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T he empirical literature from epidemiological and clinical studies regarding the rela-
tionship between religious factors (eg, frequency of religious attendance, private reli-
gious involvement, and relying on one’s religious beliefs as a source of strength and
coping) and physical and mental health status in the areas of prevention, coping, and

recovery was reviewed. Empirical studies from the published literature that contained at least 1
measure of subjects’ religious commitment and at least 1 measure of their physical or mental health
status were used. In particular, studies that examined the role of religious commitment or reli-
gious involvement in the prevention of illness, coping with illnesses that have already arisen, and
recovery from illness were highlighted. A large proportion of published empirical data suggest that
religious commitment may play a beneficial role in preventing mental and physical illness, im-
proving how people cope with mental and physical illness, and facilitating recovery from illness.
However, much still remains to be investigated with improved studies that are specially designed
to investigate the connection between religious involvement and health status. Nevertheless, the
available data suggest that practitioners who make several small changes in how patients’ religious
commitments are broached in clinical practice may enhance health care outcomes.
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Surveys of the US population during the
past 60 years have established that reli-
gion holds a central place in the lives of
many Americans.1 Ninety-five percent of
Americans believe in God. More than 50%
pray daily, and more than 40% attend
church weekly. Almost three quarters of
Americans say that their approach to life
is grounded in their religious faith.2,3

Some clinical research suggests that
the strength and prevalence of religious be-
liefs and practices in the US population
should be considered in clinical decision
making for physical and mental health.4

Indeed, some researchers have recom-
mended that physicians consider the re-

ligious orientations of their patients when
designing or implementing a clinical treat-
ment plan.5-9 Patients also want physi-
cians to take their religious commitment
into account in treatment planning. In a
recent survey, more than 75% of patients
believed that their physician should
address spiritual issues as part of their
medical care.10 About 40% of patients
want their physician to discuss their reli-
gious faith with them.10,11 Almost 50% of
patients want their physician to pray
with them.10

Until recently, assessing patients’ re-
ligious belief systems was often viewed as
unnecessary and even inappropriate.12-14

A vocal minority of scholars in the men-
tal health professions has suggested that
religious commitment is a risk factor for
psychiatric problems.15-17 While many fac-
tors may have contributed to the estrange-
ment of religion and clinical science, this
traditional division could be considered
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symptomatic of the dichotomy be-
tween religion and science that has
pervaded the western intellectual
spirit for 400 years.

Although religion has tradition-
ally been dismissed by the health
professions as having little positive
(or perhaps even a negative) effect
on physical and mental health sta-
tus, this situation has changed sub-
stantially during the past few years.
Scholars have recently begun to call
for the inclusion of religious educa-
tion in the medical school curricu-
lum.18 In addition, the American Psy-
chiatric Association’s Board of
Trustees passed a resolution stat-
ing that “it is useful for clinicians to
obtain information on the religious
or ideologic orientation and beliefs
of their patients so that they may
properly attend to them in the course
of treatment.”19 This resolution rep-
resents a shift from earlier assump-
tions in the psychiatric community
about the irrelevance or even patho-
logical nature of religious commit-
ment in the clinical setting.9,20 Fur-
thermore, in March 1994, the
Accreditation Council for Gradu-
ate Medical Education distributed
the new Program Requirements for
Residency Education in Psychiatry,
which all training programs were re-
quired to comply with beginning
January 1, 1995.21 Two new require-
ments specifically related to ad-
equate training regarding religious
commitment were included.

