that the American Psychological Association was overly responsive to the interests of practitioners (Pickens & Fowler, 2003).
The rift between science and practice in psychology runs especially deep in the domain of religion and spirituality.  While psychologists have treaded carefully around the scientific study of religion and spirituality for many years, they have been particularly reluctant to integrate religion and spirituality into the practice of psychology. Their reluctance has several roots.  In the effort to establish itself as a hard science, the discipline of psychology avoided anything that hinted of superstition or magic (Wulff, 1997).  Religion with its appeals to the supernatural as a cause of human behavior and a remedy to human problems was off-limits. Admittedly, the picture has begun to change today.  Psychologists have started to turn their attention to practices that are deeply rooted in religious traditions, such as meditation and the virtues of forgiveness and gratitude, but they continue to tiptoe gingerly around the underlying religious and spiritual meanings of these practices (Kristeller, 2010; Walsh & Shapiro, 2006). 


It is also true that psychologists as a group are considerably more skeptical about the ontological validity of a sacred dimension than the general population in the United States.  While over 90% of Americans report that they believe in God, only 24% of clinical and counseling psychologists do so (Shafranske, 2001; see Shafranske & Cummings, Vol. 2). Perhaps as a result of their skepticism, psychologists tend to underestimate the significance of religion and spirituality in peoples’ lives.  Rather than treat these phenomena as legitimate and distinctive aspects of human functioning, they shift their focus to psychological, social, and physical processes that are presumably more basic and more “real.”  There is, from this point of view, no need to focus on religion and spirituality in practice.  

Some leading psychological figures, such as Freud and Skinner, go beyond skepticism to antagonism toward religion and spirituality, equating religious practices with pathology and discouraging psychologists from supporting this purportedly defensive way of life.  Albert Ellis 1986), founder or Rational Emotive Therapy, had this to say:  “Obviously, the sane effective psychotherapist should not . . . go along with the patient’s religious orientation, for this is equivalent to trying to help them live successfully with their emotional illness” (p. 15).  Ellis (2000) did, however, soften his uniformly antagonistic position toward religion later in his writings.  


Perhaps for the reasons cited above, psychologists are generally ill-informed about religion and spirituality, lacking the training to integrate these domains into practice, even if they were inclined to do so (Hathaway, Volume 2).  In a survey of directors of clinical psychology training programs in the United States and Canada, only 13% reported that they offered a course in the area of religion and spirituality (Brawer, Handal, Fabricatore, Roberts, & Wajda-Johnson, 2002).  Similarly, only 46% of a national sample of counseling educators felt that they were prepared or very prepared to integrate religious and spiritual issues into their teaching and supervision activities (Young, Cashwell, Wiggins-Frame, & Belaire, 2002).   We doubt that the situation is much different in other applied areas of psychology, though data are lacking. In any case, the lack of training may translate into religious and spiritual neglect in practice.  For example, most clinicians do not routinely assess the client’s religion and spirituality as part of treatment (Hathaway, Scott, & Garver, 2004). 

Skepticism, antagonism, and spiritual illiteracy are hardly ideal qualities for the practice of psychology with individuals, families, institutions, and communities that attach deep value to matters of faith. Of course, a clear separation between religion, spirituality and the science and practice of psychological is not problematic for everyone.  As one psychologist commented:  “We have no business sticking our noses into matters of personal faith.”   According to this perspective, psychology should maintain strict and clear boundaries from religion and spirituality, akin to the separation of church and state, lest the field try to manipulate or use religion as a tool to promote a particular agenda, be it secular or religious.

In sum, there are significant forces that mitigate against a psychology of religion and spirituality that is inclusive of both research and practice.  These forces have to be taken seriously and addressed directly in any effort to apply the knowledge generated from research. In the following section, we consider several reasons why it makes good sense to view the psychology of religion and spirituality as not only a science but an empirically-based applied field.  
A Rationale for an Empirically-Based Applied Psychology of Religion and Spirituality
Religion and Spirituality are Embedded in American Culture


Consider the following statistical indicators:

· Over 147 million people are members of religious congregations, and there are approximately 335,000 congregations in the United States (Lindner, 2010)
· According to the U. S. Religious Landscape Survey (2008)

· 58% of Americans report that they pray daily 

· 74% believe in life after death

· 68% believe in angels and demons

· 59% believe in hell

· 57% agree that it is necessary to believe in God to be moral and have good values.

· Four of the top ten most admired people of the 20th century were religious:  Mother Teresa, Martin Luther King Jr., Billy Graham, and Pope John Paul II (Gallup Poll, 1999)

· Despite the value of separation of church and state in the United States, there is a strong relationship between the religious beliefs of members of the U. S. Congress and their voting behavior on significant issues (Benson & Williams, 1982).
Taken as a whole, these indictors make an important point – religion and spirituality are “cultural facts” in the United States (Shafranske & Malony, 1996).  Our experience has been that many psychologists are surprised by these figures, perhaps because as noted above they themselves tend to be less religious and spiritual than the general population (see Shafranske & Cummings, Vol. 2). Yet regardless of psychologists’ own personal religious and spiritual orientations, the reality is that religion and spirituality are a part of the lives of the majority of Americans.  Shafranske (2002) put it this way:  “The religious beliefs that people hold, the rituals they use to signify human milestones such as birth and death, their expression of faith in private and public prayer, and the religiously-derived moral prescriptions and proscriptions they follow, as well as other spiritual practices, suggest the important influence of religion and spirituality” (Shafranske, 2002, p. 2).  In short, many people see the world through a sacred lens, speak the language of religion and spirituality, and traverse well-established religious pathways over the course of their lives. Practitioners can ill-afford to overlook the role of religion and spirituality, given their place in the lives of most Americans. This is more than good sense. The American Psychological Association (2002) has underscored psychologists’ ethical obligation to attend to religion and spirituality as contributors to human diversity.  Principle E of the APA ethics Code states, “psychologists are aware of and respect cultural, individual, and role differences,” (including religion) and “consider these factors when working with members of such groups” (p. 1063).  
Religion and Spirituality can be a Source of Solutions to Problems
Religion and spirituality are not only cultural facts; many people regard them as significant sources of solutions to problems.  In times of greatest stress, people often turn first and foremost to their faith for help.  For instance, following the September 11 terrorist attacks, 90% of a random sample of people drawn from across the United States said they coped with these attacks by turning to religion (Schuster, Stein, & Jaycox, 2001).  This finding is not unusual.  Studies of combat veterans, divorcees, widows, physically abused spouses, parents of children with disabilities, and the medically ill consistently show that people frequently seek and find help from their religion in coping (Pargament, 2011).  More rigorous studies have also yielded positive links between religion and spirituality with physical and mental health.  In the most extensive review of this literature to date, Koenig, King, and Carson (2012) found that, in the majority of studies, religious involvement was associated with a number of indicators of better mental health, including life satisfaction, marital stability, happiness, social support, less depression and anxiety, lower rates of suicide, and lower rates of substance abuse.  In the physical health domain, they concluded  that religious and spiritual people are on average “physically healthier (less cardiovascular diseases, better immune and endocrine functioning, perhaps less cancer and better prognosis, and greater longevity overall)” (pp. 601-602).       

