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Abstract

Objective: While religious coping is very common among individuals with psychosis, its relevance to symptoms and treatment outcomes has not yet been adequately studied in this population.
Method: We conducted a prospective study in a clinical sample of n = 47 psychiatric patients with current or past psychosis presenting for partial (day) treatment at McLean Hospital. Subjects completed measures of general religious involvement and religious coping, and we assessed for psychosis, depression, anxiety, psychological wellbeing, self-harm, and suicidality during the course of treatment.

Results: Negative religious coping (spiritual struggle) was associated with substantially greater frequency and intensity of suicidal ideation, as well as greater depression, anxiety, and less wellbeing prior to treatment, accounting for a full 9.0 – 46.2% of the variance in these variables. Positive religious coping (use of religious belief/practice to cope with distress) was associated with significantly greater reductions in depression and anxiety, and increases in wellbeing over the course of treatment, accounting for 13.7 – 36.0% of the variance in change scores. Effects remained after controlling for significant demographic covariates.
Conclusions: Negative religious coping is an important risk factor for suicidality and affective symptoms among psychotic patients presenting for acute psychiatric treatment. Positive religious coping is an important resource to this population, and its utilization appears to be associated with better treatment outcomes.
Introduction
The conceptualization of religion within the field of psychiatry has changed considerably since Freud’s categorical characterization of this domain as neurosis in 1927 [1]. It is now widely recognized that religion can have both a positive as well as negative impact on mental health and illness [2]. Several studies have found that religious engagement is associated with decreased risk for depression and suicidaility in the general population and medical samples [3, 4, 5] and less hopelessness among individuals with clinical depression [6]. Further, research on religious coping consistently suggests that religious behavior and belief are important resources for many people in times of life distress [7]. However, negative religious coping (also known as “spiritual struggle”), involving intrapersonal, interpersonal or existential conflicts which carry spiritual/religious themes, is robustly associated with symptoms of psychiatric and medical illness [8, 9], and may even precede the onset of psychopathology in some populations [10]. Further research on both the benefits and drawbacks of religious life to psychiatric care is important, considering that psychiatrists are more likely than other physicians to encounter this domain in clinical settings [11].
Religion seems to be of particular relevance to patients suffering from psychosis. For decades, clinical forensic literature has described the culture-bound presentation of hallucinations and delusions with religious themes [12] and acts of violence committed by patients with such symptoms [13]. More recent literature has identified that religious involvement is highly prevalent among psychotic patients irrespective of the presence of actual religious symptoms, particularly in the United States [14, 15]. Further, up to 80% of psychotic patients engage in religious coping [16, 17], and religion is the most commonly utilized alternative health practice in this population [18]. However, associations between religion and severity of symptoms or their progression among psychotic patients, remains unclear.

One landmark qualitative study in an outpatient psychotic sample found that positive religious coping was associated with greater subjective hope, comfort, meaning in life, and was perceived to lessen psychotic symptoms [19]. Conversely, negative religious coping was perceived to contribute to negative sense of self, despair, anger, guilt, as well as increased delusions and substance use [19]. However, results from quantitative studies vary. While religious coping does appear to protect against substance use among psychotic outpatients [20], current evidence suggests that it is unrelated to suicidality [21]. A more recent report found mixed effects of spiritual involvement on outpatient treatment outcomes, depending on baseline levels of positive vs. negative religious coping [22]. More research is therefore warranted to evaluate the clinical relevance of religion to symptoms in this population. In particular, we are unaware of any quantitative studies on religious coping in acute psychiatric settings (inpatient or day treatment programs).
We therefore prospectively assessed for positive and negative religious coping among psychotic patients presenting for psychiatric day treatment at McLean Hospital, in order to examine relationships between these factors and pre-treatment symptoms as well as treatment outcomes. Given the paucity of research in this area and mixed findings among existing studies, no specific hypotheses were proposed. Data analyses were thus exploratory in nature.
Methods

