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Integrating Religion and Spirituality Into Treatment Research and Practice
Emily A. PadgettKatherine G. KusnerKenneth I. PargamentBowling Green State University
Although healthcare professionals and social scientists have long kept their distance from the realm of religion
and spirituality, the past 50 years has witnessed a surge of research on the role of religion and spirituality
in a number of areas of human life, such as health, well-being, relationships, and coping with life stressors
(Koenig, King, & Carson, 2012; Pargament, 1997). Overall, the literature indicates that religion and spirituality can significantly relate to mental and physical health, and some research suggests that many people
would like their healthcare providers to address spirituality in their journey to achieve better health. Medical
patients commonly express a desire that their physicians inquire about religious and spiritual beliefs as well
as pray for them during routine visits (MacLean et al., 2003). Similarly, many psychotherapy clients express
a desire to discuss such topics in therapy (Rose, Westefeld, & Ansley, 2001) and would like their therapists
to pray audibly for them (Weld & Erikson, 2007). Furthermore, multiple studies highlight the utility of integrating spirituality into medical and psychological interventions to improve overall well-being (Hook et al., 2010;
Pargament, 2007).
Our goal in this chapter is to describe current efforts to integrate religion and spirituality more effectively into
physical and mental healthcare. We begin by considering the meaning of religion and spirituality. We then
provide a brief review of research linking religion and spirituality to healthy functioning. This is followed by an
overview of what we believe to be exciting efforts to bring religion and spirituality into programs to enhance
health and well-being, and we describe one such program in detail. This chapter concludes with research and
practice recommendations to foster a spiritually integrated approach in advancing health and well-being.

The Meaning of Religion and Spirituality
The terms religion and spirituality can evoke countless cognitions, emotions, and reactions. For some, they
bring to mind a grandmother praying with her rosary, sharing a sacred moment with a child in the quiet of
the woods, or attending synagogue. Others may think of protestors marching to advocate for their prolife
sentiments or clergy sexual abuse scandals. When someone dares to broach such topics at family or social
gatherings, reactions may be positive or negative, flexible or rigid, angry or apathetic. This is likely due to the
concepts of religion and spirituality meaning different things to different people.
Indeed, scholars of the psychology of religion and spirituality have struggled to define these concepts, and the
meanings of religion and spirituality have changed in important ways in the past 40 years (Pargament, 2007).
William James (1985), considered the founding father of the field, defined religion as “the feelings, acts, and
experiences of individual men in their solitude, as far as they apprehend themselves to stand in relation to
whatever they may consider the divine” (p. 32). Religion has traditionally been viewed as a broad construct
including individual beliefs, thoughts, and feelings and outward behaviors that could be both helpful and harmful, but current trends in society have altered this perspective. Nowadays, however, religion is increasingly
viewed as “static, institutional, objective, and belief-based” and essentially, “bad”; conversely, spirituality is
seen as “functional, dynamic, personal, subjective, and experience-based” and essentially, “good” (Zinnbauer
& Pargament, 2005, p. 24). This trend toward the polarization of religion and spirituality has serious social,
intellectual, and academic implications (for discussion see Pargament, 1999; Zinnbauer & Pargament, 2005).
It is important to note, though, that most people in the United States (74%) identify as both religious and spiritual, suggesting that the general population sees these concepts as broadly overlapping (Zinnbauer et al.,
1997).
Though challenging, it is necessary to draw some boundaries around the concepts of spirituality and religion
by providing working definitions. We define spirituality as “a search for the sacred” (Pargament, 1999, p. 12)
and define religion as “the search for significance that occurs within the context of established institutions that
are designed to facilitate spirituality” (Pargament, Mahoney, Exline, Jones, & Shafranske, in press). EmbedPage 2 of 17
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ded in the term search is the idea that spirituality is a process or a journey. Spiritual journeys are dynamic and fluid as opposed to fixed and frozen in time; they involve a process of discovering, maintaining, and
transforming one’s relationship to the sacred. The search begins with the discovery of the sacred through
revelation, intuition, or socialization. Once discovered, the search continues as people try to maintain and
sustain their relationship with the sacred. However, when personal or environmental changes push individuals beyond their ability to preserve and protect their understanding of the sacred, a transformation may occur.
Transformations may involve a temporary or permanent disengagement from the sacred or a change in how
the sacred is understood or experienced. Once this transformation unfolds, the individual’s search returns to
the process of sustaining this now-changed relationship to the sacred, and the journey continues.
Spirituality is set apart from other human processes in that the ultimate destination of the spiritual journey
centers on the human need for a connection to something larger than the self—something sacred. The term
sacred encompasses traditional notions of God, divinity, and higher powers but also other aspects of life that
are imbued with divine qualities through an association with, or representation of, the sacred (Pargament &
Mahoney, 2005). Through this process of sanctification, people can perceive God’s direct involvement in their
relationships, possessions, or experiences and can also imbue the same aspects of life with sacred qualities
such as transcendence, ultimacy, and boundlessness (Pargament & Mahoney, 2005).
The search for the sacred can unfold within or outside of traditional religious contexts. Many begin their spiritual journey by taking age-old paths of established religious institutions and through engagement with organized religious communities. Indeed, religious institutions are designed first and foremost to facilitate the
individual’s search for the sacred. Many other individuals, however, create new trails, stepping into areas distinct from traditional religious life. For example, some may practice meditation as a spiritual exercise without
following Buddhism, or may have dietary restrictions that are similar to some religions, but are followed due
to sacred beliefs about the humane treatment of animals or about living a healthy life.
Spirituality is a rich and complex process. People understand the sacred in many different ways. Similarly,
they can take many different pathways—composed of diverse beliefs, practices, emotions, and relationships—in their search for the sacred. It follows that spirituality is not necessarily good or bad in and of itself.
It is, instead, multivalenced. Some find solace and comfort in their spirituality when faced with the death of
a loved one that facilitates peace and healing; others may resent or blame God and in turn experience psychological distress and negative feelings. People can imbue destructive ends (e.g., violence, child abuse)
with sacred qualities or take destructive pathways (e.g., drugs, alcohol) in the pursuit of sacred destinations.
Whether spirituality is good or not depends on the kind of spirituality we are talking about. In sum, spirituality
involves a potentially dynamic, fluid, multidimensional, multivalent, lifelong journey of discovering, conserving, and transforming one’s relationship to the sacred. As mentioned previously, most people see themselves
as both religious and spiritual; henceforth, we shall refer to both religion and spirituality as R/S to conserve
space.

