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Practice recommendations

■ Research indicates spirituality and religion
are a core aspect of life, and patients want
physicians to address issues of spirituality
in the context of medical care (C).

■ Studies of the effect of patients’ faith on 
disease outcomes have shown reduced
hypertension, better lipid profiles and lower
cholesterol levels, and improved immune
function (C).

■ An appropriate model for addressing
patients’ spiritual concerns should include
active-listening skills, identification of 
spiritual/emotional issues, effective referrals
to “spiritual specialists,” and ongoing 
communication about this aspect of the
healing process (C).

■ Remember, it is all about the patient’s 
spirituality, not the caregiver’s, and about
supporting the patient’s spiritual beliefs
(unless clearly pathologic) (C).

M
ost people have a strong awareness of
themselves as spiritual beings. For
many, their spirituality profoundly

impacts, and is impacted by, illness. A review of
studies in which spiritual factors are included
suggests spirituality influences the process of
healing significantly, either positively or negative-
ly. A healthy spirituality can aid in prevention,
improve outcomes, and facilitate coping, and
should be supported and encouraged. A 
negative spirituality can hinder the process of
healing and should be addressed.

This article considers means by which physi-
cians may enable patients to express their spiritu-
al concerns and find support for them, without
stepping over professional boundaries or impos-
ing personal views on those of patients.

■ PATIENTS’ REGARD OF
SPIRITUALITY AND MEDICAL CARE

According to a myriad surveys, most Americans
consider spirituality and religion a significant part
of who they are.1,2 Although definitions and expres-
sions vary, in general spirituality is defined as a
search for what is sacred or holy in life, coupled
with a transcendent (greater than self) relationship
with God or a higher power or universal energy.3

Religion is seen as focusing more on prescribed
beliefs, rituals, and practices as well as social insti-
tutional features,4 and on the undertaking of a spir-
itual search using specific means or methods (ie,
rituals or behaviors) within an identifiable group.

Research in the field indicates that spirituality
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and religion are seen as a core aspect of life, and
patients want physicians to address issues of spir-
ituality in the context of medical care.5,6 A public
survey done in 1996 by USA Weekend showed that
63% of patients believe doctors should ask about
spirituality issues, but only 10% have actually
been asked.2 In another study, 77% of patients sur-
veyed said physicians should consider patients’
spiritual needs, and 37% wanted physicians to dis-
cuss religious beliefs with them more frequently.7

■ INTERTWINING OF MEDICINE
AND SPIRITUALITY

The relationship of the discipline of medicine with
the world of spirituality has been long and varied.
The beginning of medicine was deeply imbedded
in spirituality with spiritual leaders being some of
the earliest “healers.”

A chasm forms
With the advent of the scientific revolution and
the emergence of the scientific method in the
late 1500s, the relationship between spirituality
and science changed dramatically. Since this
new experimental method could not be readily or
confidently applied to God, or to one’s experi-
ences with God, religion/spirituality was exclud-
ed from the realm of science and a chasm
emerged between the 2 realms. 

The chasm widened given the religious com-
munity’s tendency to reject many of the discover-
ies generated by the scientific method. Distrust,
even dislike, of the spiritual by the medical com-
munity became widespread. Mandel, in The
Psychobiology of Consciousness, calls spirituality a
“temporal lobe dysfunction.”8 Perhaps more
telling was the use of spirituality in the glossary
of technical terms in Diagnostic and Statistical
Manual of Mental Disorders, revised 3rd edition
(DSM-III-R).9 In that document, all allusions to
spirituality were illustrations of psychopathology;
22.2% of all the negative illustrations in the glos-
sary had religious content, while none had sexual,
ethnic, racial, or cultural content.

This negativity was exacerbated by an ever-

increasing emphasis on the science of medicine,
reflecting the exponential growth of scientific
knowledge relevant to medical practice, the pub-
lic’s demand for technologically sophisticated
medical care, and an increased emphasis on tools
such as evidence-based medicine. Medical prac-
tice became centered on the task of choosing
treatments proven effective through rigorous
study. Aspects of the “art of medicine” that had
not undergone rigid empirical evaluation were
considered suspect and deemed unworthy of
inclusion in medical practice.