This recent change regarding
the relevance and importance of ad-
dressing the religious orientation of
patients as a routine component of
clinical care coincides with societal
changes that have (1) placed cur-
rency on sensitivity to and appre-
ciation of ethnocultural differ-
ences; (2) eroded confidence in the
possibility of a “value-free” scien-
tific method that is bereft of reflec-
tion on ethical, philosophical, and
spiritual values; and (3) increased in-
terest in religious and spiritual pur-
suits among the general popula-
tion. The change also coincides with
the growing number of studies dem-
onstrating the potentially positive
role that religious commitment may
play in promoting physical and men-
tal health. For example, Larson et al22

analyzed the association (whether
positive, negative, or neutral) be-

tween religious commitment and
mental health status in studies pub-
lished in 2 leading psychiatric jour-
nals from 1978 to 1989. They found
that 84% of the religion–mental
health associations indicated that re-
ligious commitment was clinically
beneficial, while only 16% of the re-
sults suggested that religious com-
mitment was either harmful (2.7%)
or neutral (13.5%).

In a systematic review of re-
search published in the Journal of
Family Practice over a 10-year pe-
riod, Craigie et al23 drew additional
attention to the positive relation-
ship between religious commit-
ment and physical health. Similar to
Larson et al,22 they found that 81%
of the relevant studies showed a posi-
tive association between religious
commitment and health status. In
contrast, only 15% of studies found
a neutral relationship between reli-
gious commitment and health sta-
tus and only 4% of studies found a
negative association. These posi-
tive associations between religious
commitment and health status have
been found among study popula-
tions with diverse characteristics (eg,
clinical disorder, age, sex, race or
ethnicity, nationality, and religious
affiliation) and with different ex-
perimental methods.24-28

Until recently, the literature on
the relationship between religious
commitment and physical and men-
tal health has been overlooked by the
medical community at large.4 Thus,
this review devotes attention to this
growing research. This review high-
lights studies linking religious com-
mitment to (1) prevention of dis-
ease, (2) coping with illness, and
(3) recovery from illness. Two con-
ceptual issues that formed bound-
aries for this review are (1) the need
to distinguish between religious com-
mitment and spirituality and (2) the
potential problem of publication bias
in the research on religious commit-
ment and health status.

DIFFERENTIATING BETWEEN
RELIGIOUS COMMITMENT

AND SPIRITUALITY

While terms such as “religion” and
“religious” are often used in the same
breath as terms like “spirituality” and
“spiritual,” the focus of this review

is on religious commitment rather
than spirituality. Religious commit-
ment refers to the participation in or
endorsement of practices, beliefs, at-
titudes, or sentiments that are asso-
ciated with an organized commu-
nity of faith.23,24 Spirituality might be
loosely defined as “personal views
and behaviors that express a sense
of relatedness to the transcenden-
tal dimension or to something
greater than the self.”29

As important as spirituality may
be to medical practice,30,31 we based
our decision to exclude spirituality
from our review on 3 factors. First,
little consensus exists in the scien-
tific community on how to define
spirituality (whereas scientists have
managed to develop greater consen-
sus about how to define religious
commitment). Second, instruments
for measuring spirituality in the clini-
cal context are only beginning to be
developed32 (while many more mea-
sures of religious commitment have
been applied in the clinical con-
text). Third, as Levin33 has noted, em-
pirical research on spirituality and
health indexes is limited (whereas
empirical research on religious com-
mitment and health status is more
abundant). Thus, this review high-
lights the conclusions from this lat-
ter corpus of published literature.

DOES PUBLICATION BIAS
EXIST IN THE LITERATURE ON

RELIGIOUS COMMITMENT
AND HEALTH STATUS?

In most areas of empirical re-
search, findings are more likely to
be published when they attain sta-
tistical significance and cohere with
the expectations that the field has
developed about an area of re-
search.34,35 At first glance, it would
seem likely that the research on re-
ligious commitment and health sta-
tus suffers from a similar publi-
cation bias, leading to an overly
optimistic corpus of literature on the
relationship between religious com-
mitment and health status. Two fac-
tors cast doubt on the possibility that
this corpus of literature is plagued
by publication bias. First, about 80%
of the published studies find that re-
ligious commitment is related to bet-
ter health status and outcomes.
Many unpublished studies finding
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neutral effects for religious commit-
ment would be necessary to over-
turn the weight of the published evi-
dence.