    It could be argued that religious and spiritual resources are merely manifestations of more basic secular resources clothed in sacred garb.  From this perspective, the support individuals feel from God is simply an expression of social support, religious beliefs are just another way of making meaning out of life, and religious and spiritual coping is only one among many ways to deal with the crises of living.  Because religion and spirituality are not in any way distinctive, the argument goes, there is no need to pay particular attention to them in efforts to understand or improve the human condition.  
In contrast to this argument, there is evidence that religion and spirituality represent distinctive resources at multiple levels -- individual, institutional, and community (Pargament, Volume 1).  For example, empirical studies have shown that various religious and spiritual beliefs and practices, such as support from God and congregation members, contribute to individual health and well-being even after the effects of general social support and coping activities are taken into account (Gall, 2006; Krause, 2006). At the institutional level, religious congregations have a distinctive access to minority, marginalized, and disadvantaged groups.  Furthermore, the average citizen is more likely to look to help from clergy than from other professionals, including physicians, psychologists, social services agencies, attorneys, and marriage counselors (Chalfant et al. 1990).  These are good reasons to locate health prevention and promotion programs within settings or to collaborate with religious communities in this kind of programming (see Allicock et al., Vol. 2; Maton et al., Vol. 2; Plante, Vol. 2).  Communities also benefit from the special power of religiously-based philanthropy.  On average, the most secular one fifth of Americans gave $1000 to charity annually; the most religious one fifth of Americans gave $3000 to charity annually (Campbell & Putnam, 2010).
What makes religious and spiritual resources special?  We suggest that the distinctiveness of these resources grows out of their sacred character.  Religion and spirituality are vitally concerned about the sacred as an ultimate end in life and as a pathway to reach this destination (see Pargament, Mahoney, Exline, Jones, & Shafranske, Vol. 1). With respect to the ultimate goals of living, religion and spirituality provide many people with an overarching, organizing vision for their lives.  This vision often takes the form of a set of virtues and vices that prescribes what people should and should not strive for, who they should and should not be.  These virtues and vices are not simply a set of moral standards; imbued with divine significance and qualities they become sacred, set apart and elevated above other values.   And empirical studies suggest that people who have a stronger sacred vision for their lives experience the benefits of greater purpose and meaning, fewer goal-related conflicts within themselves, and greater investment in the pursuit of their strivings (Emmons, Cheung, & Tehrani, 1998; Mahoney et al., 2005).   
Religion and spirituality also offer people a set of pathways or tools to reach their destinations, tools that are especially tailored to the struggle with human limitations and finitude.  As anthropologist Clifford Geertz (1968) wrote, “The events through which we live are forever outrunning the power of or ordinary, everyday moral, emotional and intellectual concepts to construct them, leaving us, as a Javanese image has it, like a water buffalo listening to an orchestra” (p. 101).  While psychology in the U. S. tends to respond to these events by encouraging a greater sense of control, religion and spirituality suggest a different set of solutions to problems that push us beyond our limits.  These solutions involve a lexicon relatively unfamiliar to psychologists until recently (Pargament, 1997).  We hear words such as “suffering,” “surrender,” “transcendence,” “transformation,” “love,” “compassion,” and “forgiveness” that speak more to acceptance and hope than mastery and control.  The value of this way of thinking about people, problems, and solutions is borne out by research studies which have shown that religious and spiritual involvement is especially helpful to people with limited resources (e.g., minorities, elderly, impoverished) dealing with uncontrollable life situations (e.g., major illness, death of loved ones, accidents, natural disasters) (Pargament, 1997, 2011).  Of course, there is no need to choose between solutions that emphasize control and those that emphasize acceptance and forbearance.  Problems in living generally contain elements of both controllability and uncontrollability.  With their focus on human frailty and finitude, religious and spiritual resources provide an important complement to those control-oriented strategies often advocated by the larger field of psychology.  It is encouraging to see that the field has begun to expand its focus to include religiously and spiritually-based constructs, as witnessed in the rise of positive psychology, mindfulness, meditation, and acceptance-based psychotherapies (Shafranske, 2002).  However, a great deal more work is needed to integrate religious and spiritual resources more fully into our attempts to foster health and well-being.  
Religion and Spirituality can be a Source of Problems 
In the past, psychologists have often stereotyped religion and spirituality as defensive, head-in-the-sand approaches to dealing with the world, fueled by the desire to avoid the painful confrontation with reality.  Empirical studies, however, have indicated that these stereotypes are just that, stereotypes (Pargament & Park, 1995).  Certainly we can find examples of religious and spiritually-based defensiveness and passivity, but more often than not religion and spirituality are tied to active problem solving and engagement with the world.  

