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Psychiatry is important in:
 Clinical setting
 Multi professional teams (medical
doctors, psychologists, nurses)
 Hospitals
 Prevention-politics and culture
 Support during disasters

WPA section on Religion,
Spirituality and Psychiatry
Purposes:
 to encourage and accelerate research, theory, and practice in the
area of religion, spirituality and psychiatry/psychology

 to facilitate the dissemination of data in relation to
this area
 (to develop and to stimulate educational and training programs and courses in
order ) to

improve knowledge, skills and professional
attitudes regarding this area in psychiatric practice.

Some premises
• The demand from user-groups for a wholeperson health service
• The greater public health interest in Quality of
Life, Wellbeing, Resilience and Positive
Psychology dimensions
• Interest in a holistic view of health and a clientcentered, values-based, humanistic,
comprehensive, sensitive approach

Relevant topic

Religion and Spirituality (R/S) involve often core…
…inner, emotional and social experiences (both
positive –e.g. hope, faith, love, courage, prosocial
urges- and negative –e.g. terror, anger),
…states of consciousness,
…beliefs, worldviews, values and
…practices.
Personal identity, significant relationships,
life styles, life goals,
psychosocial functioning,

• Therapeutic compliance
• Need to dialogue with
healing authorities in different
cultures.

Institutional “partners” (1)
The World Health Organisation QoL Spirituality, Religiousness and Personal
Beliefs group (WHO-QOL-SRPB, 2006)
The Royal College of Psychiatrists’ Spirituality and Psychiatry Special Interest Group
Recommendations for psychiatrists on spirituality and religion. Position Statement (2011)
Book: Spirituality and Psychiatry, by Cook, Powell and Sims (2009)
The American Psychiatric Association:
Resource Document on Religious/Spiritual Commitments and Psychiatric Practice (2006)
Book: Handbook of spirituality and worldview in clinical practice, by Josephson & Peteet
(ed.) (2004).
DSM.5: Cultural Formulation Interview (CFI) (2013)
America Academy of Child and Adolescent Psychiatry
The AACAP Religion, Spirituality and Your Mental Health Care Fact sheet
New Practice Parameter for Cultural Competency in Child and Adolescent Psychiatric
Practice (2013)

Institutional “partners” (2)
The Center for Spirituality, Theology and Health of Duke University
The American Psychological Association
APA Guidelines for Providers of Psychological Services to Ethnic, Linguistic, and Culturally
Diverse Populations
Resolution on Religious, Religion-Based and/or Religion-Derived Prejudice (2007)
Division 36 Psychology of Religion and Spirituality
New Journal: Spirituality in Clinical Practice (2014)
Books: APA Handbook of Psychology, Religion, and Spirituality. Pargament KI (Ed.) (2013)
Spiritual Interventions in Child and Adolescent Psychotherapy, by Walker &
Hathaway (2013)
AIDD: The Religion and Spirituality Division

WHO QOL SRPB
YOU MAY BELIEVE THAT something higher and more powerful exists beyond the
physical and material world. Some may be religiously affiliated, some may have
strong personal beliefs, beliefs in a scientific theory, a personal way of life, a
particular philosophy or a moral and ethical code.
SP1.1 To what extent does any connection to a spiritual being… help you to get through hard times?
SP1.2 …help you to tolerate stress?
SP1.3 …help you to understand others? SP1.4 …provide you with comfort / reassurance?
SP 2.1 To what extent do you find meaning in life?
SP7.2 To what extent are you hopeful about your life?
SP6.1 To what extent do you …feel peaceful within yourself? SP6.2 …have inner peace? SP6.4 …feel a sense of harmony in your life?
SP7.3 …remain optimistic in times of uncertainty?
SP5.1 To what extent do you feel inner spiritual strength?
SP5.2 To what extent can you find spiritual strength in difficult times?
SP8.1 To what extent does faith contribute to your well-being? SP8.2 …give you comfort in daily life? SP8.3 …give you strength in daily life?
SP5.3 How much does spiritual strength help you to live better?
SP8.4 To what extent does faith help you to enjoy life?