Research on Religion, Spirituality, Health, and Well-Being
The Positive Side
The question of whether R/S is good or not can also include the question of whether R/S is good for us or not.
In recent years, links between spirituality, religion, health, and well-being have been demonstrated through
a large body of empirical research. In their extensive review of this literature, Koenig and colleagues (2012)
found that aspects of religion and spirituality related to the following nonexhaustive list: (1) greater well-being,
happiness, and life satisfaction; (2) lower rates of depression and suicide; (3) less anxiety; (4) lower use and
abuse of alcohol and drugs; (5) lower risk of delinquent behavior and crime; (6) greater marital stability; (7)
Page 3 of 17
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more adaptive personality traits (e.g. altruism, optimism); (8) greater senses of self-esteem, optimism, hope,
and purpose or meaning in life; (9) lower rates of cardiac difficulties (albeit a weak relationship); (10) lower
blood pressure; (11) indicators of a healthy immune system; (12) improved cancer prognosis and prevention
of cancer development; (13) greater longevity; (14) enhanced coping with physical disability and chronic pain;
and (15) decision making related to better health, such as frequent exercise, eating healthy, and less risky
sexual practices.
Although research points to significant ties between R/S and health and well-being, the literature is limited in
some key respects. First, much of the research has used a cross-sectional design, limiting the understanding of causality. However, there is an accumulating body of experimental and longitudinal research that does
point to benefits of certain forms of R/S. Additionally, much of the published research has depended on global, rudimentary measures of R/S consisting of only a few items, such as frequency of service attendance,
frequency of prayer, or religious affiliation. While such measures may seem to be a valid way to capture R/S,
such indices do not reveal how and to what level of depth individuals actually use spirituality in their lives. As
R/S are complex and multifaceted constructs, researchers must move beyond global measures to identify the
specific ways in which R/S play a role in well-being.
In this direction, several promising lines of research have provided an in-depth look into the workings of R/S
within the lives of people (Pargament, 2002). Building on the work of Gordon Allport (Allport & Ross, 1967),
studies have shown that an intrinsic religiousness, motivated by a desire to “live out” one’s faith, is associated with better mental health outcomes and less prejudice compared with an extrinsic religious orientation,
motivated by the desire for personal or social gain (see Donahue, 1985). Additionally, a spirituality that is personally chosen and valued is related to lower levels of anxiety, depression, and social dysfunction and higher
levels of self-esteem, whereas a spirituality founded on social pressure, guilt, or fear of social rejection is related to more emotional distress and lower self-esteem (Ryan, Rigby, & King, 1993).
The potential role of R/S in positive well-being can also be understood by examining how people use their
spirituality to cope when faced with difficult decisions and traumatic circumstances: R/S appears to be especially valuable in situations that push people to the limits of their resources (Pargament, 2002). Pargament
(1997, 2011) identified a variety of positive forms of religious and spiritual coping, including seeking spiritual
support from others, accessing God as a loving and caring figure, working collaboratively as a team with God
to handle difficulties, reframing one’s situation in a spiritually benevolent light (e.g., God is trying to teach me
something through this experience), engaging in forgiveness, and seeking spiritual direction from God or spiritual leaders.
Studies of participants dealing with a range of significant life stressors, including combat veterans, widows,
and abused spouses, reveal that a majority found religion to be helpful when coping with their difficulties
(Pargament, 1997). Further, meta-analytic results indicate that positive religious coping is significantly tied
to more optimism, happiness, quality of life, and self-esteem while adjusting to stress (Ano & Vasconcelles,
2005). Additionally, positive religious coping was predictive of better clinical and functional status in a 3-year
study of individuals living with schizophrenia and schizoaffective disorder (Mohr et al., 2010) and predicted more posttraumatic growth 1 year postdivorce among adult divorcees (Krumrei, Mahoney, & Pargament,
2011).
The use of positive religious coping may also be helpful while experiencing health concerns, as it has been
found to relate to better psychological well-being for individuals coping with medical difficulties such as breast
cancer (Gall, 2000) and arthritis (Abraído-Lanza, Vásquez, & Echeverría, 2004). Furthermore, longitudinal
designs indicate that positive religious coping predicts better postoperative functioning after cardiac surgery
(Ai, Peterson, Bolling, & Rodgers, 2006); increased 5-year survival rates for those with HIV (Ironson & Kremer, 2009); and increases in mental health, stress-related growth, and cognitive functioning among medically
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ill older adults (Pargament, Koenig, Tarakeshwar, & Hahn, 2004).
The tendency to sanctify aspects of life, or to see life through a sacred lens, has also been associated with
health and well-being. One important area of well-being for working adults is their employment, and there is
evidence that people who view their job as sacred (i.e., a vocation) experience higher job satisfaction, more
commitment to their organization, and lower intention of quitting their job (Walker, Jones, Wuensch, Aziz, &
Cope, 2008). Similarly, mothers who sanctify their jobs experience less role conflict between their work and
parenting roles (Hall, Oates, Anderson, & Willingham, 2012). With respect to physical health, individuals who
perceive their bodies as sacred report greater body satisfaction, engagement in more health-protective behaviors, and more disapproval of illicit drug use (Mahoney et al., 2005).
Sanctification also appears to play a role in sex, marriage, and parenting. A sample of married individuals who
sanctified sex had greater sexual intimacy, marital satisfaction, and spiritual intimacy (Hernandez, Mahoney,
& Pargament, 2011). Perceiving one’s marriage as sanctified is related to greater marital satisfaction, more
collaborative communication, and less negative communication behaviors (Mahoney et al., 1999), more marital commitment, and more displays of positive emotions and bonding (Ellison, Henderson, Glenn, & Harkrider, 2011). Married parents who sanctify their roles as parents show more consistent parenting, less verbal
hostility toward their children (A. Murray-Swank, Mahoney, & Pargament, 2006), and more positive parenting
strategies (e.g., praise, induction; Volling, Mahoney, & Rauer, 2009).

