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Spirituality and Mental Health

HAROLD G. KOENIG

ABSTRACT

Spirituality is increasingly being examined as a factor in mental health. Recent studies 
have found that spirituality may serve as a psychological and social resource for coping 
with stress. After defi ning the term spirituality, this paper examines some of the 
research on the relationship between spirituality and mental health, focusing on 
depression, anxiety, and substance abuse. While spiritual beliefs often represent 
powerful sources of comfort, hope and meaning, at times they can entangled with 
mental and emotional disorders making it diffi cult to determine whether they are a 
resource or a liability. Copyright © 2010 John Wiley & Sons, Ltd.
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INTRODUCTION

Nearly 90 percent of the world’s population is involved today in some form of 
spiritual practice (World Christian Database, 2007). Evidence that spiritual 
factors play a role in coping with the mysterious and vast world around us date 
back over 500,000 years ago when ritual treatment of skulls in China took place 
during the Paleolithic period (Smart & Denny, 2007, p. 26). Why have spiritual 
beliefs and practices persisted over these many millennia into modern times? I 
think it is because of the power of spirituality as a coping behavior. Spiritual 
beliefs and practices have enabled people over the ages to make sense of the 
diffi culties that they face in life and have provided rules for conduct that have 
helped us live and work together.

DEFINITION

What do I mean when I use the term “spirituality?” To me, spirituality is distin-
guished from all other things – humanism, values, morals, and mental health 
– by its connection to the sacred, the transcendent. The transcendent is that 
which is outside of the self, and yet also within the self – and in Western tradi-
tions is called God, Allah, HaShem, or a Higher Power, and in Eastern traditions 
is called Ultimate Truth or Reality, Vishnu, Krishna, or Buddha. Spirituality is 



117Spirituality and mental health

 Int. J. Appl. Psychoanal. Studies 7: 116–122 (2010)
Copyright © 2010 John Wiley & Sons, Ltd DOI: 10.1002/aps

intimately connected to the supernatural and religion, although also extends 
beyond religion. Spirituality includes a search for the transcendent, and 
so involves traveling along the path that leads from staunch non-belief to ques-
tioning to belief to devotion to surrender (Koenig, King, & Hall, forthcoming 
2011).

SPIRITUALITY AS A COPING BEHAVIOR

Spiritual coping is widespread. In 2001, a study published in the New England 
Journal of Medicine found that 90 percent of Americans turned to their spiritual 
beliefs to cope with the stress of September 11th (Schuster et al., 2001). This is 
also true in clinical settings. One survey of 330 hospitalized medical patients 
found that 90 percent reported they used spiritual beliefs and practices to cope 
at least a moderate extent, and over 40 percent indicated that their spiritual 
beliefs were the most important factor that kept them going (Koenig, 1998). 
Similarly, a survey of 52 patients with lung cancer in Ontario, Canada, found 
that the most common source of emotional support reported by these patients 
was either family (79 percent) or their spiritual beliefs (44 percent) (Ginsburg 
et al., 1995). Also, a study of 292 cancer outpatients in Thunder Bay, Canada, 
found that prayer was the most common of all coping strategies that investigators 
inquired about (64 percent) (Zaza, Sellick, & Hillier, 2005).

Not only do people in the general population and those with medical illness 
use spiritual beliefs and practices to cope, those with mental problems also often 
rely heavily on spiritual resources. For example, a study of 406 patients with 
persistent mental illness at a Los Angeles County mental health facility found 
that more than 80 percent relied on spiritual beliefs to cope (Tepper et al., 2001). 
Likewise, a study at the Center for Psychiatric Rehabilitation at Boston University 
of 157 adults with severe mental illness found that those with schizophrenia and 
major depression reported that the most common benefi cial activity they engaged 
in was spiritual activity (over half reported this); for the remaining patients who 
had bipolar disorder, only “meditation” surpassed spiritual activity in frequency 
of use (Russinova, Wewiorski, & Cash, 2002). Furthermore, a study of 79 psy-
chiatric patients in Australia found that 79 percent rated spirituality as very 
important, 82 percent thought their therapist should be aware of their spiritual 
beliefs, and 67 percent indicated that spirituality helped them to cope with 
psychological pain (D’Souza, 2002).

