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Abstract: Historically, religion was often viewed as detrimental to mental and physical health.
However, a growing body of recent research is beginning to challenge that perspective. Across hundreds
of studies, religious involvement has been linked to a range of positive outcomes, including improved
mental and physical well-being, as well as enhanced emotional health. While many of these studies are
cross-sectional, a number of them have taken a longitudinal approach, and several randomized clinical
trials have been conducted as well, adding to the credibility of the findings. There are both scientific and
theological complexities that arise when considering religion as a potential "prescription” for health.
Additionally, not all religious traditions influence health in the same way—what may be beneficial in
one context could be harmful in another. In fact, religion can sometimes have negative effects on health,
depending on the beliefs and practices involved.

In response to these complexities, the fields of psychiatry and psychology are increasingly recognizing
the importance of addressing spiritual and religious dimensions in clinical care. This shift reflects a
broader understanding of the role that faith and spirituality can play in a person's overall health and
well-being in this paper we show some result and analysis
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I. INTRODUCTION

For a long time, many mental health experts believed that religion and mental health didn’t mix well. But in the last 10
years or so, that view has started to change. People are beginning to see that religion and spirituality can actually play a
positive role in mental well-being. There are many aspects of religion and spirituality that may be helpful for mental
health like going to religious services, praying, reading sacred texts, or feeling a connection with God or a higher
power. Beliefs and spiritual practices can also help people cope with stress and difficult times.Religion and spirituality
might also support mental health by encouraging healthier lifestyles and providing strong social support through faith
communities. Some people make a distinction between the two, saying religion is more structured and practiced with
others, while spirituality is more about a personal connection with something greater than oneself. People from all
walks of life—young and old, healthy and sick—have been included in studies looking at the connection between
religion and mental health. These studies have taken place all over the world, in places like the United States, Canada,
England, Europe, Australia, China, Malaysia, Egypt, India, and Israel. A large number of these studies—478 in total, or
about 66%—found a clear link between being involved in religion and having better mental health, stronger social
support, or lower rates of substance abuse. While many of these studies were cross-sectional (looking at data from one
point in time), some followed people over longer periods, and several clinical trials have explored how religious-based
treatments affect mental health. The results have been promising. Long-term studies show that people who are religious
often recover from depression more quickly and adapt better to stressful life events. Clinical trials have also found that
religious forms of therapy can help with conditions like depression, grief, and anxiety, showing benefits for both
Christian and Muslim patients.

The separation between religion and psychiatry didn’t really take hold until modern times, and much of that divide can
be traced back to Sigmund Freud. In the mid-1880s, Freud was influenced by French neurologist Jean Charcot, who
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introduced him to the idea that religion could be linked to psychological issues like neurosis and hysteria. These ideas
shaped Freud’s views and led him to write a number of well-known works between 1907 and 1939.

Some of his most influential writings Religious Acts and Obsessive Practices, Psychoanalysis and Religion, The Future
of an Illusion, and Moses and Monotheism portrayed religion as a source of psychological conflict. His theories left a
lasting mark on psychiatry and especially on psychotherapy, creating a clear divide between mental health care and
religious belief.

This split became even more apparent in 1993, when a review of the DSM-III-R (a psychiatric diagnostic manual)
revealed that nearly 25% of mental illness descriptions used religious examples. This showed just how deeply religious
language and ideas had become tied to the way mental disorders were understood in psychiatry.
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Figure 1: Religion spirituality and health articles published per 3-year period (noncumulative) Search terms: religion,
religious, religiosity, religiousness, and spirituality

II. METHOD OF THE REVIEW

This section summarizes the research findings on how religion and spirituality (R/S) are connected to health, focusing
first on mental health, then health behaviors, and finally physical health. The information comes from a comprehensive
review of original, peer-reviewed studies published up to mid-2010. These findings are detailed in two editions of the
Handbook of Religion and Health.

Before diving into the results, it’s important to understand how the review was conducted. To find the relevant studies,
researchers used several strategies. They searched academic databases like PsycINFO and MEDLINE using keywords
such as “religion,” “religiosity,” “religiousness,” and “spirituality.” They also reached out to leading researchers for
recommendations and followed up on references from existing studies. Using this method, they identified more than
1,200 original, quantitative studies from 1872 to 2000, and over 2,100 additional studies from 2000 to 2010. All of
these were included in the appendices of the Handbooks. While the review excluded most qualitative research, it’s
estimated to have covered around 75% of all published research in this area during that time.

To evaluate the quality of each study, a consistent rating system was used. Each of the 3,300+ studies was rated on a
scale from 0 (lowest quality) to 10 (highest quality) by a single reviewer (HGK). Ratings were based on eight factors,
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including study design (e.g., clinical trial, cohort, cross-sectional), sampling method, number and quality of R/S and
mental health measures, whether there was overlap between variables, inclusion of control variables, and the statistical
methods used. These criteria were adapted from a framework by Cooper, which emphasizes strong research design,
valid and reliable measures, and sound data analysis.