The Darker Side
Despite the large body of evidence that R/S can relate positively to well-being, empirical studies also suggest
that there is a darker side to R/S. One indicator of possible trouble involves negative religious coping, more
specifically the construct of religious and spiritual struggles. Major life crises not only affect individuals psychologically, socially, and physically, but can also potentially interact with peoples’ spiritual lives. These events
can elicit R/S struggles—tensions and conflicts about spiritual matters (Exline, in press). Pargament, MurraySwank, Magyar, and Ano (2005) have identified and describe three types of R/S struggles: divine (e.g., feeling angry at, abandoned, or punished by God), intrapersonal (e.g., conflicts between one’s higher and lower
self or doubting one’s beliefs), or interpersonal (e.g., spiritual tensions with family, friends, or one’s religious
community).
Cross-sectional and longitudinal research has shown a consistent association between measures of R/S
struggle and negative psychological adjustment, including depression, paranoia, bodily symptoms, anxiety,
substance abuse, serious mental illness, and posttraumatic stress (see Exline, in press). For example, in a
study of adolescents diagnosed with depression, loss of faith predicted less improvement in self-reported depression symptoms over 6 months (Dew et al., 2010). Spiritual struggle has also been linked to interpersonal
difficulties, including childhood sexual abuse, caregiving, grief, and divorce (Exline, in press). One such example is that viewing one’s divorce as a sacred loss or desecration predicted more depressive symptoms
and dysfunctional conflict tactics with the ex-partner a year later (Krumrei et al., 2011). R/S struggle also has
significant ties to poorer health status of patients dealing with cardiovascular disease, cancer, chronic pain,
HIV/AIDS, diabetes, lung disease, and end-of-life issues (Exline, in press). For instance, longitudinal research
among medically ill older adults showed that spiritual struggle not only predicted declines in mental and physical health (Pargament, Koenig, Tarakeshwar, & Hahn, 2004), but also predicted mortality (Pargament, Koenig,
Tarakeshwar, & Hahn, 2001).
It is interesting to note that, although R/S struggles have been robustly tied to harmful outcomes, a few studies
indicate that R/S struggle results in spiritual and posttraumatic growth. For example, researchers have related
R/S struggle to stress-related growth in individuals who view their romantic relationships as being a sacred
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loss and desecration (Magyar, Pargament, & Mahoney, 2000), and individuals closely impacted by the Oklahoma City bombing experienced both stress-related and spiritual growth (Pargament, Smith, Koenig, & Perez,
1998). Additionally, in the previously mentioned longitudinal study of older adults with medical difficulties, although spiritual struggle predicted declines in physical and mental health, it also related to greater spiritual
growth (Pargament, Koenig, Tarakeshwar, & Hahn, 2004). The current findings are consistent with clinical
views that struggles can be a source of growth and positive transformation. Similarly, the sacred literatures
from all over the world contain powerful stories of religious exemplars who encountered R/S struggles as a
vital part of their spiritual journeys (Pargament, 1997). Thus, it appears that R/S struggle is essentially a fork
in the road, with one path leading to despair, pain, and psychospiritual decline, and the other path resulting in
positive development, growth, and potential transformation (Pargament, 2006).
Theorists and researchers have proposed a number of psychological and social mechanisms that might explain the links between religion, spirituality, health, and well-being, albeit many of them are reductionistic and
overly simplified in nature. For example, Freud (1927/1961) saw religion as a way to manage anxiety; others
assert that beliefs in God represent a way to achieve a secure relational attachment (Kirkpatrick, 2004). Some
propose that spiritual experience is simply a product of brain structures (Persinger, 1983) and neurochemical
processes (Griffiths, Richards, McCann, & Jesse, 2006), whereas others see R/S as a form of social cohesiveness and control (Durkheim, 1951) and as a way of binding people together into communities through
shared morality (Graham & Haidt, 2010).
Whereas each of these explanations may help to account for the ties between R/S and health, R/S may not
be fully reducible to psychological and social mechanisms. Instead, R/S may offer something special to health
and well-being. The search for the sacred may rest on a distinctive human yearning and bring distinctive
ingredients to the most fundamental challenges of living. Perhaps most importantly, with their focus on the
sacred, R/S offer unique ways of helping people come to terms with human limitations, finitude, and frailty
(Pargament, in press). That is the distinctive function of R/S, and it is worth researching and understanding in
its own right. The remainder of this chapter discusses specific ways to help people integrate the sacred more
fully into their lives.