Spanning the chasm
However, a new interest in the integration of med-
icine and spirituality has emerged. One reflection
of this interest is the discussion of the topic in
both popular and professional journals. A search
by Oregon Health and Science University faculty
in 1999 of a large public library database of popu-
lar magazines using the key words “spirituality
and health” revealed only 25 articles from 1990 to
1994, but over 100 articles from 1995 to 1999. 

A similar movement can be seen in the medical
literature. A search of MedLine using the keyword
“spirituality” produced 52 articles from 1960 to
1990, 90 from 1991 to 1995, and almost 200 from
1996 to 1999. A more recent search produced 554
citations from January 2000 to April 2003.

■ WHAT OUTCOMES RESEARCH
HAS SHOWN ABOUT SPIRITUALITY

Much of the focus in this area has been on what
research can reveal regarding the impact of spir-
ituality on health. The late David Larson, MD,
MSPH, of the International Center for the
Integration of Health and Spirituality (ICIHS)
and his collaborators extensively reviewed jour-
nals and identified large numbers of studies that
included spiritual indicators. They found a

In the DSM-III-R, all allusions 
to spirituality were illustrations 
of psychopathology
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strong trend toward identifying spirituality as 
a positive factor for coping with illness, prevent-
ing illness, and aiding treatment.3,10

Harold G. Koenig of Duke University continued
the effort and recently published a Handbook of
Religion and Health.11 This work systematically
reviewed and rated around 1600 studies related
to the relationships between religion and a variety
of mental and physical health conditions, starting
with the earliest identified studies through 2000.
The research can be broken down into 3 major
categories: religion and mental health, religion
and physical disorders, and religion and the use of
health services. A smaller number of studies
focus on research issues, spiritual development,

and implications for health and religious profes-
sionals (Table 1).

Although most studies in English have
focused on “Western faiths” such as Roman
Catholicism, Orthodoxy, mainline and fundamen-
talist Protestantism, Pentecostalism, Jehovah’s
Witnesses, Judaism, and Mormonism, studies
have also looked at such faiths as Baha’i, Hare
Krishna, Islam, Sikhism, and Hinduism.12,13 In
some cases, especially in the area of mental
health (depression and psychoses), the type of
religious affiliation did seem to be a factor in out-
comes, both positive and negative.11

Studies have also included a variety of cultures
and nations. Thirty-nine different countries are

Areas of spirituality research to date

Earliest Number of
Major focus Subtopics publication publications

Mental health Religious coping, hope and optimism, 1932 1075
purpose/meaning in life, self-esteem, 
bereavement, social support, depression, 
suicide, assisted suicide/euthanasia, anxiety, 
schizophrenia/psychosis, alcohol use/abuse, 
drug use/abuse, delinquency/crime, marital 
instability, personality, general mental health

Physical health Heart disease, hypertension, cerebrovascular 1902 455
disease, immune system, cancer risk, mortality,
functional disability, pain and somatic  
symptoms, health behaviors, miscellaneous

Use of health General medical services, mental health 1960 53
services services, disease prevention, health

responsibility, compliance

Clinical Health professionals, religious professionals 1973 131
implications and
applications

Research Measurement 1967 40

Miscellaneous Religious beliefs/behaviors, religious/faith 1902 171
development, religious conversion, spiritual/
faith healing, prayer, death and dying, 
religious harm

TA B L E  1
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Propositions regarding the effect 
of spirituality on physical outcomes

Proposition Rating*
Studies #-Letter

Religious coping aids stress management 
Ellison, CG, Taylor RJ. Turning to prayer: Social and situational antecedents of 8 /NA
religious coping among African Americans. Rev Religious Research 1996; 38:111–131.

Pargament KI, Smith BW, Koenig HG, et al. Patterns of positive and negative religious 8/NA
coping with major life stressors. J Scientific Study Religion 1998; 37(4):710–724.

Spirituality/religious affiliation prevents substance abuse
Bell R, Wechsler H, Johnston LD. Correlates of college student marijuana use: 9/NA
Results of a US national survey. Addiction 1997; 92:571–581.

Religious practices/spirituality decreases the incidence of depression 
Idler EL, Kasl S. Religion, disability, depression, and the timing of death. 10/NA
Am J Sociology 1992; 97:1052–1079.

Kennedy GJ, Kelman HR, Thomas C, et al. The relation of religious preference 10/NA
and practice to depressive symptoms among 1,855 older adults. J Gerontol 
1996; 51B:301–308.