I11. BENEFITS TO MENTAL HEALTH

Mental health involves more than just the absence of mental illnesses like depression, anxiety, or personality disorders.
It also includes regularly feeling positive emotions such as joy, hope, purpose, happiness, and a sense of meaning in
life. While research has often focused on treating mental disorders, there’s growing interest in studying the positive side
of mental health—thanks in part to the rise of “positive psychology,” led by Martin Seligman, a former president of the
American Psychological Association.

Religious involvement has shown a strong connection to these positive emotional states. In fact, religion may not only
support emotional well-being but could also help prevent mental health problems. Out of about 100 studies conducted
over the last century on religion, well-being, hope, and optimism, nearly 80% found that religious individuals tend to
experience more positive emotions than those who are less religious. In one recent study, measures of religious belief,
spiritual coping, and overall spirituality were even more closely linked to life satisfaction than social support was. This
suggests that religion might play an important role in helping people feel more hopeful, fulfilled, and emotionally
balanced.

IV. RELIGION AS A COPING BEHAVIOR
Studies from around the world consistently show that religious coping is a common way for people to deal with stress.
For instance, research published in The New England Journal of Medicine revealed that 90% of Americans turned to
religion to cope with the emotional toll of the September 11th attacks in 2001. In the week following the tragedy, 60%
of Americans attended religious or memorial services, and Bible sales saw a 27% increase.
Before 2000, more than 60 studies had already found that religious coping was frequently used by patients dealing with
various medical conditions, such as arthritis, diabetes, and cancer. In one survey of 330 hospitalized patients, 90%
reported using religion as a coping mechanism to some extent, with over 40% identifying religion as the most important
factor that helped them through their illness. Religion is often a key coping tool for psychiatric patients. A survey
conducted at a Los Angeles County mental health facility, involving 406 patients with persistent mental illnesses, found
that over 80% of patients used religion as a coping strategy. Many of these individuals spent up to half of their coping
time engaged in religious activities like prayer. The researchers concluded that religion is a "pervasive and potentially
effective method of coping" for those with mental illness, suggesting it should be incorporated into psychiatric and
psychological care. Another study by the Center for Psychiatric Rehabilitation at Boston University explored the use of
alternative health care practices among adults with severe mental illness. The survey, which included 157 individuals
diagnosed with schizophrenia, bipolar disorder, or major depressive disorder (MDD), found that over half of those with
schizophrenia and MDD considered religious or spiritual activities the most helpful alternative practice. For individuals
with bipolar disorder, meditation was the most common alternative practice, followed by religious activities (54% vs.
41%).
Religious coping is common among patients with medical or psychiatric illnesses for several key reasons. Religious
beliefs can provide a sense of meaning and purpose during difficult times, helping individuals integrate their
experiences psychologically. They often foster a positive, optimistic view of the world and offer role models from
sacred texts that help individuals accept suffering. Religion also provides a sense of indirect control over one's
circumstances, reducing the need for direct personal control. Additionally, it offers a supportive community—both
human and divine—that helps alleviate feelings of isolation and loneliness. One of the unique aspects of religious
coping is that it is available to everyone, at any time, regardless of their financial, social, physical, or mental situation.
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Figure 2: Theoretical model of causal pathways for mental health (MH), based on Western monotheistic religions

Religion, Spirituality, and Physical Health

A growing body of research shows that stress and negative emotions—such as depression and anxiety can have serious
effects on physical health. These effects include: (1) disruption of vital physiological systems involved in healing and
overall health maintenance, (2) increased vulnerability to a wide range of illnesses or poorer outcomes once those
illnesses develop, and (3) potentially shortened lifespan. On the other hand, social support has long been recognized as
a protective factor that can improve health outcomes and promote longer life.

Religious and spiritual (R/S) involvement may positively influence physical health by reducing stress and negative
emotions, enhancing social support, and encouraging healthier behaviors. Together, these factors suggest that R/S
engagement could contribute to better disease management and treatment outcomes. As in previous sections, I highlight
high-quality studies to support these claims. However, because fewer high-quality studies exist on physical health
compared to mental health or health behaviors, I include all studies rated seven or higher in quality

Experimental result: Analysis of various questionaries’
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Mean (SD)
Dependent variable df F P
Religious Spiritual None

Hopefulness (g?i) (;g:') (g?;) 625 1.571 .209
Self-esteem f’g; (3;'5 (298_ f) 629 4.840 008
Self-efficacy (‘1‘3:‘_}) (ﬁ:g) (‘1‘2:% a8 1.970 140
Personal empowerment (??g) (?fg) (?(112) 64219 2.494 .083
RS- S SIS
Er)::‘l:ﬁ;g}:qneii?“ﬁonal (Ziq 3) (fé;‘) (:igg) 2 18.759 <001
pepedert - zo me w2 s o
Network size (ggg) (21:) (ggg) 6§G 15.871 <.001
Patient network® (..3-25‘115) (igg) (igi) 2 5.058 .080
Social distance (:13?2) (:13?;) (fgg) 6:2;8 11.149 <.001
Attitude (140_'13) (1‘:_'30) (2:3) o33 6.038 003

*These three variables (i.e., organizationally mediated empowerment, extra-organizational empowerment,
& patient network) are binary variables. With the first two, the values provided as group means are the
proportions of respondents for each religious identification group who participated in at least one relevant

empowering activity. With the third variable, they are the proportions of respondents who had at least

one former psychiatric patient in their social network. To examine the association of these three variables

with religious identification, Pearson chi-square tests were conducted instead of F tests.