The Roles of Religion and Spirituality in Healthcare
To integrate R/S into healthcare, the provider must be equipped with several key skills. Because spirituality is
a highly personal topic, providers must create an atmosphere of safety and acceptance if they are to be invited into the R/S worlds of their clients. Toward this end, providers must demonstrate spiritual self-awareness,
sensitivity to and respect of others’ spiritual perspectives, and knowledge about R/S. First, it is important to
recognize that providers, like their clients, may have a spiritual dimension to their lives that affects their worldview and understanding of health problems; thus, it is vital that they have spiritual self-awareness. Given the
power differential inherent in the relationship between providers and clients, providers without self-awareness
may inadvertently exert inappropriate influence on their clients (e.g., subtly or overtly manipulate the client
with their own spiritual viewpoints). Second, providers should strive to convey openness, tolerance, and sensitivity toward their clients’ perspectives. This does not mean having to affirm or hold to clients’ beliefs; rather,
this means respecting the clients’ right to choose their spiritual path and most deeply held values (Pargament,
2007). Third, providers should strive to gain basic fundamental knowledge and understanding of traditional
and nontraditional spiritualities and religions, especially those that are popular in or specific to the geographic
region in which they practice. Most importantly, providers should know how to assess and address the spiritual dimension of clients’ lives.
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Spiritual Assessment
Although most clients do not schedule medical or psychological appointments due to overtly R/S problems,
R/S in healthcare contexts should still be discussed with clients since their R/S may be woven into their understanding of, and means of coping with, difficulties. Talking with clients about R/S is both a learned skill
and a conversational art. The process of understanding a client’s R/S begins with an initial assessment. Just
as providers assess clients’ medical and family history, social and adaptive functioning, cognitions, behaviors, and emotions during initial appointments, providers should conduct an initial assessment of R/S. Often
this includes a few basic questions, such as “Do you see yourself as a spiritual or religious person? If so, in
what way?” and “Are you affiliated with a religious or spiritual denomination or community? If so, which one?”
(Pargament, 2007, p. 211). Following these questions, providers should inquire about the possible role R/S
plays in the clients’ problems and means of coping. Through this first dialogue, clients’ responses will provide
a glimpse into the R/S dimension of their lives and open the door for future assessment.