Religious practice/spirituality lowers suicide rates
Neeleman J, Halpern D, Leon D. Tolerance of suicide, religion, and suicide rates: 10/NA
An ecological and individual study in 19 Western countries. Psychol Med 1997;
27(5):1165–1171.

Religious practice/spirituality prevents hypertension/lowers blood pressure
Steffen PR, Hinderliter AL, Blumenthal JA, et al. Religious coping, ethnicity, and 7–A/B
ambulatory blood pressure. Psychosomatic Med 2001; 63:523–530.

Koenig, HG, George LK, Hays, JC, et al. The relationships between religious activities 9 A/B
and blood pressure in older adults. International J Psych Med 1998; 28:189–213.

Religious practice/spirituality is related to better lipid profiles
Friedlander Y, Kark JD, Stein Y. Religious observance and plasma lipids and lipoproteins 8-B
among 17 year old Jewish residents of Jerusalem. Prevent Med 1987; 16:70–79.

Religious practice/spirituality is associated with better immune function
Woods TE, Antoni MH, Ironson GH, et al. Religiosity is associated with affective and 7-B
immune status in symptomatic HIV-infected gay men. J Psychosomatic Research 
1999; 46:165–176.

Koenig HG, Cohen JH, George LK, et al. Attendance at religious services, interleukin-6, 8-A/B
and other biological parameters of immune function in older adults, International J 
Psych Med 1997; 27:233–250.

Religious practice/spirituality is related to lower cholesterol
Patel, C, Marmot MG, Terry DJ, et al. Trial of relaxation in reducing coronary risk: NA/A
Four year follow up. Brit Med J 1985; 290:1103–1106

Attendance at church services leads to longer life
Koenig JG, Hays JC, Larson DB, et al. Does religious attendance prolong survival? A six-year follow-up 9-A
study of 3,968 older adults. J Gerontology Series A: Biologic Sci Med Sci 1999; 54A:M370–M376.

*Ratings Systems: Koenig/Miller
Number = Rating system from Koenig et al., Handbook of Religion and Health. Scale of 1–10 (1=poor, 10=excellent). Based on 
overall study design, sampling method, quality of religious measure, quality of statistical analysis, interpretation of results,
and discussion in the context of existing literature). Methodology validated by outside reviewers.
Letter = Rating system from Miller WR, Thoresen CE, Spirituality, Religion and Health: An Emerging Research Field.
A = Methodologically Sound B= Methodologically Sound with at least one methodological limitation.
NA = not rated by this system

TA B L E  2
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specifically listed as study locals, with many other
studies listing the “world” as the local. Many
studies contrast nations, cultures, or faith sys-
tems. In some cases these differences were signif-
icant, with one study focused on suicide showing
opposite results depending on culture.14

Religion and mental health. Studies have
looked at the impact of religion or spirituality on
well-being, self-esteem, depression and suicide,
as well as alcohol and drug use and abuse.
Religious or spiritual people, especially those who
are regularly involved with a community of faith,
experience depression less often than others, are
less likely to abuse drugs or alcohol, cope with
life-issues and illness more effectively, and are
less likely to commit suicide.11

Religion and physical disorders. Studies
have focused specifically on the effect of faith on
heart disease, hypertension, cerebrovascular dis-
ease, immune system dysfunctions, and cancer.
Other studies have looked at broader issues such
as pain and mortality.11 Results have shown
reduced hypertension,15,16 better lipid profiles,17,18

improved immune function,19,20 and lower choles-
terol levels21 (Table 2).

A recent article in American Psychologist notes
there is more evidence that religion or spirituality
impedes recovery than it improves recovery.21

However, the evidence cited by the article was
connected to religious struggle or to negative cop-
ing (eg, “I feel God has abandoned me”). This is
not surprising, and it underscores the need to sup-
port positive religious coping and to help patients
move beyond negative religious coping.

Religion and use of health services. Studies
looking at the use of health services focus on such
matters as screening services22 and compliance.23

One of the interesting factors here is the role 
of religion in noncompliance. The refusal of
Jehovah’s Witnesses to receive blood products has

been a highly visible example. But other issues—
more subtle, but nevertheless critical—emerge
when one examines the literature; these include
noncompliance due to a belief that a higher power
“caused” the illness, or that illness is the result of
“sinful” behavior.24

In general, research shows the impact of reli-
gion and spirituality is positive. Although a per-
son’s spirituality sometimes is pathological, and
spiritual beliefs can create health issues, an over-
whelming number of studies show a positive ben-
efit. Of those studies reviewed by Koenig et al,11

where the impact of spirituality could be classified
as positive, negative, no association, complex, or
mixed, 70% showed a positive impact (68% a
strong positive with P<.05) while only 5% showed
a negative impact. The studies show spirituality
and religion benefit patients by helping prevent ill-
ness, increasing the ability to cope, and improving
outcomes.