I will now briefl y review studies examining the relationship between spiritual-
ity and mental health, focusing on depression, anxiety, and substance abuse. In 
a systematic review of research conducted prior to the year 2000, we found that 
the vast majority (476 of 724 quantitative studies) reported statistically signifi -
cant positive associations between spiritual involvement and better mental 
health (Koenig, McCullough, & Larson, 2001, pp. 514–554). Because space is 
limited, I will briefl y mention the results of that systematic review and then 
examine more recent studies that have confi rmed these earlier associations.
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DEPRESSION

In our systematic review of the research prior to the year 2000, we found over 
100 quantitative studies that examined relationships between spirituality and 
depression, with the vast majority of these studies fi nding signifi cantly fewer 
depressive disorders or depressive symptoms among those who scored higher on 
spirituality scales (Koenig et al., 2001, pp. 118–143, 216–217, 527–530). More 
recently, investigators published a meta-analysis of 147 studies that involved 
nearly 100,000 subjects (Smith, McCullough, & Poll, 2003). They reported that 
on average there was a consistent inverse relationship between spirituality and 
depression and that was equivalent to the effect seen with gender. The difference 
in depression rates between men and women has long been accepted as robust 
and clinically signifi cant. The effects for spirituality on depression appear to be 
especially strong in stressed populations.

For example, we conducted a systematic study of 1000 consecutively 
admitted depressed patients diagnosed with either congestive heart failure or 
chronic pulmonary disease and depression (Koenig, 2007a). Depression was 
identifi ed using the Structured Clinical Interview for Depression. In this study, 
the spiritual characteristics of patients were compared to those of 428 patients 
without depression. Those with depression scored signifi cantly lower on a 
number of measures of spirituality, including both spiritual beliefs and practices. 
These differences between depressed and non-depressed patients on spirituality 
remained signifi cant even after controlling for demographic, social and physical 
health factors.

We then followed 865 of the depressed patients for a period of 12 to 24 weeks 
after they were discharged from the hospital. Of particular interest were patient 
characteristics that might identify those recovering more quickly from the 
depression (Koenig, 2007b). Again, those who were most involved in spiritual 
beliefs and activities such as being active in a spiritual community, reading 
spiritual materials, and praying or meditating, recovered from depression over 
50 percent faster than patients less spiritually involved.

In addition to studies following medical patients with depression, there has 
also been at least one study that examined the impact spiritual coping behaviors 
on mental health outcomes in psychiatric patients. This was a study of 104 
elderly psychiatric inpatients that found that spiritual coping during psychiatric 
hospitalization predicted lower levels of depressive symptoms six months later, a 
fi nding that persisted even after controlling for social support (Bosworth et al., 
2003).

ANXIETY

While spiritual beliefs and practices may help to cope with the stress of medical 
or psychiatric illness, they can also induce guilt and fear in some persons. 
Spiritual beliefs having to do with evil spirits or threats of retribution by divine 
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beings may increase anxiety in vulnerable individuals. However, such beliefs can 
also provide immense comfort to those who are fearful, can increase sense of 
control, and can boost self-confi dence (or at least boost confi dence in a power 
higher than themselves).

In our systematic review of research published prior to the year 2000, we 
found 76 studies that had examined the spirituality–anxiety relationship, which 
included seven randomized clinical trials (Koenig et al., 2001, pp. 144–155, 
536–538). While almost half of these studies reported signifi cantly less anxiety 
or fear among those scoring higher on spirituality scales, 10 studies found greater 
anxiety in those who were more spiritual. All of those studies, however, were 
cross-sectional (i.e. conducted at one point in time without follow-up). Considering 
that anxiety can be a powerful motivator for spiritual activity (“no atheists in 
foxholes”), it could be the anxiety that was responsible for this positive associa-
tion, not spiritual practices. One way to solve this “chicken or egg” question is 
by examining results from randomized clinical trials where spiritual interven-
tions are tested against other interventions or control groups. Of seven clinical 
trials that examined the effects of a spiritual intervention on anxiety, six found 
that the spiritual intervention lowered anxiety. Studies of Eastern spiritual tech-
niques such as “mindfulness” meditation or “transcendental” meditation have 
reported similar results (Miller, Fletcher, & Kabat-Zinn, 1995; Speca et al., 2000), 
although not all studies (Toneatto & Nguyen, 2007).