Implicit Spiritual Assessment
Further assessment includes both implicit and explicit conversations about the sacred (Pargament, 2007). Implicit spiritual assessments have two critical components. First, they involve asking questions that allude to a
deeper and richer dimension of life that draw on psychospiritual language to elicit spiritual exploration. When
queried about where they find peace and solace, what they put their faith and hope in, and their deepest moments of despair, often clients respond with their own spiritual language. The second component in implicit
R/S assessments involves the provider’s keen awareness of the subtle ways clients may communicate about
their R/S. Clients may end up discussing R/S without direction from the provider, spontaneously using spiritual or psychospiritual language (e.g., “This peace came over me,” “It was the deepest despair”), describing
spiritual emotions (e.g., awe, wonder, profound sorrow), or explaining spiritual-like experiences, beliefs, or
practices (e.g., “I felt transformed, made new,” “I finally forgave him and let it go”). Perceptive providers may
recognize these disclosures as opportunities to help clients identify and elaborate on their R/S. Such implicit
spiritual assessments sometimes provide opportunities for clients to explore and express their deeper selves.
However, assessment does not end here.

Explicit Spiritual Assessment
In explicit spiritual assessment, the provider broaches R/S topics more directly. There are three goals in this
process. First, the provider attempts to identify where clients are in their spiritual journey. Have they recently
discovered the sacred? Are they in the midst of an R/S struggle? Or are they on the verge of transforming
their understanding of the sacred? Second, the provider seeks to understand the integration and development of the client’s R/S. The provider may ask questions to elicit the client’s “vision of the sacred; the place
of the sacred in the client’s strivings; the breadth, depth, and flexibility of the client’s pathways; and the fit
between the client’s pathways with his or her destinations, problem, and social context” (Pargament, 2007, p.
223). However, questions are not the only means to this information, and the provider should remain attentive
to the client’s nonverbal and emotional reactions to R/S material. Providers may consider implementing R/S
assessment measures in their practice, as a promising set of such tools for use in healthcare settings is now
emerging (see Aten, O’Grady, & Worthington, 2012, for examples). Finally, the provider should evaluate the
quality and effectiveness of the client’s R/S for the degree to which his or her spirituality leads to “valuable
outcomes” (Pargament, 2007, p. 224). In what ways has the client’s R/S changed his or her life for the better? What about for the worse? How has the client’s R/S been a source of pleasure? What about pain and
struggle? Questions such as these can help orient and guide the clinician’s evaluative thinking process. The
provider should be attentive to potential constructive and destructive spiritual means or ends in the client’s
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life.

Integrating Spirituality Into Treatment
Initial and ongoing spiritual assessment that results in a deep and rich understanding of a client’s R/S can
provide a strong foundation for integrating spirituality into treatments. There are two main ways that spirituality tends to be addressed within the context of healing professions. First, healthcare providers may help
clients draw on spiritual resources to cope more effectively with physical or psychological disorders, and second, providers may help clients anticipate, address, and resolve spiritual problems, such as R/S struggles.
Promising results have emerged from innovative research-based psychospiritual interventions designed to
help clients access and strengthen their spiritual resources and address R/S struggle. Meta-analytic studies
and scholarly reviews show that spiritually integrated treatments are as effective as secular treatments and
more effective in terms of R/S outcomes (McCullough, 1999; Smith, Bartz, & Richards, 2007); further, many
clients prefer spiritually integrated counseling (Stanley et al., 2011). Although spiritually integrated interventions are in early stages of development and research, many of these innovative programs show great potential. We now turn to further discussion about these interventions that span a range of psychological and medical problems (e.g., eating disorders, heroin addiction), treatment modalities (e.g., individual, group, couples),
clients (e.g., African American, women), and spiritual resources (e.g., prayer, meditation, spiritual beliefs). We
conclude this section with an in-depth overview of one spiritually integrated program designed to help individuals with HIV explore spiritual issues related to their medical condition as well as access spiritual resources
to cope with the associated R/S struggles.

Spiritual Renewal
Richards, Hardman, and Berrett (2000) created “Spiritual Renewal: A Journey of Faith and Healing,” a manualized 10-session theistic-centered approach to treating females with eating disorders, one of the most challenging medical and psychological disorders, with the goals of spiritual growth and living more harmonious
lives. This focused intervention includes sessions on identifying and addressing deep issues such as the spiritual purpose the eating disorder replaces, exploring a guiding life vision, and creating a plan and commitment
to realizing clients’ vision. Additionally, clients explore and practice psychospiritual concepts and exercises
involving understanding their divine worth, creating a balanced life, forgiveness of self and others, gratitude,
and spiritual responsibility for the behaviors within their control. A controlled randomized research study provided preliminary evidence that the Spiritual Renewal intervention may be as or more effective in treating
eating disorders than a cognitive-based intervention or emotional support group (Richards, Berrett, Hardman,
& Eggett, 2006).

Spiritual Self-Schema Therapy
Avants and Margolin (2003), in an effort to help treatment-resistant heroin addicts, created the “Spiritual SelfSchema Therapy” (3S) program. This 8-week group program helps clients understand how their “addict self,”
the part of them driven by cravings and avoidance, does not represent their authentic self. Instead, it teaches
that they have a true, authentic “spiritual self” that can be identified and reinforced as a replacement for the
“addict self.” To this end, the program uses meditation, prayers, Buddhist teachings, spiritual reframing, and
discussions about spiritual beliefs and virtues. In a sample of 29 cocaine- and opiate-dependent treatmentPage 8 of 17
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resistant clients, program completion was related to a significant decrease in illicit drug use and increases in
spiritual coping, religious service attendance, and private religious and spiritual experiences (Avants, Beitel,
& Margolin, 2005).