Second, religious commit-
ment has been peripheral or second-
ary in most of the medical studies
that have addressed religious com-
mitment. Evidence about the ef-
fects of religious commitment is of-
ten found buried in a table or
described as an afterthought in the
“Discussion” section of an article. Be-
cause the decision to publish stud-
ies in which religious commitment
was a peripheral or secondary vari-
able was probably not contingent on
the significance of the effects of re-
ligious commitment, publication
bias in religious commitment re-
search may actually be less than in
areas that have been the primary foci
for much empirical research.

PREVENTION OF ILLNESS

Recent research suggests that re-
ligious commitment may help
prevent many clinical problems,
including depression, substance
abuse, physical illness, and early
mortality.36,37

Depression

Religious commitment has been as-
sociated with a decreased preva-
lence of depression.38-43 Research has
also demonstrated that, in addition
to protecting against depression,
higher levels of religious commit-
ment may afford protection against
one of the most severe outcomes of
depression: suicide. Gartner et al28

conducted a review of empirical
studies on the relationship be-
tween religious commitment and
mental health and found that reli-
gious commitment was inversely re-
lated to suicide in 13 (81%) of 16 of
the reviewed studies. No study found
that higher levels of religious com-
mitment increased the risk of sui-
cide. For example, in a population
study of Washington County, Mary-
land, Comstock and Partridge44

found that people who did not at-
tend church were 4 times as likely to
kill themselves as frequent church-
goers. Several studies have also docu-
mented an association between in-
creases in suicide rates nationwide

and a corresponding national de-
cline in church attendance.45-47 Stack45

found that the rate of church atten-
dance within a given population pre-
dicted suicide rates more effectively
than any other factor studied, includ-
ing unemployment.

Despite its continued use, fre-
quency of church attendance is not
a good measure for investigating the
causal connection between reli-
gious commitment and suicide, as
many health conditions (including
depression) cause reductions in ac-
tivities (including church atten-
dance) and a greater likelihood of
suicide. Additionally, depressed or
socially isolated persons may feel less
welcome in church than nonde-
pressed persons and, thus, may be
discouraged from attending church.
While it would be unwarranted from
the available data to conclude that
religious attendance causes reduc-
tions in the risk of depression or sui-
cide, the available data are promis-
ing enough to warrant more
sophisticated investigations of reli-
gious commitment, depression, and
suicide.

Substance Abuse

Religious commitment may also be
related to a lower incidence of sub-
stance abuse. Numerous studies have
linked alcohol and other drug abuse
to a lack of purpose in life,48,49 which
is often associated with low levels
of religious involvement. Larson
and Wilson50 demonstrated this
religious void in their study of the
religious life of alcoholics. When
surveying a group of alcoholics
about their religious histories, the
researchers discovered that 89% of
the alcoholics had lost interest in
religion during their teenaged
years, whereas among the control
group, 48% had an increased inter-
est in rel ig ion and 32% had
remained unchanged.

Individuals with high degrees
of religious commitment are also less
likely to use alcohol and other drugs
and, even if they do so, are less likely
to engage in heavy use and suffer its
clinical and social consequences.28,51-53

Moore et al53 evaluated the status of
1337 men who were medical school
students at The Johns Hopkins Uni-
versity School of Medicine, Balti-

more, Md, between 1948 and 1964.
During their medical school train-
ing, respondents provided informa-
tion on their religious affiliation (ie,
affiliation with a religious faith),
along with their age, family ances-
try, and health habits. In 1986, the
medical students—who were by then
physicians—provided data on their
alcohol consumption. Moore et al53

found that being unaffiliated with a
religious group in medical school was
a strong predictor of the future de-
velopment of an alcohol problem.
More recently, Koenig et al54 exam-
ined the associations between reli-
gious variables and alcohol abuse and
dependence among approximately
3000 North Carolina residents aged
18 years and older and found that re-
cent and lifetime alcohol disorders
were less frequently found among
weekly churchgoers and among
people who considered themselves
“born again.”