With regard to more recent research, Wink and Scott (2005) followed 155 
subjects for nearly 30 years examining whether spiritual beliefs in middle age 
predicted level of death anxiety in later life. The results were fascinating. Subjects 
with the lowest anxiety were those with either the highest spirituality or the 
lowest spirituality. Anxiety was highest in those who were only moderately 
spiritual and especially in persons who believed in life after death but were not 
involved in spiritual practices on a regular basis. They concluded that degree of 
spiritual involvement was more important than simply spiritual belief in warding 
off anxiety.

Just as certain kinds of spiritual or religious coping may reduce anxiety, other 
spiritual coping behaviors may worsen it. For example, one recent study of 
women with gynecological cancer found that those expressing spiritual struggles 
(feeling that God was punishing them, had deserted them, did not have the 
power to make a difference, or who felt deserted by their faith community) had 
signifi cantly higher anxiety than women without these struggles (Boscaglia, 
Clarke, Jobling, & Quinn, 2005). Interventions that address spiritual struggles, 
then, may help in reducing anxiety, although such interventions have yet to be 
developed and tested.

SUBSTANCE ABUSE

In our systematic review of studies published prior to the year 2000, we found 
138 studies that had examined the relationship between spirituality and sub-
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stance abuse. Among those studies, no fewer than 90 percent reported that 
substance use, abuse, and misuse were signifi cantly less common among those 
who scored higher on measures of spirituality (Koenig et al., 2001, pp. 539–545). 
This was especially true for studies in high school or college students, which 
made up the majority of these studies.

Consider fi ndings reported by the National Center on Addiction and 
Substance Abuse (CASA) at Columbia University. Using data from three 
national US surveys, they found that adults who indicate that spirituality was 
not important to them (versus those who said it was) were 50 percent more 
likely to use alcohol and cigarettes, three times more likely to binge drink, four 
times more likely to use illicit drugs other than marijuana, and six times more 
likely to use marijuana (CASA Report, 2001). Among youth, the fi ndings were 
even more pronounced. Furthermore, the CASA report found that those who 
received both professional treatment and attended Alcoholics Anonymous or 
Narcotics Anonymous (spiritual programs) were much more likely to remain 
abstinent compared to those who received only professional treatment. Many 
recent studies have confi rmed these associations and have extended them to 
groups at high risk for substance abuse disorders, including African-Americans 
(Nasim et al., 2006; Steinman & Zimmerman, 2004), Hispanic Americans 
(Marsiglia et al., 2005; Guinn, 1975), and Native Americans (Stone et al., 
2006).

There are times, however, when spirituality may contribute to substance 
abuse problems. Studies indicate that when those with conservative spiritual 
beliefs that strongly condemn any use of alcohol or drugs become involved in 
such activity, they are more likely to develop severe patterns of abuse and depen-
dence. These persons often completely withdraw from any spiritual involvement 
due to their guilt and shame from not living up to their beliefs, resulting in isola-
tion and worsening substance abuse (Musick, Blazer, & Hays, 2000).

CONCLUSIONS

Spiritual beliefs and practices on the whole appear to be associated with better 
mental health, and specifi cally with less depression, anxiety, and substance 
abuse. Spiritual involvement enhances social support, provides guidelines for 
healthy living and for relating with others, and provides meaning and purpose 
especially in the midst of suffering and trial. Sometimes, however, spiritual 
beliefs are not suffi cient to relieve all of the person’s distress, especially once it 
has progressed beyond a certain severity. At that point, they may not be able to 
mobilize their spiritual resources and so professional mental health will be 
needed to return them to a state where they can once again use spiritual 
resources to keep themselves well. Clinicians should consider integrating spiri-
tuality into treatment where spiritual beliefs and practices are important to 
patients, or at least helping patients to utilize healthy spirituality coping resources 
as they strive for healing and wholeness.
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