■ BARRIERS AND ISSUES
In spite of the evidence showing religion and spir-
ituality to be positive health factors, there are still
reasons to be cautious. Many obvious concerns
have been expressed by physicians in recent sur-
veys.25,26 More than 50% of physicians surveyed by
Ellis and colleagues26 listed such factors as time,
lack of training in taking a spiritual history, and a
concern about projecting their own beliefs onto
patients as barriers to discussing spiritual issues.

Recently a group of articles strongly chal-
lenged the entire premise of integration. Richard
P. Sloan and his associates, in the “Sounding
Board” section of the New England Journal of
Medicine, said they are “troubled by the uncritical
embrace of this trend….”27 They cite a number of
reasons to be wary of this integration:

1. Studies suggesting a relationship between
spirituality and health are flawed.

2. The unique nature of the patient/physician
relationship causes physician assumptions and
beliefs to have undue influence.

3. Physicians have no expertise in spiritual
matters.

Studies show spirituality and religion
benefit patients by helping prevent
illness and increasing ability to cope

C O N T I N U E D
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4. Most patients do not truly want to discuss
spiritual issues, and interest does not necessari-
ly justify the incorporation of religious matters.

5. The integration of spirituality into practice is
an attempt to use religion that trivializes a deep
and complex reality.

A similar article in the Lancet echoed these 
concerns.28 Again, the empirical evidence is chal-
lenged. Added to that concern is a variety of 
ethical issues. The first ethical issue relates to
boundaries. The authors insist “when doctors
depart from areas of established expertise to pro-
mote a nonmedical agenda, they abuse their status
as professionals.” The second issue involves the
ethics of “taking into account” spiritual issues ver-
sus “‘taking them on’ as the objects of interven-
tions.” A third ethical problem focuses on the pos-
sibility that physicians might actually do harm to
patients by linking health status and spirituality.28

It is fair to say these cautions are worthy of
serious consideration and need to be addressed by
any responsible model of integration. Certainly
there is a need for added research on this subject.
Koenig et al,11 for example, in rating the research
done on the subject, rate only 18.5% of the studies
a 10, 9, or 8 on a scale of 1 to 10 (10=excellent)
and assert “we have only scratched the surface in
acquiring knowledge about the influences of reli-
gion on health, the influences of health on religion,
and the mechanisms by which these effects occur.”
A review of studies attempting to link religiosity to
physiological processes notes that the results are
“suggestive,” but that additional research is need-
ed that combines both stronger research method-
ology with more representative populations.29

Even proponents of integration are aware of the
difficulties related to boundaries.30

Providers with an interest in the integration of
medicine and spirituality are thus left with a
dilemma. On the one hand there appear to be
some very good reasons for integration: patient
need and desire, the respect such an approach
illustrates for the whole person, and strong clues
that it does aid with coping, prevention, and
recovery. On the other hand, there appear to be

very real dangers with integration: a potential 
violation of boundaries, lack of training, lack of
time, and potential misuse of the spiritual.

A model for integration
An appropriate response seems to be finding a
model that encourages physicians to treat the
patient as a whole person, addressing not only
physical, but also social, emotional, and spiritual
issues. This model should provide the physician
with the ability to identify patients who are strug-
gling with such issues, and the tools for address-
ing them in an appropriate manner. But this model
should take into account the serious issues of
time, boundaries, and respect for the deep and
complex nature of spiritual and emotional issues.

In general the model should have the following
components:

1. Good active-listening skills and other tools
that encourage the patient to share safely and
freely about such issues, providing new self-
awareness on the part of the patient, and in some
cases spiritual relief.

2. Identification of spiritual/emotional issues.
3. Appropriate and effective referral of the

patient to a “spiritual specialist,” one trained to
deal with spiritual issues in a longer term, deeper
manner.