Nevertheless, it is true that religion and spirituality can be problematic at times.  As psychologist Paul Pruyser (1977) noted, there is a “seamy” side to religion.  Extremism, interpersonal conflict, prejudice, hypocrisy, dependence, guilt, passivity, denial, depression, and anxiety all have their religious and spiritual roots (see Zinnbauer, Volume 2). Moreover, religion and spirituality can create their own special brand of tensions and conflicts, including struggles over sacred matters with God, with other people, and within oneself (see Exline, Volume 1). The American Psychiatric Association recognized religious and spiritual problems in the 1994 DSM-IV which introduced “Religious or Spiritual Problem” as a new V code, “including distressing experiences that involve loss or questioning of faith, problems associated with conversion to a new faith, or questioning of other spiritual values which may not necessarily be related to an organized church or religious institution” (American Psychiatric Association, 1994, p. 685).

Religious and spiritual problems are not rampant, but they are not uncommon either.  According to a survey of 5,000 university students, 25% reported that they had experienced considerable distress related to religious or spiritual concerns (Johnson & Hayes, 2003).  In another study of medically ill patients, 20% described moderate to high levels of religious and spiritual struggle, marked by feelings of anger, abandonment, or punishment in relation to God (Fitchett et al., 2004).   
Religious and spiritual problems are important, in part, because they can lead to other psychological, social, and physical problems. One of the largest areas of study relevant to this topic involves religious and spiritual struggles (for a review see Exline, Volume 1).  Struggles have emerged as predictors of increases in distress and emotional problems and declines in physical health status.  Religious and spiritual struggles have even been tied to greater risk of mortality among medically ill elderly patients (Pargament, Koenig, Tarakeshwar, & Hahn, 2001).  Many of these effects are robust across various subgroups (e.g., race, socioeconomic status, gender).  Furthermore, religious and spiritual struggles are typically stronger predictors of distress than standard measures of religiousness, such as frequency of church attendance and prayer (Ellison & Lee, 2010). 
Religious and spiritual problems are also important in and of themselves to many people.  Hathaway, Scott and Garver (2004) argued persuasively that problems in the religious and spiritual domain are clinically relevant and coined the term clinically significant religious/spiritual impairment  to describe “a reduced ability to perform religious/spiritual activities, achieve religious/spiritual goals, or experience religious/spiritual states because of a psychological disorder” (p. 97).  In this vein, McConnell et al. (2006) examined the links between various forms of psychopathology and religious and spiritual struggles through a national survey, and found that several indicators of serious psychological problems (anxiety, phobic anxiety, depression, paranoid ideation, obsessive–compulsiveness, somatization) were associated with higher levels of spiritual struggle after controlling for religious and demographic variables. Although the findings can be interpreted in different ways, McConnell et al. note that “like a physical illness, psychological symptomatology may challenge the individual’s spiritual worldview, resulting in significant turmoil about spiritual matters” (p. 1480).   
Religious and spiritual problems are not restricted to individuals.  Religious and spiritual tensions and conflicts occur between as well as within people.  Moreover, these conflicts within couples, family members, institutions, communities, and cultures are all-too-often marked by exceptional power and passion.  Perhaps this should not be altogether surprising; these conflicts are, in part, about sacred matters, values of deepest importance to people.  Unfortunately, the sacred dimension of interpersonal conflicts has been frequently overlooked. This is a big oversight.  In his book evocatively entitled, “Blood that Cries Out from the Earth:  The Psychology of Religious Terrorism,” James Jones (2008) argues that we are unlikely to arrive at an effective response to this problem of our age until we develop a deeper understanding of “what is at stake religiously and spiritually” for groups involved in terrorism (p. 6). 

Whatever their form, religious and spiritual problems are a source of significant personal, social, and cultural pain and suffering in the world today. These problems call for a response, one that should be informed by research and practice in the psychology of religion and spirituality.  
People are Interested in Spiritually Integrated Approaches to Improving the Human Condition

The lack of attention to religion and spirituality in psychological efforts to create change does not appear to stem from widespread disinterest on the part of those psychologists serve.  According to the 2000 National Survey of Americans on their attitudes toward spiritual values and beliefs in treatment, 83% reported that spiritual faith and religious beliefs are closely tied to their state of mental and emotional health, and 75% said it is important to see professional counselors who integrate their values and beliefs into counseling (American Association of Pastoral Counselors Samaritan Institute Report, 2000).   Conversely, concerns about the openness of mental health professionals to spirituality was the second most common reason for not seeking out help from this group;  15% said that they “fear that [their] spiritual values and beliefs may not be respected and taken seriously.”  These fears were especially pronounced among African Americans and devout Evangelicals.  Other surveys of individuals dealing with physical and emotional problems point to the same conclusion – a majority of  people would like to see religion and spirituality integrated into their treatment in a sensitive and respectful fashion (e.g., Lindgren, & Coursey, 1995; Stanley et al., in press).    

Going beyond the realm of counseling and health care, are people interested in a more spiritually integrated approach to other areas of life?  Data are lacking here.  But there are signs of growing interest, many of them documented in the chapters in this second volume.  New attention is being given to how institutions of higher education help students address the bigger questions of life (Bryant, Vol. 2), how correctional institutions can draw on the religious and spiritual needs and interests of inmates to promote change (B. Johnson, Vol. 2), and how work settings can become more religiously and spiritually sensitive to an increasingly diverse workforce (Carroll, Vol. 2).  It appears that many groups within many contexts would welcome an applied psychology of religion and spirituality.    
Spiritually Integrated Interventions have Shown Promising Results