In the bivariate examines performed earlier, six psychosocial variables were identified as being connected with
devoutness and/or holiness (or four if adjustments for multiple testing are made). These variables comprised self-
esteem, extra structural authorization, and sovereign social... The subsequent phase in data analysis involved addition,
system size, social coldness, and boldness
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Linear Regression Analysis with Religious Identification as an Independent Variable and
Personal Empowerment as a Dependent Variable
Unstandardized Standardized
coefficients coefficients
B SE Beta t p

Religious identification®

Religious 3.432 1.175 138 2,920 .004

Spiritual 4.073 1.5632 124 2.659 .008
Self-esteem -.024 .068 -.017 -.355 722
Female 2.681 876 115 3.058 .002
Age .012 .045 .010 274 .784
Ethnicity”

African American -2.287 1.0486 -.088 -2.187 .029

Other ethnicity -1.176 1.113 -.041 -1.057 291
Education .087 70 .021 .569 570
Self-helper 1.039 945 042 1.100 272
CESD -.278 041 -.334 -6.728 <.001
BPRS -.184 .040 -.183 -4.599 <.001
Drug/alcohol problem -2.616 911 -.108 -2.870 .004

Spiritual® 641 1.245 .01¢ 515 807

Table 4.17 Linear Regression Analysis with Religious Idenification

V. CONCLUSION
The relationship between religion, spirituality, and psychiatry has long been complex. Initially, mutual suspicion and
differing perspectives led to a clear separation between them, despite sharing similar goals for human well-being. Over
time, especially in Britain, societal, political, and cultural shifts have brought these fields into closer contact. Many
psychiatrists have come to recognize the value of religion in promoting mental health, viewing it as a supportive,
community-based resource that can enhance patient outcomes.
As secularism has grown and religious influence in public life has declined—further shaped by increasing religious
diversity—the Christian church has gradually adapted its stance toward psychiatry. Likewise, other religious
communities have had to navigate a predominantly secular mental health system that has not always been sensitive to
the spiritual and religious needs of patients.

REFERENCES

Impact Factor: 7.67

S. Sullivan, J. M. Pyne, A. M. Cheney, J. Hunt, T. F. Haynes and G. Sullivan, The pew versus the couch:
Relationship between mental health and faith communities and lessons learned from a VA/clergy partnership
project. Journal of Religion and Health (2014) 53: 1267-82;
A. de Jesiis Cortés, Antecedents to the conflict between psychology and religion in America. Journal of

Psychology and Theology (1999) 27: 20-32.

Sullivan et al., The pew versus the couch.

J. W. Jones, Contemporary Psychoanalysis and Religion: Transference and Transcendence. New Haven, CT:

Yale University Press, 1991.

S. Freud, Totem and Taboo. Boston, MA: Beacon Press, 1913.

K. Hilner, History and Systems of Psychology: A Conceptual Approach. Gardner Press, 1984.

7 1ssN W
| 2581-9429 |}

\\ IJARSCT /¥
Q

220



(O
%
IJARSCT

ISSN: 2581-9429

[7].
[8].
[9].

[10].
[11].

[12].
[13].

Copyright to IJARSCT [=]
www.ijarsct.co.in

IJARSCT

International Journal of Advanced Research in Science, Communication and Technology \

International Open-Access, Double-Blind, Peer-Reviewed, Refereed, Multidisciplinary Online Journal

Volume 5, Issue 11, April 2025 Impact Factor: 7.67

A. de Jesiis Cortés, Antecedents to the conflict between psychology and religion in America. Journal of
Psychology and Theology (1999) 27: 20-32.

G. N. Grob, The attack of psychiatric legitimacy in the 1960s: Rhetoric and reality. Journal of the History of
Behavioral Sciences (2011) 47: 398—416.

J. T. Richardson, Religiosity as deviance: Negative religious bias in and misuse of the DSM-III. Deviant
Behavior (1993) 14: 1-21.

D. Lukoff, C. R. Cloninger, M. Galanter et al., Religious and spiritual Considerations in Psychiatric
Diagnosis: Considerations for the DSM-V. In P. J. Verhagen, H. M. van Praag, J. J. Lopez-Ibor et al., eds,
Religion and Psychiatry, 423-44. Oxford: Wiley-Blackwell, 2010.

H. G. Koenig, M. E. McCullough and D. B. Larson, Handbook of Religion and Health (1st ed.). Oxford:
Oxford University Press, 2001; H. Koenig, D. King and V. Carson, Handbook of Religion and Health (2nd
ed.). Oxford: Oxford University Press, 2012.

Allport and Ross, Personal religious orientation and prejudice.

H. McLeod, The Religious Crisis of the 1960s. Oxford: Oxford University Press, 2007.

221

7 1ssN W
| 2581-9429 |}

"i?:- =1 DOI: 10.48175/IJARSCT-25836

\\ IJARSCT /¥
& &