4. Ongoing communication with the patient
and their specialist about this aspect of the per-
son’s healing process.

The first step involves simply asking specific
questions to develop a basic understanding of the
patients’ spiritual culture. Various sets of ques-
tions have been developed to aid practitioners
with this task.31–33 It is also a matter of practicing
what many have called the “art of medicine.” It is
being patient centered and entering into a true
dialogue with patients that involves active-listen-
ing skills. Active listening is important, because

Good active-listening skills and other
tools encourage the patient to share
safely and freely about spirituality
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most patients will not make direct statements
regarding their feelings or issues. Usually their
deep spiritual turmoil is expressed indirectly
through body language, tone of voice, stories, and
other subtle expressions. True dialogue allows
physicians to pick up the clues patients are send-
ing regarding spiritual issues, and to help their
patients come to a clear awareness of those
issues for themselves.

Once the discussion has begun, it is important
to include some element of assessment. A hospi-
tal chaplain has developed an assessment tool
that he uses to think about the spiritual health of
those he visits and to structure his interventions
with those patients.34 At Oregon Health and
Science University we have adapted his approach
by encouraging physicians to develop a set of 5 to
8 paired terms, such as anger and acceptance,
which they believe reflect important spiritual
issues (Table 3). Using these terms, a continuum
is developed that can be used to help assess
patients from a spiritual perspective. 

A physician can use this continuum to think
about the patient and to develop ideas for inter-
vention. First, the physician places an “X” on each
continuum of the chart, noting his or her percep-
tion of how the patient is functioning.

Second, the physician evaluates that position. Is

this a logical place for the patient to be at this
place, in this time? Severe anger might be appropri-
ate when one first receives news of a terminal ill-
ness. It may not be as appropriate 6 months later.

Third, the physician picks the issue(s) they
believe should be addressed through intervention.
If a person is feeling helpless, what might be done
to help them feel more empowered? The physician
can ask what he or she can do. This is likely to be
somewhat limited due to training, time, and other
issues. The physician can also seek collaboration.
Who can be brought into the healing mix, who
might become a partner in helping healing happen?

In some cases it will be clear that the patient is
spiritual, and that spirituality is a very positive fac-
tor in the effort to find wholeness. What these
patients need is support, an affirmation that what
they are doing is working. They need permission to
bring their spirituality into the exam and treatment
space as a powerful resource for wellness.35,36

If, for example, a patient is coping well and is
maintaining a sense of purpose in the face of a
debilitating illness, they should be commended for
that, and the coping mechanisms that support
that stance should be reinforced.

■ COLLABORATIVE INTERVENTION
Collaboration begins with the patient. The physi-
cian must be clear that this is all about the patient’s
spirituality (not their own) and support the spiritu-
al beliefs of the patient, working within the frame-
work of those beliefs (unless clearly pathological).
But there are many others who can be brought into
the therapeutic process. Providers can collaborate
with “spiritual specialists,” such as the patient’s
spiritual leader or the hospital chaplains. Other col-
laborators may include social workers, mental
health specialists, or even a group of some sort.
Research suggests social support is a key factor
that leads to improved outcomes.11

Many options are available for intervention.
Connecting the patient with a religious leader or
“spiritual specialist” is often very appropriate. In
hospital settings, chaplains are a good place to
begin. In a community-based setting, the patient’s

Emotional continuums used 
in spiritual assessment 

Curse Blessing

Dread Courage

Alone Connected

Abandoned Supported

Anger Acceptance

Despair Hope

Meaninglessness Purpose

Helplessness Empowerment

TA B L E  3
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own spiritual leader or, if the patient is not affili-
ated with any specific group, a spiritual specialist
who is willing to work from the patient’s perspec-
tive is often the most viable option. Support
groups, study groups, worship experiences all can
be a part of this strategy. The use of literature and
tapes, prayer (best done with a religious profes-
sional if possible) are relatively easy responses to
spiritual distress. Appointments with various pro-
fessional “healers” such as social workers and
psychologists may also be helpful, and in some
cases necessary.

Follow-up is also critical in working with
patients. To bring up such sensitive issues as spir-
itual matters, and then not show a continued inter-
est in them would be detrimental. The physician
should return to the issue(s) in following visits,
until it is clear that the patient is moving toward
resolution, or until the patient indicates they
would like to drop the issue. Communication
should continue to take place, if possible, between
the physician and others working with the patient.
Ongoing dialogue with chaplains, religious lead-
ers, therapists, and others should take place.