In this age of evidence-based care, the question arises whether spiritually integrated interventions are, in fact, effective.  Although research relevant to this question is still in its early stages of development, the findings suggest that spiritually integrated treatments are more effective than control conditions and as effective as other secular treatments (see Paukert et al., in press; Smith, Bartz, & Richards, 2007; Worthington et al., Vol. 2). To take one example,  Avants, Beitel, and Margolin (2005) developed and evaluated Spiritual Self-Schema (3-S) therapy to help drug dependent and HIV-at risk people access their higher “spiritual self” through the development of spiritual and religious resources rooted in Buddhist principles. Working with treatment-resistant cocaine and opiate-dependent clients, they found that 3-S therapy was tied to significant decreases in the use of illicit drugs, according to both self-report and drug-free urines, and shifts from an “addict self” to “spiritual self” schema, as measured by a computerized reaction time task.  
Spiritually integrated treatments have outperformed secular therapies in some instances (e.g., Azhar & Varma, 1995; Wachholtz & Pargament, 2008).  For example, Richards, Berrett, Hardman, and Eggett (2006) studied women with eating disorders in an inpatient setting and compared the effectiveness of a spirituality group with a cognitive behavioral group and emotional support group.  While all three groups showed positive changes over the course of treatment, the spiritual group manifested significantly more improvement in eating attitudes and spiritual well-being, and significant greater reductions in symptom distress, social role conflict, and relational distress. In comparison to secular treatments, spiritually integrated therapy generally results in more gains on spiritual outcomes (Worthington, Hook, Davis, & McDaniel, 2011).
It is important to note that the distinction between a spiritual and secular intervention can become murky.  A finding by Rye and colleagues (2005) is relevant here.  They compared the effectiveness of religious and secular forgiveness groups and found that the two groups were equally effective in fostering forgiveness among former spouses.  However, when the participants were asked about the resources that helped them move to forgiveness, two of the three most common resources among secular group members were spiritual in nature (e.g., “I asked God for help and/or support as I was trying to forgive.”)  The secular intervention was not, in fact, purely secular.  Religious beliefs and practices were at play in the background.  This phenomenon may be operative in other secular treatments, a point supported by a few evaluative studies in which secular therapies have resulted in changes in religious and spiritual outcomes (e.g., Tisdale et al., 1997).  Findings such as these raise the intriguing, but as yet untested, possibility that spiritual factors are an active ingredient in the change that takes place in secular treatments.

Psychotherapy is not the only tool of applied psychology.  However, looking at interventions outside the realm of psychotherapy, evaluative research pertinent to religion and spirituality is relatively meager. There is at least some evidence, however, that psychosocial approaches to change are equally or more effective when they are spiritually integrated.  For instance, Maton and Seibert (1991) evaluated a community-based program, RAISE (Raising Ambition Instills Self Esteem), designed to provide academic and social support and mentoring to inner-city youth over a seven-year period.  The researchers compared the effectiveness of church-based mentors to mentors from other community organizations, and found that church-based mentors were more likely than non-church mentors to maintain a longer-term relationship with their students. Furthermore, students served by church mentors manifested greater academic improvements.  A few studies have also shown that health education and physical illness prevention programs implemented in African-American churches are more effective when the messages and resources in the programs are spiritually integrated (see Allicock, Vol. 2).  
In short, there are some solid empirically-based reasons why the psychology of religion and spirituality has begun to move beyond research to include practice:  religion and spirituality are cultural facts; they are sources of solutions to problems and at times problems in and of themselves; people are looking for spiritually integrated approaches to change; and, evaluations of spiritually integrated interventions are showing promising results.  As Shafranske (2005) has noted, this “confluence of developments is leading to the emergence of an applied psychology of religion and spirituality” (p. 496).  In the section below, we envision this applied field through the lens of our integrative paradigm that was introduced in the first volume (see Pargament, Vol. 1).
Envisioning an Applied Psychology of Religion and Spirituality

Linking Theory, Research, and Practice
Psychologists are not the only group interested in bettering the world.  Police, clergy, real estate agents, waiters, beauticians are just a few of the many other occupations that serve others.  What distinguishes the practice of psychology from other approaches to change is its grounding in the methods of science.  By science, we are referring to a set of methods that provide some degree of check on our personal biases, allow for the possibility of disconfirmation of our expectations, and are systematic enough to enable others to follow in our footsteps and replicate our work.  As one of our mentors put it: “Other people can be every bit as sensitive, compassionate, wise and helpful as psychologists in the work they do.  But only psychologists can tell you how to do what they do.  Only psychologists can tell you how they got there.” It follows that when the practice of psychology is disconnected from its scientific foundations, it becomes less a distinctively psychological approach to change.  And an applied psychology that has lost its scientific moorings is particularly problematic in the context of the rising demand for evidence-based approaches to psychological care (APA, 2006).   

Research and practice can, in fact, inform and enhance each other.  On the one hand, empirical studies can lead directly to much-needed programs in the community.  Aten and his colleagues (2011) provide a nice illustration of this point in their participatory research program with African American clergy in south Mississippi one year after Hurricane Katrina.  The researchers conducted qualitative interviews with the clergy to assess their needs for training in disaster mental health.  These interviews were systematically analyzed using grounded theory and the constant comparative method of Glaser and Strauss (1967).  The findings led to the development of outreach and training programs to help clergy, leaders, and congregation members identify signs of psychological distress, provide psychological support, develop self-care methods, and access local and national mental health resources.  In addition, the findings spurred the development of a website to help prepare religious leaders and religious communities to respond to the spiritual and mental health needs of the community in times of disaster.  

On the other hand, psychological practice can facilitate theory and research.  Arguably the most significant theoretical contributions to psychology of the 20th century – those of Freud and Piaget – did not grow out of empirical research but rather out of keen observations of individuals.  Observation, case studies, and interviews continue to be rich sources of questions, ideas and information that can translate directly into more systematic study.  For example, a number of empirically useful measures of religion and spirituality have been generated not from larger theories, but inductively (i.e., “bottom-up”) from interviews with various groups, including elders (Krause, 1994), ethnic minorities (Krause & Bastida, 2009), and people coping with major life stressors (Pargament, Koenig, & Perez, 2000).  

There is, in short, a vital link between research and practice.  In fact, it has been argued that some forms of research are a type of practice -- a way of responding to community needs, a way of  solving personal problems, a tool for social action, a way of enhancing the decision making process, and a way to give greater voice to people (Price & Cherniss, 1977).  