Spiritually Integrated Couples Treatment
Research on spiritually integrated treatments has expanded beyond serious mental and physical health issues and has begun addressing the spiritual dimension in interventions focused on family relationships. For
example, “Prayer-Focused PREP,” a spiritual version of one popular secular marital program, PREP (Prevention and Relationship Enhancement Program), incorporates prayer to help reduce marital distress and improve marital functioning in African American marriages (Beach et al., 2011). In addition to focusing on building communication, problem-solving, and listening skills, praying for one’s partner is emphasized throughout
the program. Prayer-Focused PREP provides spouses with illustrative prayers and also encourages spouses
to create their own prayers focused on selfless love for their partner. A randomized treatment-outcome study
found that African American wives, but not husbands, in the Prayer-Focused PREP group experienced more
improvements in relationship satisfaction than those in the culturally sensitive version of PREP group or those
in the control group that received no training.

Addressing Spiritual Struggles
As mentioned previously, the second significant way that healthcare providers incorporate spirituality into
treatment involves helping clients anticipate, address, and resolve R/S struggles. Arising from challenging life
events, R/S struggles may represent a fork in the road for people, leading either to growth or to psychological distress (Exline & Rose, 2005; Pargament et al., 2005). A few promising psychospiritual intervention programs have emerged within the past decade to help clients move toward psychological and spiritual growth,
rather than distress, when faced with spiritual struggles.

Solace for the Soul.
Nichole Murray-Swank’s (2003) “Solace for the Soul: A Journey Toward Wholeness” is an eight-session psychospiritual intervention aimed at helping female sexual abuse survivors address and resolve spiritual struggles. This intervention employs diverse spiritual methods including prayers to enhance spiritual connection,
spiritual reframing, meditation and focused breathing, spiritual visualization (e.g., God’s love is a waterfall
within), two-way journaling to God to express emotions, and spiritual rituals to reduce feelings of shame and
self-loathing. Solace for the Soul demonstrated potential as an effective intervention through an N of 1 timeseries design with two participants; both women evidenced significant positive changes in their self-reported
religious coping, spiritual well-being, and positive images of God (N. Murray-Swank & Pargament, 2005).

Winding Road.
Researchers more recently designed “Winding Road” to address the R/S struggles of college students (Oemig
Dworsky et al., in press). This 9-week group intervention is inclusive of a variety of spiritualities; it is not affiliated with a particular religion. Goals of the intervention include helping students accept their spiritual quesPage 9 of 17
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tions, doubts, and conflicts; identify and explore their spiritual struggles; broaden and deepen their spirituality;
and increase their flexibility in addressing their struggles. Using the metaphor of “a winding road,” the program views R/S struggles as a natural part of one’s spiritual journey that can be openly explored and considered. Sessions include sharing spiritual autobiographies, creating spiritual genograms, discussing one’s
current and future spiritual self, forgiveness, spiritual acceptance, and meaning making. The sessions implement resources such as meditation, visualization, and ritual exercises. Results from a small open-trial study
suggest that the process of addressing R/S struggles is psychologically and spiritually helpful for students
(Oemig Dworsky et al., in press).