Pursuing, not avoiding, integration
We are still early in the process of studying and
understanding the complex relationship between
spirituality and health. Much more research
needs to be done to clarify the benefits and dispel
the myths. What is it about spirituality and reli-
gious practice that benefits patients? Is it, as
some have suggested, merely a matter of lifestyle
or compliance? Or is there something deeper and
more profound involved? When is religious or spir-
itual coping positive, and when is it negative?

A continued research agenda focusing on the
impact of spirituality on health is needed. There is
also a need to look at viable assessment tools, as
well as appropriate interventions. Perhaps the
issue of intervention is the most difficult chal-
lenge. What is appropriate? What can be done
given time constraints, the need for boundaries,
and limited training? Most research to date has
focused on the existing spirituality of patients.

Research that looks at the impact of practical
spiritual interventions, such as spiritual listening,
referral to a spiritual specialist, or prayer is need-
ed to move integration to a new stage.

Careful attention to such issues can move us
forward in the task of providing effective and
humane care to patients. This task is increasing-
ly important in today’s medical environment. As
theologian Martin E. Marty notes, “The modern
biomedical enterprise—with its threefold work of
knowledge acquisition, technology development,
and care delivery—urgently needs the guiding
visions and values embodied in the faith 
traditions. When technological momentum or eco-
nomic necessity alone guides the health care
enterprise, the sustaining impulses of respect,
meaning and purpose often fall aside.”37

The process of learning how to integrate medi-
cine and spirituality is not an easy one, nor will it
be accomplished without struggle. But it is a
process vitally important for modern medicine.
The issue truly is one of caring, both when cure is
possible, and when it is not. It is a matter of focus-
ing on part of what makes us truly human, and
supporting a healing process that often tran-
scends the biomedical agenda.

REFERENCES

1. Gallup G Jr, Lindsay DM. Surveying the Religious
Landscape: Trends in US Beliefs. Harrisburg, Pa:
Morehouse; 1999:21.  

2. McNichol, T. (1996) The new faith in medicine. USA
Weekend, April 5–7, 4–5.

3. Larson DB, Swyers JP, McCullough ME. Scientific Research
on Spirituality and Health: A Consensus Report. Rockville,
Md: National Institute for Healthcare Research; 1997.

4. Zinnbauer BJ, Pargament KI, Cole B, et al. Religion and
spirituality: Unfuzzying the fuzzy. J Scientific Study
Religion 1998; 36:549–564.

5. Ehman JW, Ott BB, Short TH. Do patients want physicians
to inquire about their spiritual or religious beliefs if they
become gravely ill? Arch Intern Med 1999; 159:1803–1806.

6. Daaleman TP, Nease DE Jr. Patient attitudes regarding
physician inquiry into spiritual and religious issues. J Fam

Follow-up is critical: to bring up such
sensitive issues and not show further
interest in them would be detrimental

JFP 0804_AE_Kliewer.final  7/20/04  9:07 AM  Page 623



A L L O W I N G  S P I R I T U A L I T Y  I N T O  T H E  H E A L I N G  P R O C E S S

624 AUGUST 2004 / VOL 53, NO 8 · The Journal of Family Practice

Pract 1994; 39:564–568.
7. King DE, Bushwick B. Beliefs and attitudes of hospital

inpatients about faith healing and prayer. J Fam Pract
1994; 39:349–352.

8. Mandel AJ. Toward a psychobiology of transcendence: God
in the brain. In RJ Davidson and JM Davidson, eds: The
Psychobiology of Consciousness. New York, NY: Plenum;
1980:379–479.

9. American Psychological Association. Diagnostic and
Statistical Manual of Mental Disorders. 3rd ed, rev (DSM-
III-R). Washington, DC: American Psychiatric Press;
1987.

10. Miller WR, ed. Integrating Spirituality into Treatment.
Washington, DC: American Psychological Association;
1999:3.

11. Koenig HG, McCullough ME, Larson DB. Handbook of
Religion and Health. Oxford: Oxford University Press;
2001.

12. Gupta R, Prakash H, Gupta VP, Gupta KD. Prevalence and
determinants of coronary heart disease in a rural popula-
tion of India. J Clin Epidemiol 1997; 50:203–209.

13. Gopinath N, Chadha S, Jain P, Shekhawat S, Tandon R. An
epidemiological study of coronary heart disease in differ-
ent ethnic groups in a Delhi urban population. J Assoc
Physicians India 1995; 43:30–33.