The psychology of religion and spirituality has work to do before it realizes this more integrated vision of theory, research, and practice.  To progress in this direction, theory must be understood as not simply an end in itself but as a means of ultimately advancing the human condition.  Theorists who give some consideration to the practical implications of their conceptual work are more likely to produce practically relevant theories (see Volume 1 for illustrations).  Researchers for their part could take several steps to increase the likelihood that their findings will be applied:  (1) move beyond general studies of religion and spirituality to focused studies of specific forms of religion and spirituality as they relate to specific aspects of human functioning within specific cultures and contexts; (2)  broaden the repertoire of research methodologies to encompass approaches that can be easily translated into practice, such as needs assessments, program evaluation, N of 1 designs, idiographic methods, and qualitative designs; and (3) disseminate research findings beyond professional journals by translating this knowledge into user-friendly language and channeling it back to the larger community through general media and public forums. Finally, practitioners should recognize the critical role they can play in the research enterprise.  By virtue of their grass roots experiences, they are uniquely positioned to generate hypotheses that can be put to more formal empirical test. Practitioners are also in the best place to field test the findings gleaned from scientific study.  And practitioners can also engage in important empirical research of their own through N of 1 designs and qualitative methods (see N. Murray-Swank, Vol. 2).  
Building Bridges with Mainstream Science and Practice

In spite of the advances that have been made in the field, the psychology of religion and spirituality remains marginalized within the social sciences and applied psychology. The integrative paradigm underscores the importance of creating stronger linkages between the psychology of religion and spirituality and mainstream social science and practice.  Promising work is underway in this direction.  A number of theorists have elaborated on the practical therapeutic implications of mainstream psychological theories for religion and spirituality.   The two volumes of the APA Handbook highlight many of these theories, including social learning theory (see Oman, Vol. 1), psychodynamic theory (see Corbett, Vol. 2, Shafranske, Vol. 2), cognitive behavioral theory (see Tan, Vol. 2), family systems theory (Walsh, Vol. 2), and stress and coping theory (see Gall, Vol. 1).   Practitioners have also begun to apply mainstream models of intervention that go beyond traditional psychological treatment.  These innovations include applications of premarital education to Christian and Jewish couples (Markman, Renick, Floyd, Stanley, & Clements, 1993), motivational interviewing methods to improve the dietary habits of Black church members (Resnicow et al., 2001), organizational development theory for congregational development (Pargament et al., 1991), and empowerment theory for substance abuse prevention programs within churches (Roberts & Thorsheim, 1987).   

The relationship between mainstream social science and the psychology of religion and spirituality should be a two-way street.  Although our field has much to gain by integrating the contributions from mainstream social science, the psychology of religion and spirituality can make significant contributions to theory and practice in mainstream science.   It is difficult to imagine how psychologists could achieve a comprehensive understanding of many of the most important topics of our time – from terrorism, trauma, and resilience to virtues, consciousness, and community – without attending to religion and spirituality.  In fact, we believe that any psychological perspective on these phenomena that overlooks religion and spirituality is incomplete.  

In some instances, the psychology of religion and spirituality can help extend or even correct mainstream psychological theory and research.  Research in the area of locus of control provides a case in point.  Classic theory in this domain has distinguished between two loci of control (e.g., Rotter, 1990):  internal control in which individuals perceive themselves as the authors of their own lives, and external control in which people perceive themselves shaped by outside forces, such as luck or powerful others.  A substantial body of research has pointed to the health benefits of an internal over an external locus of control.  Research from the psychology of religion and spirituality, however, suggests that the distinction between control by self and control by external forces overlooks a third possibility – control through a relationship.  This latter type of “interactional control” is nicely illustrated by the individual’s perceived relationship with the divine.  Empirical studies have pointed to important mental health advantages among people who feel that their lives are shaped through a partnership with God in which both the individual and God share control (Pargament, Kennell, Hathaway, Grevengoed, Newman, & Jones, 1988).  Similarly, as stated above, the psychology of religion and spirituality provides needed balance to the emphasis in Western psychology on mastery, self-determination, and control by highlighting human processes that help people come to terms with their limitations and finitude (see T. Johnson, Vol. 2; Rye, Vol. 1; Sandage & Moe, Vol. 1; Tsang, Vol. 1). 

More practically, there are many applications of religious and spiritual knowledge that could broaden and deepen psychological approaches to change.  For example, Murray-Swank has developed a spiritually integrated approach to treating women who have experienced sexual abuse (N. Murray-Swank, Vol. 2).  Her work rests on the recognition that sexual abuse victims are often profoundly shaken spiritually.  No longer can they assume that their world is safe, that others are trustworthy, that good behavior is invariably rewarded, and that they can count on a divine being for protection.   Murray-Swank addresses these spiritual injuries directly and initiates a process of repair by drawing on their psychological, social, and spiritual resources.  Practitioners have begun to apply religious and spiritual knowledge in other domains as well, such as training oncologists to conduct spiritual assessments in their diagnostic interviews (Kristeller, Rhodes, Cripe, & Sheets, 2005).  
Exciting as these programs are, the jury is still out on their effectiveness. As noted earlier, a few studies have demonstrated the “value-added benefits’ of integrating a religious and spiritual dimension into practical interventions, but research on this vital topic is just beginning.  It will be important to evaluate whether spiritually integrated approaches to change improve outcomes defined not only by traditional psychological, social, and physical measures but by the willingness of participants to engage in and remain in these programs.  
Attending to the Varieties of Religion and Spirituality


The integrative paradigm underscores the rich, varied character of religious and spiritual life.  As we noted in the first volume (Pargament et al., Vol. 1), religion and spirituality are varied in three important respects.  First, they are multidimensional.  Part of the power of these phenomena lies in their capacity to respond selectively to the needs and temperaments of different people. Through religion and spirituality, people can opt to follow or construct many pathways – traditional and nontraditional – to many significant destinations.  Those who prefer an intellectual pathway can engage in scriptural study or scientific research. Those who prefer an action-oriented pathway can take part in traditional ritual practices or creative expressions, such as writing poetry or quilting.  People drawn to an experiential pathway can engage in mantra meditation or seek out transcendence in the quiet solitude of nature.  And those who prefer a relational pathway can find satisfaction from shared worship or loving ties with families and friends.  