Gorsuch and Butler51 con-
ducted a literature review to iden-
tify social and psychological fac-
tors that may predispose individuals
to abuse drugs. The researchers
found that whenever religious com-
mitment was included in a study, re-
ligious commitment predicted who
had not used an illicit drug—
regardless of whether the research
was conducted prospectively or ret-
rospectively and “regardless of
whether the religious variable is de-
fined in terms of membership, ac-
tive participation, religious upbring-
ing, or the meaningfulness of religion
as viewed by the person.”51 Gartner
et al28 replicated this finding in their
review of the published literature on
substance abuse, which was pub-
lished 15 years after the Gorsuch and
Butler review. In 11 of the 12 pub-
lished studies dealing with alcohol
and other drug abuse, Gartner et al28

found that religious commitment
was linked to reduced risk for alco-
hol and other drug abuse.

Hays et al52 also identified re-
ligious commitment as a factor that
could decrease the risk of sub-
stance abuse in adolescents. These
researchers analyzed data from a na-
tional probability sample of 13- to
18-year-old adolescents to exam-
ine the relationship between predic-
tors of risk, such as personality, en-
vironmental and behavioral factors,
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and alcohol and other drug use
among adolescents. They assessed
the following risk factors for alco-
hol and other drug abuse: parental
support and affection, parental ap-
proval of friends, religiousness, self-
esteem, social conformity and com-
mitment, and perceived alienation.
Conformity, commitment, and re-
ligiousness were the factors most
strongly and negatively correlated
with alcohol, marijuana, and other
drug use.

The mechanisms by which re-
ligious involvement (and particu-
larly religious attendance) exerts an
effect on alcohol and other drug
abuse are not completely under-
stood. However, several possible
mechanisms exist. First, attendance
at religious services may influence at-
tendees’ adherence to the norms of
religious groups that discourage al-
cohol and other drug use. Second, re-
ligious attendance may influence in-
dividuals to develop friendships with
peers who do not themselves abuse
alcohol or other drugs. Third, reli-
gious attendance may promote
greater mental health and well-
being, which militates against the ini-
tiation of substance abuse. Fourth, al-
cohol and other drug users simply
may not feel welcome in church and,
thus, attend less frequently than do
nonabusers. Perhaps the next gen-
eration of studies on the relation-
ship between religious commitment
and alcohol and other drug use will
help researchers to evaluate these
possible explanations.55

Physical Illness

Numerous recent studies have sug-
gested that religious commitment is
associated with a lower prevalence
of several chronic diseases as well.
Levin and Schiller24 reviewed clini-
cal research examining the relation-
ship between religion and disease
status. Most studies that they lo-
cated found positive relationships
between religious commitment and
physical health. In another review,
Levin and Vanderpool25 specifi-
cally examined the relationship be-
tween religious attendance and
physical health. In 81% of the re-
viewed studies, the frequency of re-
ligious attendance (eg, attendance at
worship services at a church, syna-

gogue, or mosque) was positively as-
sociated with health status. This
finding was consistent across an ar-
ray of illnesses ranging from cancer
to cardiovascular disease. In the re-
maining 19% of studies, the au-
thors found overall trends indicat-
ing a beneficial effect of religious
attendance on health status, al-
though these trends were not statis-
tically significant.

Some have suspected that the re-
lationship between frequency of re-
ligious attendance and health status
is a spurious one, as most studies to
date have used cross-sectional de-
signs. Also, it has been suspected that
frequent religious attendance is sim-
ply a proxy for functional ability, es-
pecially in older adults whose health
may prevent them from regular reli-
gious attendance.56,57 However, in at
leastoneprospectivecohortstudywith
olderadults,public religious involve-
ment at baseline was negatively asso-
ciated with disability at 1-, 2-, and
3-year follow-ups, even after control-
ling for baseline disability.58 Thus, it
appears that the relationship be-
tween church attendance and health
status cannot be explained exclu-
sively as a methodological artifact.