Case Study: “Lighting the Way”
We now turn to a description of one spiritually focused intervention to exemplify how spiritual struggle can be
addressed in the mental and physical health treatment of those facing a difficult medical diagnosis. “Lighting
the Way: A Spiritual Journey to Wholeness” is an eight-session group intervention originally inspired by interviews with African American urban women with human immunodeficiency virus (HIV; Pargament, McCarthy,
et al., 2004). Both African Americans and women are subgroups of HIV sufferers who tend to use and rely
on spirituality in their day-to-day life (Mattis & Grayman-Simpson, in press). We first briefly describe each of
the sessions (for more thorough descriptions, please see Pargament, McCarthy, et al., 2004) and then review
empirical results from a slightly modified version of the program.
Session 1: Introduction. The program uses the metaphor of a journey to describe the pathway toward healing and wholeness. In this first session, the participants discuss the barriers that have impeded them from
reaching the destination of healing physically, emotionally, and spiritually. They also discuss potential spiritual
resources they could use to travel the pathway toward wholeness and healing more effectively (e.g., prayer,
rituals). Participants are also provided with a short description of each session. This session ends with a
prewritten group prayer and candle lighting ceremony, which is used in each of the following sessions.
Session 2: Body and Spirit. Clearly, HIV takes a toll on the body. This session asks participants to draw a
picture of how they view their bodies and their souls. They then compare the two to demonstrate that body
and soul, while connected, are separate, and HIV leaves the soul intact. Participants also discuss forms of
unhealthy coping they have used to try to feed and sustain their soul (e.g., substance abuse, unhealthy relationships) as well as new and healthy ways they can nourish their spiritual selves (e.g., self-care, meditation,
intimate relationships).
Session 3: Control and Surrender. It is likely that a diagnosis of HIV may leave patients feeling as if they
no longer have control of their own lives. This session helps participants identify which aspects of their life
are in and out of their personal control. For example, aspects within one’s control could be proper diet, taking medication, and being intentional with one’s time, while aspects outside of personal control could be how
one’s body reacts to treatment or how other people respond to their diagnosis of HIV. This session does not
encourage participants to be passive about uncontrollable areas of their life but rather to actively relinquish
control in such areas so they can focus their energy on spheres of their life they can actually influence. The
session ends with a guided imagery exercise that encourages participants to actively surrender things beyond
their control to a higher power.
Session 4: Letting Go of Anger. The diagnosis of an illness such as HIV may lead to anger at God and
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questions such as “Why me?” The first goal of the session is to encourage participants to discuss and let go
of their anger instead of holding on to it tightly. Second, participants identify whether their anger is directed
toward appropriate targets. Third, the session normalizes and validates the anger they may feel toward God
as well as affording them a safe space to discuss and experience such feelings. The session ends with an
exercise designed to help participants rely on their relationship with a higher power to relinquish their anger.
Session 5: Shame and Guilt. This session focuses on the shame participants may experience regarding
the choices they have made in life, which may or may not have played a role in the contraction of HIV, as
well as guilt regarding how their diagnosis has impacted others. Facilitators normalize shame and guilt and
support participants in sharing how shame and guilt influence their journey toward healing. Participants are
encouraged to seek forgiveness from a higher power and to extend forgiveness to themselves. Participants
then engage in an exercise in which they write a letter to God about their feelings of shame and guilt and then
await the higher power’s response. The session ends with a guided imagery exercise in which participants
imagine that they are removing shame and guilt as they approach and step into a healing lake.
Session 6: Isolation and Intimacy. The stigma attached to HIV can lead to feelings of disconnectedness
from family, friends, and society. This session normalizes the experience and feeling of isolation, but it also
normalizes the basic human need for intimacy and closeness. Participants hear stories of other individuals
who have been successful at reaching out and finding intimacy from others, and they identify specific people
who can provide spiritual and interpersonal support and intimacy. At the end, participants use string from a
ball of yarn to connect to each other, symbolizing the ties they have created with one another.
Session 7: Hopes and Dreams. This session facilitates a discussion about the sacred hopes and dreams
participants may feel they have lost due to their diagnosis, such as not being able to pursue certain careers
or dying before they get to see their children grow up. Participants discuss the dreams they feel are attainable
and unattainable and how they might achieve the sacred hopes and dreams still within their reach so they can
experience meaning and purpose in their lives. They hear the story of how one quadriplegic found meaning
in her life and are then encouraged to seek out their higher power to find and create their own meaning and
purpose.
Session 8: A Review of the Journey. The eighth and final session reviews each of the sessions on the journey toward healing and wholeness. Additionally, group members are provided with a kit containing symbols
of their journey. The kit includes items such as a compass symbolizing direction during their journey, a rock
reminding them of how anger can become a burden, and a piece of yarn symbolizing the intimate connections they have made with each other and their higher power. The session ends with a poem/prayer about
self-growth.

Empirical Support
One of the original developers of Lighting the Way implemented and studied the program at the Department
of Epidemiology and Public Health at Yale University. A slightly modified version of the program was used with
three separate groups of women (n = 5), heterosexual men (n = 4), and gay men (n = 5) all with HIV-positive
diagnoses (Tarakeshwar, Pearce, & Sikemma, 2005). Over the course of the program, participants reported
lower levels of depression and negative spiritual coping, higher self-rated religiosity, and use of more forms of
positive spiritual coping.
According to qualitative interviews following the program, many participants appreciated the unique nature
of Lighting the Way and its distinctive focus on spirituality and HIV. Although many were unsure of what to
expect at the outset of the program, participants felt that the program was open to any sort of spirituality. The
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participants believed that the program allowed them to reengage with their previously disconnected spiritual
selves. More critically, however, participants would have preferred more sessions. While all participants were
satisfied with the topics discussed in the program, women desired more focus on self-esteem issues, and
men asked for more help in building more specific skills to cope with their daily stressors. Although this program is in the very early stages of establishing its efficacy and needs to be replicated and evaluated through
a larger sample size, long-term follow-up, and randomized control, Lighting the Way is a fine example of spiritually integrated treatment, and it appears to be a promising program for HIV-positive adults.