Second, religion and spirituality are multi-valent. On the one hand, they provide people with sources of strength, resilience, and solutions to problems.  On the other hand, they can be sources of problems in and of themselves, adding to human pain and suffering. 


Third, religion and spirituality are multi-level. Even though the vast majority of work in the psychology of religion and spirituality has focused on individuals, these processes are also expressed by couples, families, institutions, communities, and cultures. Each of these levels of expression, as well as the links between them, deserve attention. 


The multidimensional, multi-valent, and multi-level nature of religion and spirituality create a tremendous number of possibilities for change, possibilities that include but go well beyond traditional individual psychotherapy.  Consider a few of the examples drawn from a fascinating array of new programs, some described in greater detail in the second volume of the APA Handbook.   

·  
Rosmarin et al. (2010) implemented a novel, spiritually integrated Internet-based treatment for subclinical anxiety among individuals in the Jewish community.  The two-week program drew on classic Jewish sources to facilitate trust in God among participants.  Those in the spiritually integrated treatment reported large to moderate improvements in stress, worry, intolerance of uncertainty, positive religious coping, and mistrust in God.  Moreover, participants in the spiritually integrated treatment showed greater improvements overall than those in progressive muscle relaxation and waiting list control groups. 
·     Fincham, Lambert, and Beach (2010; see Fincham, Vol. 2) conducted a well-designed set of studies on the effects of prayer on infidelity among couples in romantic relationships. Couples who prayed for each other were less likely to engage in emotional and physical infidelity, even after controlling for baseline infidelity and relationship satisfaction. Furthermore, praying for one’s partner had stronger effects on infidelity than undirected prayers and thinking positive thoughts about one’s partner.  The effects of praying for partners were mediated by perceptions that the romantic relationship was sacred.       
·     As part of the U. S. Army’s Comprehensive Soldier Fitness program, Pargament and Sweeney (2011) developed an educational, computer-based program designed to enhance the spiritual resilience of soldiers before they encounter serious problems.  The Spiritual Fitness initiative focuses specifically on cultivating the human spirit through resources such as rituals, spiritual support, meaning-making, and contemplation/meditation. The program is unusual in its strength-building, preventive focus and its ambitious effort to create cultural change in the Army.

These are a few of the exciting possibilities for prevention, education, and treatment that grow out of an appreciation for the rich and varied character of religion and spirituality.  Although this area of work is early in its development, two types of spiritually integrated interventions appear to be emerging:  spiritually integrated efforts that are geared to the needs of specific religious groups (i.e., religiously accommodative programs), and spiritually integrated efforts that are designed to appeal to people with diverse religious and spiritual backgrounds and orientations (i.e., spiritually generalized programs).  Each type of intervention may have its own strengths and limitations, but both are likely to have an important place in the applied psychology of religion and spirituality. 
Attending to the Sacred Dimension of Clients, Change Agents, Change Process, and Context of Change

Our integrative paradigm underscores the distinctive potential of religion and spirituality for efforts to advance the human condition.  After all, no other human phenomena have as their central focus the sacred.  Within an applied psychology of religion and spirituality, researchers and practitioners must attend to the ways the sacred dimension can be a part of each of the basic building blocks of change, or the “four C’s”:  clients, change agents, change process, and change context. Because we have already emphasized the varieties of sacred expressions among potential clients, we focus on the latter three C’s below.    
Change Agent.  Psychologists and other helping professionals are rarely neutral when it comes to religion and spirituality.  Atheists may have feelings about religion that are every bit as impassioned as those of the most devout believer.  This does not disqualify the atheist from working effectively with religious or spiritual clients, just as deep religious commitment does not disqualify the psychologist from working with clients who are atheists.  In this vein, Propst and her colleagues (1992) studied the efficacy of religious and nonreligious cognitive-behavioral therapy for religious people who were clinically depressed.  Interestingly, the greatest improvement was shown by patients treated by nonreligious therapists offering religious cognitive-behavioral therapy.  A modest degree of value dissimilarity, Propst et al. suggest, may in fact facilitate treatment.     
What is unacceptable on the part of change agents is spiritual intolerance.  Intolerance can manifest itself through an attitude of rejectionism to any expression of religiousness and spirituality (Pargament, 2007).  One therapist revealed this attitude in response to a bereaved mother who described a visitation by her dead child:  “Well, you’ve healed enough that you don’t need that any more” (Brotherson & Soderquist, 2002, p. 77).  Intolerance can also be shown through an attitude of exclusivism which rejects all expressions of religion and spirituality other than those the change agent holds to be ultimately true.  It is important to add that exclusivism is not restricted to any particular stance toward religion; the nontraditional spiritually oriented therapist can be as exclusivist as the traditional religious therapist. Both forms of intolerance, rejectionism and exclusivism, are inconsistent with the “Guidelines for providers of Psychological Services to Ethnic, Linguistic, and Culturally Diverse Populations” of the American Psychological Association:  “Psychologists [should] respect clients’ religious and/or spiritual beliefs and values, including attributions and taboos, since they affect world view, psychosocial functioning, and expressions of distress”(p. 46).
Equally unacceptable is spiritual illiteracy by the change agent. Earlier, we noted that only a small percentage of psychologists receive any formal training in the area of religion and spirituality (e.g., Brower et al., 2002).  Thus, many change agents may be unaware of the diversity of religious and spiritual pathways and destinations, unappreciative of diverse religious traditions, and unfamiliar with the extensive empirical literature in the psychology of religion and spirituality.  Although practitioners do not have to be experts in this area, they should be aware of their own limitations, knowledgeable about external resources, and willing to seek out additional education and training (see Hathaway, Vol. 2).  
In the place of intolerance and illiteracy, applied psychologists of religion and spirituality should demonstrate openness, authenticity and self-awareness (Pargament, 2007).  Practitioners must communicate a genuine respect for the variety of ways people understand and approach the sacred. This is not to say that every religious and spiritual pathway and destination should be affirmed.  As we have stressed, not all pathways and destinations are created equal; some are clearly destructive and have to be addressed.  However, this conversation should unfold within a larger milieu of sensitivity and respect for the client’s core values and ultimate right to choose his/her own direction in life, even if those choices would not be those of the change agent. The challenge for change agents is to deal with the tension between the need to affirm diverse ways of being human and the need to live consistently and authentically within one’s own system of values.  Self-awareness is a prerequisite to dealing successfully with this tension.  The ability to identify one’s own blind spots, vulnerabilities, biases, strengths, and values in the religious and spiritual realm offer some protection against the twin dangers of coerciveness and inauthenticity.  In preliminary practice guidelines, Division 36 of the American Psychological Association has underscored the need for self-awareness among change agents: “Psychologists strive to be self-aware of their own perspective, attitudes, history, and self-understandings of religion and spirituality.  Psychologists should be mindful of how their own background on religious/spiritual matters might bias their response and approach to clients of differing background” (Hathaway & Ripley, 2009, p. 48).  