Procedures
Over an eight month period (October, 2010 to June, 2011), we recruited n = 47 patients presenting with current or past psychosis from a Cognitive Behavioral Therapy partial (day treatment) program at McLean Hospital for this study. Prior to treatment, diagnoses were conferred with a structured diagnostic interview and consultation with supervising psychiatrists. Participants received an additional pre-treatment interview module to assess for suicadality over the past month. Patients also completed self-report and interview measures of general religious involvement and religious coping. Depression, anxiety, psychological wellbeing, and self-harm were assessed at both the start and conclusion of patients’ hospital stay. No monetary or other compensation was given for participation. This study was approved by the McLean Hospital Internal Review Board, and all participants provided written informed consent prior to participation.
Measures
Demographic Covariates. Single items assessed for patient age, gender, race, marital status, current employment, previous hospitalization, and homelessness.
Religious Involvement. Single items also assessed for religious belief, importance of religion, congregational involvement, frequency of public/private religious activity, and religious affiliation.
Religious Coping. We utilized the Brief RCOPE [23], a well utilized and validated 14-item measure that assesses for how frequently respondents utilize both positive religious coping strategies (e.g., seeking spiritual support/connection, benevolent religious reappraisals) and negative religious coping strategies (e.g., spiritual discontent, punishing God/demonic reappraisals) in response to life stressors.

Suicidality. We assessed for pre-treatment suicidal ideation with the Suicidality Module from the Miniature International Neuropsychiatric Interview [24], a well-validated screening instrument for DSM-IV Axis I symptoms. Patients were asked about the extent to which they experienced suicidal ideation over the past month. Trained raters coded responses using a 4-point Likert-type scale in terms of both frequency (ranging from never to very often) and intensity (ranging from none to severe). A third item assessed for intent to die as a result of a suicidal act (yes, no) over the past month.

Depression. We utilized the 10-item Center for Epidemiological Studies Depression Scale [25], a widely used, brief instrument assessing for depression.

Anxiety. We used the abbreviated Penn State Worry Questionnaire [26], a well-validated, single factor, 8-item measure designed to assess worry severity.
Psychological Well-Being. We utilized the Schwartz Outcome Scale [27], a well-validated and reliable measure assessing overall psychological well-being.
Self-Harm. The psychosis subscale from the 24-item Behavior and Symptom Identification Scale [BASIS-24; 28] was used to assess psychotic symptoms over the past week. The BASIS-24 has demonstrated good psychometric properties across various levels of care (e.g., inpatient, partial, outpatient) as a broad assessment of psychopathology and associated distress.
Analytic Plan
We began by examining correlations between demographic covariates, positive/negative religious coping, and pre-treatment suicidality as well as symptoms. Demographic covariates were unrelated to negative religious coping (rs ranging from -.15 to .22, ns for all tests), however it was observed positive religious coping was associated with age (r = -.40, p < .01) and non-Caucasian race (r = -.44, p < .01). As such, these factors were controlled for in main study analyses. We then created a metric for treatment effects by calculating change scores (pre-post treatment) for depression, anxiety, psychological wellbeing and self-harm, and computed correlations between positive/negative religious coping and these factors. Bonferroni correction was utilized in the interpretation of multiple comparisons. Regression analyses were also utilized where appropriate to isolate for effects of positive and negative religious coping, respectively.
Results
Participants

Mean age in the sample was 29.72 years (SD = 10.62) and 57.5% of participants were female. Consistent with the general patient population at McLean Hospital, most participants were White (80.9%) and single (87.2%). Impairment in the sample was high in that 63.8% of participants were unemployed, 68.1% had been previously hospitalized during the past 6 months, and 12.8% were homeless. Symptom acuity in the sample was also high in that all patients presented with GAF (Global Assessment of Functioning) scores of < 45. Further, mean number of comorbid diagnoses in the sample was 2.52 (SD = 1.43, Range = 0-6) and included mood disorders (89.4%), anxiety disorders (48.9%) and alcohol use disorders (23.4%). However all participants demonstrated sufficient cognitive functioning to complete the assessment and engage in treatment.