In a later review, Levin and
Vanderpool59 examined research on
the relationship between religious
commitment and blood pressure.
Levin and Vanderpool found that
most published studies showed that
more religiously committed pa-
tients had lower blood pressures. In
addition, they found that the rates
of hypertension-related morbidity
and mortality were significantly
lower in typically conservative reli-
gious groups such as Seventh-Day
Adventists and Mormons than in
comparison populations. Based on
this finding, Levin and Vanderpool
posited that adherence to health-
promoting behaviors, such as ab-
staining from alcohol, red meat, and
tobacco, could partially explain the
lower incidence of disease that has
been observed among members of
conservative religious groups. Ad-
ditionally, they suggested that de-
vout religious commitment may pro-
mote greater peace, self-confidence,
and purpose, all of which charac-
terize the “type B” behavior pattern
that seems to protect against coro-
nary heart disease.60

While both of these hypoth-
eses offer potential explanations for
the lower incidence of disease among
the religiously committed, further re-
search has indicated that the health
benefits of religion may extend be-
yond health-promoting behaviors
and beliefs. One study61 explored the
relationship between religion and hy-
pertension by comparing the blood
pressures of religious smokers and
nonsmokers with the blood pres-
sures of nonreligious smokers and
nonsmokers. Smokers who rated re-
ligion as being important to them
were more than 7 times less likely to
have an abnormal diastolic pressure
than smokers whose religion was not
personally important. Smokers who
attended church at least once a week
were 4 times less likely to have an ab-
normal diastolic pressure than smok-
ers who attended church infre-
quently. Thus, religious commitment
might contribute to the prevention of
health problems even among people
who engage in risky behaviors such
as smoking.

Mortality

Religious commitment may in-
crease longevity. Several prospec-
tive studies44,58,62-64 have assessed the
longitudinal relationship between re-
ligious commitment (eg, frequency
of religious attendance or number of
people known in one’s congrega-
tion) and longevity. For example,
Comstock and Partridge44 analyzed
the 5-year mortality rates among
adults in Washington County, Mary-
land, to assess whether church at-
tendance was related to longevity.
They found that the risk of dying
from arteriosclerotic heart disease for
men who attended church at least
once a week was only 60% of the risk
of men who attended church infre-
quently. This finding persisted af-
ter adjusting for other risk factors
known to contribute to cardiovas-
cular disease. For women, the risk
of dying from arteriosclerotic heart
disease was about twice as high
among infrequent church attend-
ees as among those who attended
church at least weekly.

The same study also found that
death rates from pulmonary emphy-
sema were more than twice as high
for white men who attended church
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infrequently compared with white
men who attended church at least
once a week. In addition, deaths due
to cirrhosis of the liver for the same
comparison group were almost 4
times as high among infrequent
church attendees compared with
those who attended church at least
weekly.

In at least one study, religious
commitment was associated with
shorter, rather than longer, sur-
vival. Janoff-Bulman and Mar-
shall64 attempted to identify psycho-
social predictors of mortality in a
sample of 25 institutionalized older
adults. Along with measures of per-
ceived control, well-being, pur-
pose in life, and demographic vari-
ables, the investigators also assessed
the importance that participants as-
cribed to their religious beliefs and
the relative change in the impor-
tance of those beliefs since their in-
stitutionalization. The probability of
being alive at a 30-month fol-
low-up was negatively related to self-
rated importance of one’s religious
beliefs at baseline. This study had
several methodological flaws that
cast doubt on the validity of its con-
clusions (including a small sample
size and 18 inferential tests evalu-
ated at P,.05). Nevertheless, this
negative association between reli-
gious commitment and mortality
suggests that the nature of the rela-
tionship between religion and mor-
tality cannot be assumed to be com-
pletely straightforward. Future
research should examine method-
ological and substantive explana-
tions for the discrepancies among
these studies.