Change Process.  There is a spiritual dimension to the relationship between client and change agent, whether or not it is recognized and articulated in treatment (Pargament, 2007).  The partners in this relationship meet not only as psychological, social, and physical beings, but spiritual beings as well. And through the process of change, spirituality can be affected, even when it is not an explicit focus of the intervention.  For example, Tisdale and her colleagues (1997) evaluated the effectiveness of a secular inpatient treatment that included individual, group, milieu, and psychotropic interventions.  As expected, the treatment program produced improvements in measures of personal adjustment.  Surprisingly, however, the program also resulted in more positive images of God among the patients. Similarly, in a study of women undergoing treatment for eating disorders in an inpatient program, improvements in spiritual well-being went hand in hand with improvements in body image, better attitudes toward eating, and reductions in psychological symptoms and relational conflict (Smith, Hardman, Richards, & Fischer, 2003).

The process of change takes on a sacred character in many ways:  when religious and spiritual resources are accessed in treatment, when the conversation focuses on religious and spiritual problems, concerns, and struggles, and when the relationship between client and change agent itself becomes imbued with sacred qualities.  This latter notion that the relationship between client and practitioner can become sacred may sound a bit strange, and yet clinicians have used sacred language, akin to Martin Buber’s (1996) I-Thou relationship, to describe their connection with clients. They have talked about the feeling that a moment in treatment is transcendent or extraordinary, the experience of a deep interconnectedness or a “meeting of souls” between client and practitioner, a sense of being part of something larger than oneself in the helping relationship, feelings of inspiration and grace in the relationship, and the experience of moving beyond the surface to a deeper more ultimate truth (Lomax, Kripal, & Pargament, 2011; O’Grady & Richards, 2010; West, 2000). 
Studies of the spiritual dimension of the helping relationship represent a promising direction for further research.  Empirical studies have shown that the helping alliance may account for as much as 50% of the variance for treatment effects (Horvath, 2001); perhaps the spiritual dimension of this professional relationship represents a vital contributor to these effects.     
Context of Change.  Clients do not seek out help as isolated beings.  They carry a larger context along with them into the helping relationship.  The context consists of many ingredients – gender, ethnicity, age, family, friends, congregation, community, and culture.  Religion and spirituality are a part of this context as well, adding distinctive character and flavor.  
This larger context is relevant to everyone, even those who define themselves as “spiritual not religious.” It has been argued that the spirituality of today has emerged from a cultural context that encourages the privatization of spiritual experience (Wuthnow, 1998). Spirituality unfolds in this field of larger forces; this point holds true even for clients who are unaware of these forces or explicitly reject them.  A context that has been rejected by a client plays as critical a role in spirituality as the context that is accepted. 
An appreciation for context by change agents is vital because the same religious and spiritual beliefs and practices can have very different meanings when set against different contextual backgrounds.  For instance, commitment to a conservative Christian religious worldview and community will be experienced quite differently by heterosexuals than by gays and lesbians (see Fontenot, Vol. 1).   Whether Protestants, Jews, and Catholics grow up in neighborhoods in which they are part of a religious majority or minority can color the development of their identity and self-esteem in distinctive ways; high school students raised in religiously dissonant neighborhoods report lower levels of self-esteem and greater anxiety and depressive affect than those reared in religiously consonant neighborhoods (Rosenberg, 1962). A conversion experience may unfold very differently for men and women (Mahoney & Pargament, 2004); both genders re-organize their lives around the sacred, but the transformation for men may be more likely to involve a shift away from pride, while conversion for women may involve a shift away from self-abnegation.  
It is important to add that contexts are as rich and diverse as individuals.   For example, though religious traditions shape people in varying ways, it is a misnomer to speak of “the” Christian, “the” Jewish, or the “Hindu” client, for there is remarkable contextual diversity within each of these and other major faiths (Lovinger, 1996).    
Efforts to help clients that overlook their larger context are unlikely to be successful.  For example, mental health professionals occasionally face difficult diagnostic questions about clients who present with unusual beliefs and perceptions.  Are the clients experiencing delusions and hallucinations signaling serious psychopathology, or are they expressing religiously or culturally based beliefs and perceptions (Gellerman & Lu, 2011)? What may appear to be a disturbed way of thinking or perceiving the world to an outsider may turn out to be quite ordinary within a particular religious subgroup.  In this vein, Miller and Kelley (2005) note: “In some African communities, a person would be considered insane not to believe that the spirits of the dead actively influence an individual’s life” (p. 471).  The critical diagnostic questions here cannot be answered by appealing to ontological criteria; after all, psychologists are not in a privileged position to speak to the ultimate truth of any set of religious beliefs or practices.  Rather, assessment is made in part by evaluating the client’s beliefs and perceptions against the backdrop of his or her larger social, cultural, and religious context. 
Similarly, practitioners interested in reaching out to religious congregations and their members are likely to be far more effective when they build sensitivity to the larger context into their interventions.  In fact, congregational support is a prerequisite for psychological programs geared to members of religious communities (Winett et al., 2007).  Furthermore, programs designed to encourage better health practices in religious congregations have proven to be more effective when the interventions are tailored to the distinctive needs and resources of the congregations, leaders, and members (Allicock et al., Vol. 2).  These findings highlight the need for programs that are sensitive to the context of change.  It is especially important to recognize that religious institutions are not social service agencies or mental health centers.  Although they serve their members in many ways – psychologically, socially, and physically -- religious systems are first and foremost oriented toward the sacred; as such, they have missions, structures, theologies, resources, and histories that distinguish them from any other setting (Rappaport, 1981).  As Scheie (1991) put it: “They [religious systems] have institutional memories that go back hundreds or thousands of years, and a future vision that stretches to eternity” (p. 75). 
Future Directions, Future Challenges
In this chapter, we have presented a rationale for an applied psychology of religion and spirituality.  In fact, our field is making important strides in this direction, and is now arguably approaching the necessary and sufficient conditions for an applied psychology of religion and spirituality articulated by Shafranske (2002):  demonstrations of significant ties between religion/spirituality and health; evidence of the practical efficacy of spiritually integrated interventions; theoretical breadth; and educational and training activities. We have suggested that an applied field will move forward with greater coherence and effectiveness if it is guided by an integrative paradigm that (1) links theory, research, and practice; (2) builds bridges with mainstream theory and practice; (3) recognizes the varieties of religion and spirituality; and (4) attends to the sacred dimension of clients, changes agent, and the process and context of change.  There are, however, several challenges we will face as the field moves from research to practice. 