SP5.4 …help you to feel happy in life?

Recommendations for psychiatrists on spirituality and religion.
Position Statement of the The Royal College of Psychiatrists’
Spirituality and Psychiatry Special Interest Group (2011)

…as a part of good clinical practice
…good practice
…current evidence base
…matters of spirituality and religion may
need to be addressed for the benefit of the
patient,
but at the same time to ensure that a
patient’s lack of religious or spiritual beliefs
is equally respected.

Definitions
Spirituality is usually understood in a more
subjective, experiential and individual way.
Religion is usually defined more in terms of
systems of beliefs and practices, referred to
social institutions and communities within which
such systems are agreed and held in common.
Both are concerned with the core beliefs, values
and experiences of human beings.

1990 - American Psychiatric Association:
“Guidelines regarding possible conflict
between psychiatrists' religious
commitments and psychiatric practice”
Clinicians will encounter a variety of
attitudes towards spirituality and religion:
a) Identification with a particular social or
historical tradition (or traditions)
b) Adoption of a personally defined, or
personal but undefined, spirituality
c) Disinterest for R/S
d) Antagonism for religions or both R/S

You must not express to your patients your
personal beliefs, including …religious beliefs,
in ways that exploit their vulnerability or that
are likely to cause them distress. (Good Med Pract, 33)
For some patients, acknowledging their beliefs or religious
practices may be an important aspect of a holistic approach
to their care. It may help you to work in partnership with
patients to address their particular needs.
You should take those beliefs into account where they may
be relevant to treatment options. (Personal Beliefs and
Medical Practice , 9)
You must not put pressure on patients to discuss or justify
their beliefs (or the absence of them).

Mindfulness
Compassion-focused therapy
Twelve step therapy
Religious CBT (explicit use of the client’s religious
beliefs to identify and replace unhelpful thoughts
and behaviors)
Koenig et al. (2015). Religious vs. Conventional
Cognitive Behavioral Therapy for Major Depression
in Persons With Chronic Medical Illness. The Journal
of Nervous and Mental Disease, 203 (4).

Recomendations
1. A tactful and sensitive exploration of patients’ religious beliefs and spirituality should
routinely be considered and will sometimes be an essential component of clinical
assessment.
2. Psychiatrists should be expected always to respect and be sensitive to the spiritual/religious beliefs and
practices of their patients or to the lack of them, and of the families and carers of their patients. This
should normally include allowing and enabling patients to engage in the practice of their chosen spiritual
or religious tradition. Where the psychiatrist has reason to believe that this may be harmful, any advice or
intervention offered concerning this should be sensitive to: the patient’s right to practice their religion, the
influence upon their choice of any illness from which they may be suffering, the views of the family and/or
faith community, and advice offered by chaplains or spiritual care advisors.
3. Psychiatrists should not use their professional position for proselytizing or undermining faith and should
maintain appropriate professional boundaries in relation to self disclosure of their own spirituality /
religion.
4. Psychiatrists should work to develop appropriate organizational policies which promote equality,
understanding, respect and good practice in relation to spirituality and religion.
5. Psychiatrists, whatever their personal beliefs, should be willing to work with leaders/members of faith
communities, chaplains and pastoral workers in support of the wellbeing of their patients, and should
encourage all colleagues in mental health work to do likewise.
6. Psychiatrists should always respect and be sensitive to spiritual and religious beliefs, or lack of them, among
their colleagues.
7. Religion and spirituality and their relationship to the diagnosis, aetiology and treatment of psychiatric
disorders should be considered as essential components of both psychiatric training and continuing
professional development.

American Psychiatric Association
DSM.5
The DSM-5 Cross-Cultural Issues
Subgroup (DCCIS) came together to
produce and disseminate a tool: the
Cultural Formulation Interview (CFI). This
evidence-based tool is composed of a series
of questionnaires that assist clinicians in
making person-centered cultural
assessments to inform diagnosis and
treatment planning.