Levels of religious involvement in the sample were low compared to the regional population (Massachusetts and surrounding states) [29]. While 53.2% of participants reported moderate or greater belief in God or a Higher Power, only 21.3% of participants reported that religion was “moderately” or “very” important in life, and 17% of subjects reported monthly or more frequent involvement (of any kind) with a religious community. Similarly, weekly or greater attendance of public religious services was reported by only 14.9% of participants, and 17.1% reported daily or greater private prayer or other religious practice. Nevertheless, 84.8% of the sample reported at least some use of religious coping strategies, and mean levels of both positive (M = 13.17, SD = 5.67) and negative religious coping (M = 11.96, SD = 5.21) were similar to those observed in other studies [30]. See Table 1 for distribution of religious affiliation within the sample.

Religious Coping and Symptoms
Table 2 presents partial correlations between religious coping and pre-treatment levels of patient symptoms, controlling for significant demographic factors. Positive religious coping was unrelated to any symptom index. Negative religious coping was associated with substantially higher suicidal ideation in terms of both frequency (r = .68, p < .001) and intensity (r = .61, p < .001). See Figures 1 and 2. Negative religious coping was also associated with greater depression (r = .41, p = .006), a trend towards greater anxiety (r = .33, p = .10), and less psychological wellbeing (r = -.41, p = .02), but not psychotic symptoms (r = .22, ns). These findings suggest that negative religious coping is strongly associated with greater suicidal ideation as well as greater affective symptoms among psychotic patients entering acute psychiatric treatment.
Religious Coping and Treatment Outcomes
Table 3 presents correlations between religious coping and symptom change over the course of treatment. Positive religious coping was associated with greater change in depression (r = .50, p = .004), anxiety (r = .60, p < .001), and psychological wellbeing (r = .37, p = .05), but not psychosis (r = .22, ns). Negative religious coping was associated with changes in depression (r = .41, p < .05) only. Consistent with previous research, it was observed that positive and negative religious coping were positively correlated in this study (r = .49, p < .001). As such, in order to examine for specific effects of positive vs. negative religious coping on changes in depression (where both of these factors were significant predictors), post hoc regression analyses were performed. Findings indicated that controlling for negative religious coping, positive religious coping remained significantly tied to changes in depression (Δr2 = .09, Δf = 4.46, p < .05). However, negative religious coping was no longer tied to changes in depression (Δr2 = .04, Δf = 1.97, ns) once positive religious coping was controlled for. These findings suggest that positive religious coping is associated with greater reductions in symptoms for psychotic patients over the course of acute psychiatric treatment.
Discussion
While clinical lore and a handful of empirical studies have recognized the subjective importance of religion to psychotic patients, research on links between religious coping, symptoms and treatment outcomes in this population has been sparse, particularly in the context of acute psychiatric treatment. The present study therefore prospectively assessed for both positive religious coping (utilization of religious resources in times of distress) and negative religious coping (spiritual struggle) in a sample of patients with psychotic symptoms presenting for partial (day) treatment at McLean Hospital.
Negative religious coping was strongly associated with greater suicidality in our sample, accounting for 46.24% of the variance in frequency of ideation, and 37.2% of the variance in intensity of ideation. While direction of influence between these variables is unclear given our study design, the strength of these relationships may suggest that spiritual struggle presents a significant safety concern among psychotic patients, and that this domain warrants specific assessment as a risk factor in the context of psychiatric care. It is also notable that negative religious coping was associated with greater depression and anxiety, and less wellbeing, but not psychotic symptoms. As a whole, these findings speak to the general impact of spiritual struggle on affective symptoms within this population. To this end, it is possible that a sense of being abandoned or punished by God may not lead to exacerbation of delusions or hallucinations, but rather hopelessness and despair, which in turn facilitates suicidality. Further research evaluating possible mediating factors and the effect of spiritual struggle on a broader range of psychotic symptoms, is warranted.
It is also of interest that positive religious coping was associated with greater treatment gains in depression, anxiety and psychological wellbeing, but not psychosis. Again, variance accounted for by these factors was relatively large (13.7% to 36%), underscoring the clinical as well as statistical significance of religious coping for this population. In light of the associations between spiritual struggle and distress observed in this study, it is possible that the use of adaptive and functional religious belief and practice as a coping strategy is particularly helpful for psychotic individuals. It is further possible that utilization of positive religious coping may represent, or perhaps even facilitate, amelioration of spiritual struggle. To this end, a number of spiritually-integrated treatment programs have been developed for individuals with serious mental illness [30, 31, 32, 33, 34]. Most programs have been interfaith in design, and involve psychoeducation about links between spiritual/religious involvement and symptoms, guidelines for disentangling genuine spirituality/religion from religious psychotic symptoms, and opportunities to identify spiritual/religious resources that may be helpful to patients in the course of recovery. Findings from the present study highlight the potential clinical utility of these programs. However, it must be emphasized that research on the use of spiritually integrated interventions is in its infant stages, and further study is necessary to determine not only treatment effects but heuristics to identify appropriate candidates for such treatments.
It is also noteworthy that nearly 85% of the sample in this study reported utilizing at least some religious coping strategies when faced with life distress. This number is higher than that observed in previous studies, and greater than expected given that the general religious involvement of the sample was relatively low. It is possible that religious coping may be more common at higher levels of acuity, such as in the current sample. Further study is warranted to explore these and other possibilities.