First, perhaps more than any other domain of human functioning, religion and spirituality are deeply emotional topics. This should come as no surprise. We are, after all, talking about sacred matters, issues of greatest value to people. As we have stressed, it is hard find anyone who is neutral about religion and spirituality, including those who have disengaged from these spheres of life, including researchers and practitioners themselves. Newcomers to this area of study and practice should be aware of the tremendous emotionality of the field they are entering. They should be ready to face misunderstanding, stereotypes, and strong reactions among not only the general public but also fellow psychologists, social scientists, and health care professionals. To work effectively in this area, researchers and practitioners have to cultivate an exquisite sensitivity to the place of religion and spirituality in people’s lives.  For psychologists interested in collaborating with religious and spiritual individuals and communities to study and promote health and well-being, it is particularly important to remember that, for many people, religion and spirituality are not simply ways to attain greater meaning, peace, comfort, connectedness, and health; they are values in and of themselves, values of profound significance that supersede all other goals.
Second, when moving from research to practice, psychologists will have to grapple with the complexities of religion and spirituality. These are multi-dimensional, multi-level, and multi-valent phenomena that can be a part of every aspect of change. Difficult issues are commonplace in efforts to integrate greater sensitivity to religion and spirituality into an applied psychology (see Yarhouse et al., Vol. 2).  For example, challenges are likely to arise in the application of both types of spiritually integrated interventions:  religious accommodative treatments and spirituality generalized treatments.  In the case of religious accommodative therapy, the therapist is explicit about working within a particular religious frame of reference to facilitate change.  What happens, however, if the client wants to explore other religious groups, switch faith commitments, or disengage from religious pursuits altogether?  The questions can become even more difficult if the therapist is employed by a religiously-based institution.  Who then does the therapist work for?  How does the therapist balance concerns for the values of the client, those of the larger religious context, and those of the therapist him/herself?  How are potential conflicts among these multiple commitments best approached and resolved?  With respect to spiritually generalized treatments, the therapist must be alert to the different meanings the intervention may have for clients who come from different religious backgrounds.  In addition, the therapist must be ready to respond to potentially difficult questions.  How does the treatment fit with a client’s particular religious commitments? What are the underlying spiritual and religious values embedded in the intervention?  How can the intervention be integrated into the client’s own religious worldview?  We offer no easy answers here.  We are simply illustrating the kinds of thorny questions that will need to be addressed in the field’s movement toward an applied discipline.  An ability to tolerate ambiguity may be a prerequisite for people entering this field as they encounter these challenging issues.   
Third, because this area of work is likely to be so complex and fraught with emotion, it is particularly important to work together with others in pluralistic, multi-disciplinary teams.  Few, if any, among us have all of the tools and resources that are needed to be effective as applied psychologists of religion and spirituality.  However, through collaboration with others inside and outside of psychology, researchers and practitioners can address their own biases and limitations, multiply their own resources, and support each other in the process.  Although this kind of collaboration contrasts with traditional training models that create “lone scientists,” it is already showing promising results.  A number of universities and medical centers have developed multi-disciplinary research and practice groups in the area of religion and spirituality that have been successful in developing, evaluating, and disseminating spiritually integrated interventions.  Multi-disciplinary, multi-center research projects that cut across geographic locales represent another promising direction for work in this area (see Worthington et al., Vol. 2). 
Finally, the applied psychology of religion and spirituality is in its infancy; questions far outnumber answers.  For this field to progress, it will be vital for practitioners to receive training in this area through formal graduate and post-graduate programs and supervision.  Institutional changes in the academy will be required to accommodate these educational needs (see Hathaway, Vol. 2; Shafranske & Cummings, Vol. 2).  However, formal training limited to one time of life will not be sufficient; education in this sphere might be better understood as lifelong.  While some of this training can come from continuing education and supervision, much of the learning in this domain is likely to come from doing; a kind of learning that grows out of trial and error, interactions with colleagues, and an openness to being taught, challenged, and surprised by those we try to help and change.   
There are then, significant challenges as our field moves from research to practice.  None of these challenges, however, is insurmountable.  It is important to emphasize that our integrative paradigm for an applied psychology of religion and spirituality does not represent an alternative approach to understanding and fostering health and well-being.  For instance, spiritually integrated psychotherapy has not been introduced as a competitor to other models of psychotherapy, such as cognitive-behavioral, dialectical-behavioral, psychodynamic, interpersonal, or acceptance and commitment therapies.  Rather, it has the potential to broaden and deepen any approach to treatment and change.  The same point holds true for other applications of theory and research on religion and spirituality.  Greater attention to the religious and spiritual dimension, we firmly believe, can enrich and vitalize our efforts to understand and enhance the human condition.  In the chapters that follow, we illustrate the promise and potential of an applied psychology of religion and spirituality.
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