COPING WITH ILLNESS

Religious commitment seems to be-
come especially important once an
i l lnes s—par t i cu la r ly a l i f e -
threatening illness—is diagnosed in
a person. Indeed, many patients who
become ill rely heavily on their re-
ligious beliefs as a coping strategy.
Those who use religious means of
coping seem to cope more effec-
tively with illness than those who do
not use religious means of cop-
ing.43,65-70

For example, in a prospective
study of 720 adults, Williams et al43

found that the deleterious psychi-

atric effects of stress were inversely
related to attendance at religious ser-
vices, even when other predictive
characteristics, such as age, educa-
tion, and marital status, were con-
trolled. As the frequency of atten-
dance at worship services increased,
the adverse psychiatric conse-
quences of stress were reduced. This
finding suggests that religious wor-
ship might buffer people against the
health-compromising effects of
stress.

Another study of 100 hospital-
ized patients about to undergo sur-
gery for cardiac disease also identi-
fied religious practices as important
for coping with the stress of impend-
ing surgery.66 The researchers found
that 96% of the patients used prayer
as a coping mechanism in dealing
with their surgery. When asked how
helpful they found prayer to be, 70%
of these patients indicated that
prayer was “extremely helpful.”

In a study of 850 elderly, hos-
pitalized men, Koenig et al68 simi-
larly demonstrated the importance
of religious beliefs in coping with ill-
ness. Twenty percent of the sur-
veyed patients spontaneously men-
tioned religious factors as important
elements in enabling them to cope
with their condition. Furthermore,
the researchers found that using
one’s religious beliefs as a coping re-
source was related to a reduced like-
lihood of major depression. The link
between religious coping and de-
pression was maintained even after
controlling for other predictors of
depression, such as social support,
functional status, history of psychi-
atric problems, and age.

The relationship between an in-
dividual’s religious commitment and
coping seems to be most substan-
tial among people with high levels
of disability. For example, Idler69 re-
ported that the relationship be-
tween physical illness and func-
tional disability (as assessed by
activities of daily living and physi-
cal performance measures) was
moderated by the respondent’s level
of religiousness. As religiousness in-
creased, a greater level of physical
illness was required to produce any
given level of perceived disability.
Similarly, as religiousness de-
creased, particularly among men,
less and less physical illness was re-

quired to maintain the same level of
disability. Religious commitment
also seemed to moderate the rela-
tionship between disability and de-
pression: as religious commitment
increased, the relationship be-
tween disability and depression be-
came weaker. Koenig et al68 repli-
cated Idler’s findings using data from
elderly, hospitalized veterans and
again found that the positive corre-
lation between disability and depres-
sion was strongest among the least
religiously involved subjects and
progressively weakened among in-
dividuals who were most likely to
use religion as a coping strategy.

RECOVERY FROM ILLNESS

A few studies demonstrate that re-
ligious commitment may play a role
in improving illness recovery. The
observation that a religious perspec-
tive could enhance the recovery pro-
cess was supported in a study70 that
examined 232 patients aged 55 years
and older who were preparing to un-
dergo elective heart surgery. Prior to
surgery, the patients’ religious com-
mitment was assessed by their reli-
gious affiliation, frequency of atten-
dance at religious services, number
of people known in their congrega-
tion, and religious attitudes. Six
months following surgery,21 9% of
the original 232 patients had died.
However, none of the 37 patients
who prior to the operation had de-
scribed themselves as “deeply reli-
gious” died during this same pe-
riod (vs 11% of the rest of the
sample). Furthermore, only 5% of
those who attended church at least
every few months died in the 6
months following the operation (vs
12% of those who rarely or never at-
tended church prior to the opera-
tion). Neither religious affiliation nor
number of people known in one’s
congregation predicted postopera-
tive survival.