Principle 9. Clinicians should evaluate and
incorporate cultural strengths (including values,
beliefs, and attitudes) in their treatment
interventions to enhance the child’s and
family’s participation in treatment and its
effectiveness.

Oxford University Press
Handbook of religion and health by Koenig HG et al. (2012).

Koenig HG (2015). Religion, spirituality, and health: a review and update.
Advances in Mind-body Medicine 29 (3): 19-26.

Some recent articles
• Kleiman EM, Liu RT (2014). Prospective prediction of
suicide in a nationally representative sample: religious
service attendance as a protective factor. Br J
Psychiatry 204:262-266.
• Lawrence RE, Oquendo MA, Stanley B (2015). Religion
and Suicide Risk: A Systematic Review. Arch Suicide Res
(in press).
• Haggard MC, Kang LL, Rowatt WC, Shen MJ (2015).
Associations Among Religiousness and Community
Volunteerism in National Random Samples of
American Adults. J Prev Interv Community 43(3): 175185.

We are now talking of more than 3000 articles
published on scientific journals.
The available evidence underscores a generally positive
effect between religiosity/spirituality (especially
religious participation) and health variables, such as:
minor depression, faster recovery from depressive
episodes, lower rates of suicide, less use, abuse and
substance dependence, lower rate of coronary heart
disease or hypertension, better functioning of the
immune system, better functioning of the endocrine
system, lower rates of cancer, better prognosis in cases
of cancer, longevity, greater well-being and selfreported happiness (meaning of life, hope, optimism,
forgiveness)

Which are the psychologically
functional dimensions of R/S ?

Which are the psychologically
functional dimensions of R/S ?
•
•
•
•
•

Importance
Religious participation
Intrinsic religiousness
Religious positive emotions
Religious social life: time and resources spent for
others and for religious reasons

American
Psychological
Association
APA Guidelines for Providers of Psychological Services
to Ethnic, Linguistic, and Culturally Diverse Populations
Resolution on Religious, Religion-Based and/or
Religion-Derived Prejudice (2007)
Division 36 - Psychology of Religion and Spirituality
New Journal: Spirituality in Clinical Practice (2014)
Books

Prejudice based on or derived from religion and
antireligious prejudice has been, and continues to be, a
cause of significant suffering in the human condition.
It is important for psychology as a behavioral science,
and various faith traditions as theological systems, to
acknowledge and respect their profoundly different
methodological, epistemological, historical, theoretical,
and philosophical bases.
Psychology has no legitimate function in arbitrating
matters of faith and thology, and faith traditions have no
legitimate place arbitrating behavioral or other sciences.
While both traditions may arrive at public policy
perspectives operating out of their own traditions, the
bases for these perspectives are substantially different.

THEREFORE BE IT FURTHER RESOLVED that the American Psychological
Association encourages all psychologists
…to act to eliminate discrimination based on or derived from religion and
spirituality.
…to promote religious and spiritual tolerance, liberty, and respect, in all
arenas in which psychologists work and practice, and in society at large.
…to recognize that it is outside the role and expertise of psychologists as
psychologists to adjudicate religious or spiritual tenets,
…to recognize that it is outside their role and expertise to adjudicate
empirical scientific issues in psychology
…to prevent bias from their own spiritual, religious, or nonreligious beliefs
from taking precedence over professional practice and standards or
scientific findings in their work as psychologists.
THEREFORE BE IT FURTHER RESOLVED that the American Psychological
Association encourages collaborative activities in pursuit of shared prosocial
goals between psychologists and religious communities when such
collaboration can be done in a mutually respectful manner that is consistent
with psychologists’ professional and scientific roles.

AAIDD Policy Statement: Religious
Freedom and Rights (2002)
•Spirituality is an important part of human experience
•Spirituality and religious preference should be part of all
assessments of individual and family needs, interests, and
strengths.
•Spirituality, spiritual growth, and religious expression that
respect a person’s history, tradition, and current preference or
choice are rights that should be honored by supports from
service systems.