Future Directions
Research
Although research in this domain is still relatively young, it suggests that R/S adds a vital ingredient to our
efforts to maintain and enhance health and well-being. However, additional studies are needed to more fully
understand for whom, when, and how R/S can be best integrated into healthcare to produce long-standing
health benefits. There are three directions for future research that we believe will be particularly useful. First,
while there is empirical evidence that there are positive gains from spiritually integrated treatments, much
more research is necessary to determine the efficacy of such treatments, such as replication, random assignment, larger sample sizes, and comparison to control groups or secular treatment. Additionally, while we are
proponents of the integration of R/S in healthcare, we recognize that there are other potential mediating and
moderating factors that may be responsible for positive outcomes, and it is important to identify such factors
to understand the true agent of change. Some possible variables to consider may be social support from a
spiritual community, importance or salience of R/S in one’s life, engagement in treatment, the use of secular
coping resources, and quasispiritual constructs (e.g., forgiveness, gratitude, mindfulness) that are often studied in the field of positive psychology.
Second, most R/S research has been conducted in the United States with Christians, so future research
should focus on the effects of R/S among diverse groups of people. For example, more knowledge is needed
about those who practice nontheistic and Eastern world religions, as well as the effectiveness of spiritually integrated treatments for individuals who identify as spiritual but not religious. Creating, implementing, and testing less traditionally defined programs for such individuals would be helpful. Likewise, understanding whether
and how R/S operates for marginalized and minority groups is an important aspect of multicultural sensitivity
and may help facilitate the effective incorporation of R/S into healthcare for such populations. For example,
research indicates that R/S may be more salient and important to African Americans (e.g., Ferraro & Koch,
1994), Hispanics (e.g., Herrera, Lee, Nanyonjo, Laufman, & Torres-Vigil, 2009), and the elderly (e.g., Neighbors, Jackson, Bowman, & Gurin, 1983). As there is no single formula for integrating R/S into healthcare,
research is sorely needed to foster nuanced and effective spiritually integrated programs that meet the needs
of such diverse groups.
Third, future studies should continue to expand beyond programs and therapies for the individual to spiritually
integrated programs for families, organizations, and communities. Unfortunately, very little treatment-outcome
research on the efficacy of integrating spirituality into couples and family therapy has yet to be conducted.
However, researchers and practitioners alike have begun to recognize the important role of spirituality in family life. Mahoney (2010) offers a relational spirituality framework that helps put into context the last decade of
faith and family research and seeks to stimulate future in-depth research in the area. Treatment that addressPage 12 of 17
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es the spiritual dimension of family problems and draws on spiritual resources may offer a unique, helpful,
and welcomed approach to couples and family therapy. This work may also facilitate change for organizations
and communities.

Training and Practice
As noted previously, few healthcare professionals receive training and education in how to assess and address the spiritual dimension of healthcare. As a result, they may view spiritual concerns or beliefs as pathological or unhealthy, or feel ill equipped to identify and address the spiritual dimension of problems. Both formal and informal training is essential to provide clinicians with the necessary skills to integrate spirituality into
healthcare. Formal training may include (1) a graduate seminar in the psychology of religion and spirituality to
provide a deep and rich understanding of classic and contemporary theory and research; (2) a course in comparative religion to supply students with a foundational understanding of diverse world religions; (3) a course
in spiritually integrated psychotherapy; (4) formal integration of spiritual topics and issues into graduate courses such as psychopathology, diversity, assessment, and supervision; (5) providing spiritually sensitive supervision; and (6) offering continuing education programming on spiritual topics and issues (Pargament, 2007, p.
334).
The effective integration of R/S into healthcare calls for more than formal coursework and intellectual exercises; one must cultivate an integrated perspective on R/S. This cannot be explicitly taught in the classroom but
rather is developed in conjunction with informal personal experiences with R/S. Specifically, we are talking
about informal experiences with traditional and nontraditional forms of spirituality that lead to greater spiritual self-awareness, increased appreciation for diverse spiritualities, and a genuine interest in the role of R/
S in people’s lives. Informal training may include attending different religious services (e.g., a service at a
synagogue, mosque, or temple) or participating in different spiritual activities (e.g., yoga, silent retreats, meditation). Informal training may also involve spiritual self-exploration and exercises such as writing a spiritual
autobiography, guided by questions that parallel those asked of clients: “What do I hold sacred? How did I
discover the sacred? What have I tried to develop and sustain myself spiritually over the years? Where do I
currently stand in the search for the sacred?” (for full set of questions see Pargament, 2007, p. 336). Together, these formal and informal training components can help advance the skills needed to integrate spirituality
into healthcare treatment.

Conclusion
Spiritual functioning, like physical, psychological, social, and emotional functioning, is an integral part of health
and well-being and should be addressed and acknowledged by helping professionals. The scientific study
of the interface of R/S with health and well-being has resulted in several well established positive links between the two domains as well as a smaller but noteworthy number of negative associations. Drawing on this
body of empirical research, a set of guidelines for integrating spirituality into healthcare assessment and treatment and several spiritually integrated programs to address psychological, medical, and spiritual problems
has been developed (Pargament, 2007). Promising results have emerged from studies examining the efficacy
of integrating spirituality into treatment in healthcare settings. In future years, we are likely to see additional
developments in this important area of research and practice.
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