Similarly, a study by Pressman
et al42 of elderly women recovering
from surgery for hip fractures sug-
gested that religious factors could aid
in a patient’s recovery. Thirty older
adult women who were undergoing
hip surgery completed measures of
their religious commitment and de-
pressive symptoms prior to surgery.
The religious commitment mea-
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sures consisted of 3 items that as-
sessed the frequency of attendance at
religious services, self-rated religious-
ness, and the degree to which reli-
gion was a source of strength and
comfort. They also completed mea-
sures of their depression and ambu-
lation status within 24 hours prior to
discharge from the hospital. The re-
searchers found that those patients
who had stronger religious beliefs and
practices were less depressed and
could walk a greater distance at dis-
charge from the hospital than pa-
tients with lower levels of religious
commitment. Additional analyses
suggested that religious beliefs influ-
enced ambulation status on dis-
charge from the hospital by reduc-
ing patients’ depressive symptoms
following surgery.

An early review by Andreasen5

described the potential clinical ben-
efit of considering patients’ reli-
gious commitment in the treat-
ment of depression. Since that
review, at least 5 studies have ex-
amined the effects of incorporating
religious content into psycho-
therapy for depression. Propst et al71

randomly assigned religious pa-
tients with depression to either cog-
nitive-behavioral therapy with reli-
g ious content or cogni t ive -
behavioral therapy without religious
content. Religious and nonreli-
gious therapists were then divided
between the religious and nonreli-
gious treatment. They found that pa-
tients receiving therapy with reli-
gious content had better scores on
measures of posttreatment depres-
sion and adjustment than did reli-
giously committed patients whose
therapy did not include religious
content. An earlier study by Propst72

found that religious patients with de-
pression responded better to a treat-
ment that involved the use of reli-
gious imagery than a treatment that
involved nonreligious imagery.

Three other published studies
have found that religious ap-
proaches to the treatment of depres-
sion were neither more nor less
effective than nonreligious treat-
ments.73-75 Nevertheless, the 5 stud-
ies previously described illustrate
that treatments that accommodate
patients’ religious world views are at
least as effective as, and are in some
cases superior to, nonaccommoda-

tive treatments.76 More studies of re-
ligious interventions are needed to
determine the circumstances un-
der which religion–accommoda-
tive treatment enhances clinical
outcomes.

COMMENT AND
CONCLUSIONS

The findings in the published litera-
ture suggests that religious commit-
ment might play a role in enhanc-
ing illness prevention, coping with
illness, and recovery. Family prac-
titioners might adopt several prac-
tices that will help them assess the
health-relevant aspects of patients’
religious commitment.

First, family physicians might
integrate 2 questions into their ini-
tial interview. Clinicians might ask,
“Is your religion (or faith) helpful to
you in handling your illness?” If the
answer is yes, they might follow with
this question, “What can I do to sup-
port your faith or religious commit-
ment?”30,77 Were physicians to ask
these questions (and appropriate fol-
low-up questions) more routinely in
medical care, they would gain ac-
cess to potentially valuable infor-
mation on how to integrate reli-
gious factors into the care plans of
particular patients—particularly
those patients suffering from chronic
or severe medical illness.

Second, family physicians can
encourage patients to make use of
potentially health-promoting reli-
gious resources from patients’ own
religious traditions. Where appro-
priate, religious patients might be en-
couraged to pray more—whether in-
dividually or with others. If already
attending a church, synagogue, or
mosque, they might be encouraged
to continue. They might be encour-
aged to meditate. They might be en-
couraged to attend worship, en-
gage in religiously based mourning
rituals, seek and ask forgiveness from
significant others,60 or read holy writ.
In short, it would seem that many
religious practices that patients find
potentially meaningful and congru-
ent with their own value systems
might become resources for en-
hanced prevention, coping, and re-
covery.

Finally, family physicians can
refer patients to clergy or chaplains

as an adjunct to standard medical
care. The involvement of clergy
might be an especially important
source of support for patients who,
by virtue of their disability or suf-
fering, need extra community sup-
port. The adoption by family phy-
sicians of any of the practices
suggested is likely to lead to en-
hanced quality of care and patient
satisfaction.
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