Related studies
• Resilience (in children, adolescents, adults,
people with an illness, a disability or at their
end-of-life stage, & caregivers of these people)
• Quality of Life (eg. Ivan Brown’s construct)
• Positive Psychology (e.g. life meaning or
purpouse, hope, well-being, post-traumatic
growth factors, forgiveness, character
strenghts)
• Religious coping (e.g. cancer, end-of-life,
disaster…)

Resilience
Children & adolescents (studies by Masten A,
1994-2006)
Adults; people with illness or disability (review
by Moreira-Almeida et al., 2006)
Caregivers (review by Lassi et al., 2014)
Boehm TL et al. (2015). Family Quality of Life During the Transition to
Adulthood for Individuals With Intellectual Disability and/or Autism
Spectrum Disorders. Am J Intellect Dev Disabil 120(5):395-411.

Quality of Life
• WHOQoL
• Brown I Quality of Life Research Unit at the
Centre for Health Promotion (Canada): their
model recognizes that individuals have
physical, psychological, and spiritual
dimensions and needs.
• A meta-analysis by Sawatzky et al. (2005)

Positive Psychology

• Life meaning or purpouse, hope, well-being,
forgiveness, altruism
• Post-traumatic growth factors (Prati et al. 2006;
Ramos & Leal, 2013)
• Character strenghts (Peterson & Seligman, 2004).

Religious coping

Other interested disciplines
• Palliative care
• End-of-life medicine
• Post-traumatic recovery

-When R/S is harmful (even to the point of
murder or death)
-Spiritual abuse and abusive cults
-Post-cult psychopathology

WPA Religion, Spirituality and
Psychiatry section
Position Statement (2nd draft)

• Psychiatrists are urged to implement the
following recommendations:
• Increase the understanding of the
contribution of religion and spirituality to the
causes and management of mental well-being
and mental disorder.

Position Statement (2nd draft)
• Include spiritual wellbeing, existential (non-religious) meaning and
religious belief in measures of Quality of Life.

• Encourage health professionals to recognise
the importance of religious beliefs and
practices and spirituality...
• Be aware of the influence of the doctor’s
‘world view’ on the provision of inclusive
mental health services.
• Work with leaders of faith communities,
spiritual advisers and hospital chaplains to
enhance the provision of person centered care
and to address religious and spiritual issues;
proffer training.

Position Statement (2nd draft)

• Routinely include a sensitive assessment of his
or her religious beliefs and spiritual practices
according to the patient’s needs as they may
affect diagnosis, the provision of care and
recovery strategies.
• Respect and be sensitive to all beliefs of the
patients and their families, never denigrate
them, unless strong evidence points out that
such beliefs are harmful to the patient and
there for clinical attention is needed.
• Never impose your own beliefs on patients or
attempt to proselytize.

Position Statement (2nd draft)

• Respect the religious and spiritual motivation of
mental health workers without devaluating their
values.
• Provide supervision and respectful dialogue to health
service personnel whose religious understandings
and religious beliefs have a negative impact on their
wellbeing or on the wellbeing and religious beliefs of
patients.
• Develop CME programs and clinical audits in the field
of psychiatry and religion.
• Undertake research on the clinical outcomes
(positive and negative) of the effects of the
recommendations described in this statement.

From other documents…
Interpretations that concern a patient's commitments should be made with empathic
respect for their meaning and importance to the patient.
Explorations of the patient’s R/S should be tactful and sensitive. This is particularly
true (A) for those patients who wish to talk about it, who express R/S issues that are
related to their suffering, who believe that some of their R/S experiences will (or
should) have a role in the healing process, who describe the R/S as an important
source of help, effective stress coping, resilience and well-being, or (B) for those
patients who suffer from conditions or disorders that may particularly benefit from
R/S (e.g. end-of-life, depression, cancer, or being a caregiver of a severely disable
person).
Psychiatrists are aware of how their own cultural background/experiences, attitudes,
values, and biases influence psychological processes. They make efforts to correct any
prejudices and biases.

June 2015

THANK YOU FOR THE ATTENTION!