This study has a number of limitations that must be noted, including a small though adequately powered sample size, heterogeneity of comorbid diagnoses and treatment, and relatively limited measures of actual psychotic symptoms. Further, religious coping was only assessed at one time point, making it difficult to determine directions of effect with symptoms and treatment outcomes. Nevertheless, this study represents one of the first to quantitatively evaluate the relevance of religious coping to psychopathology within an acute psychiatric setting. Further, the naturalistic treatment context provides for greater generalization of study findings. Additionally, low levels of religious involvement in the sample may have provided a conservative estimate of effect sizes of religious coping among psychotic patients. It is possible that relationships between positive/negative religious coping with symptoms and treatment outcomes may be even higher in areas of the country that service more dense religious populations. It is hoped that this study will spawn further research into this understudied yet important subject matter.
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Table 1. Frequency of Religious Affiliation in the Sample
	
	n
	%

	Catholic
	9
	19.1

	Protestant or Other Christian


	11
	23.4

	Jewish
	3
	6.4

	Buddhist
	3
	6.4

	Hindu
	 1
	2.1

	Other
	3
	6.4

	None
	17
	36.2


Table 2. Correlations between religious coping and symptom levels (pre-treatment)
	
	Positive 

Religious Coping
	Negative 

Religious Coping

	Frequency of Suicidal Ideation


	 .24
	   .68***

	Intensity of Suicidal Ideation


	 .19
	   .61***

	Depression
	 .23
	 .41*

	Anxiety


	 .26
	 .30#

	Psychological Wellbeing


	-.11
	-.41*

	Psychosis
	  .12
	.22


Notes: #p ≤ .10; *p ≤ .05; ***p ≤ .001. Table presents partial correlations between positive/negative religious coping and symptom levels prior to treatment, controlling for significant demographics (age and race). Frequency/intensity of suicidal ideation were assessed via patient interview. Depression, anxiety, psychological wellbeing, and psychosis were assessed via patient self-report.
Table 3. Correlations between religious coping and symptom change over treatment
	
	Positive 

Religious Coping
	Negative 

Religious Coping

	Change in Depression


	  .50**
	  .41*

	Change in Anxiety


	   .60***
	 .34

	Change in Psychological Wellbeing


	 .37*
	 .29

	Change in Psychosis
	.22
	 .00


Notes: *p ≤ .05; ***p ≤ .001; Table presents partial correlations controlling for significant demographics (age and race). Relationship between negative religious coping and depression is not significant controlling for positive religious coping (see text).
Figure 1. Negative religious coping and frequency of suicidal ideation among psychotic patients
Line graph of negative religious coping across levels of SI_Frq
Figure 2. Negative religious coping and intensity of suicidal ideation among psychotic patients
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