14. Zhang J, Jin S. Determinants of suicide ideation: A com-
parison of Chinese and American college students.
Adolescence 1996; 31:451–467.

15. Koenig, HG, George LK, Hays, JC, Larson DB, Cohen HJ,
Blazer DG. The relationships between religious activities
and blood pressure in older adults. Int J Psychiatry Med
1998; 28:189–213.

16. Steffen PR, Hinderliter AL, Blumenthal JA, Sherwood A.
Religious coping, ethnicity, and ambulatory blood pres-
sure. Psychosomatic Medicine 2001; 63:523–530.

17. Friedlander Y, Kark JD, Kaufmann NA, Stein Y. Coronary
heart disease risk factors among religious groups in a
Jewish population sample in Jerusalem. Am J Clin Nutrition
1985; 42:511–521.

18. Friedlander Y, Kark JD, Stein Y. Religious observance and
plasma lipids and lipoproteins among 17 year old Jewish
residents of Jerusalem. Preventive Medicine 1987; 16:70–79.

19. Koenig HG, Cohen JH, George LK, Hayes JC, Larson DB,
Blazer DG. Attendance at religious services, interleukin-6,
and other biological parameters of immune function in
older adults. Int J Psychiatry Med 1987; 27:233–250.

20. Woods TE, Antoni MH, Ironson GH, Kling DW. Religiosity
is associated with affective and immune status in sympto-

matic HIV-infected gay men. J Psychosomatic Research
1999; 46:165–176.

21. Powell L, Shahabi L, Thoresen CE. Religion and spiritual-
ity: linkages to physical health. Am Psychol 2003;
58:36–52. 

22. Naguib SM, Geiser PB, Comstock GW. Responses to a pro-
gram of screening for cervical cancer. Public Health
Reports 1968; 83:990–998. 

23. O’Brien ME. Religious faith and adjustment to long-term
hemodialysis. J Religion Faith 1982; 21:68–80.

24. Foulks EF, Persons JB, Merkel RL. The effect of patients’
beliefs about their illness on compliance in psychotherapy.
Am J Psychiatry 1986; 143:340–344.

25. Graigie F, Hobbs R III. Spiritual perspectives and prac-
tices of family physicians with an expressed interest in
spirituality. Fam Med 1999; 31:578–585. 

26. Ellis M, Vinson, D, Ewigman B. Addressing spiritual con-
cerns with patients: family physicians attitudes and prac-
tices. J Fam Pract 1999; 48:105–109. 

27. Sloan RP, Bagiella E, VandeCreek, L,  et al. Should physi-
cians prescribe religious activities? N Engl J Med 2000;
342:1913-1916:Sounding Board.  

28. Sloan RP, Bagiella E, Powell T. Religion spirituality, and
medicine. Lancet 1999; 343:664–667.

29. Seeman TE, Dubin LF, Seeman M. Religiosity/spirituality
and health: a critical review of the evidence for biological
pathways. Am Psychologist 2003; 58:53–63. 

30. Post SG, Puchalski CM, Larson DB. Physicians and
patient spirituality: professional boundaries, competency,
and ethics. Ann Intern Med 2000; 132:578–583.

31. Maugans TA. The spiritual history. Arch Fam Med 1996;
5:11–16. 

32. Puchalski CM, Romer AL. Taking a spiritual history
allows clinicians to understand patients more fully. J
Palliative Med 2000; 3:129–137.

33. Anandarajah G, Hight E. Spirituality and medical practice:
using the HOPE questions as a practical tool for spiritual
assessment. Am Fam Physician 2001; 63:81–89.

34. Hodges S. Spiritual screening: the starting place for inten-
tional pastoral care. Chaplaincy Today 1999; 15:30–39.

35. Dewald PA. Psychotherapy: A Dynamic Approach. New
York, NY: Basic Books; 1971:105, 127.

36. Clinebell H. Growth Counseling. Nashville, Tenn: Abingdon;
1979:96–97.

37. Numbers RL, Amundsen DW. Caring and Curing: Health
and Medicine in the Western Religious Traditions. Baltimore,
Md: Johns Hopkins University Press; 1998:viii.

JFP 0804_AE_Kliewer.final  7/20/04  9:07 AM  Page 624



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile ()
  /CalRGBProfile ()
  /CalCMYKProfile (U.S. Sheetfed Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


