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Abstract

The relationship between religion, spirituality, and mental health is one of the most significant
interdisciplinary questions in contemporary Religious Studies, Psychology, Psychotherapy, Psychiatry,
and Public Health (Koenig, McCullough, and Larson 2001; Koenig, King, and Carson 2012; Miller and
Thoresen 2003). Religious traditions have historically provided frameworks for interpreting suffering,
cultivating moral discipline, requlating emotion, building community, and sustaining hope
(Pargament 1997, 2007). Modern empirical research has increasingly examined whether religious and
spiritual practices contribute to psychological well-being, stress reduction, resilience, recovery from
depression and anxiety, and improved coping (Koenig, King, and Carson 2012; Goyal et al. 2014).
However, the evidence is complex. Religion may support mental health through meaning-making, social
support, ritual participation, forgiveness, ethical discipline, prayer, meditation, and contemplative
awareness (Pargament 1997; Koenig, King, and Carson 2012). At the same time, religion may also
produce psychological distress when associated with guilt, fear, coercion, exclusion, stigma, spiritual
struggle, or resistance to professional treatment (Pargament 1997, 2007).

This article critically examines the role of religion in mental health by focusing on empirical evidence,
mechanisms of change, contemplative practices, psychotherapy, and clinical-cultural implications
(Koenig, McCullough, and Larson 2001; Wampold 2015). Particular attention is given to mindfulness
meditation, vipassand, yoga-based practices, Transcendental Meditation, and the common factors
shared by psychotherapy and religious healing (Goyal et al. 2014; Holzel et al. 2011; Wampold et al.
1997). The article argues that religion should neither be romanticized as a universal cure nor dismissed
as irrelevant to mental health. Rather, religion should be understood as a powerful cultural,
psychological, ethical, and spiritual system that may support human flourishing when practiced with
compassion, critical awareness, and openness to evidence-based care (Pargament 2007; Koenig, King,
and Carson 2012).

Key words - religion, spirituality, mental health, mindfulness, vipassand, psychotherapy, meditation, emotional
regulation, religious coping, well-being efc.

Introduction

Religion has always been deeply connected with
human suffering. Across civilizations, religious
traditions have addressed grief, fear, guilt, illness,
death, moral failure, anxiety, despair, and the
search for meaning (Pargament 1997; Koenig,
McCullough, and Larson 2001). Whether through
prayer, ritual, confession, meditation, pilgrimage,
scriptural reflection, communal worship, ascetic
discipline, or ethical transformation, religion has
offered human beings ways of understanding and
responding to psychological distress (Pargament
2007). For this reason, the relationship between

religion and mental health cannot be treated as a
marginal issue. It lies at the intersection of belief,
emotion, community, body, mind, culture, and
healing (Miller and Thoresen 2003).

The modern study of religion and mental health
has grown substantially. A large body of empirical
literature has examined the relationship between
religious involvement and psychological well-
being (Koenig, McCullough, and Larson 2001;
Koenig, King, and Carson 2012). A large body of
empirical research has explored religion,
spirituality, and mental health, including studies
on mindfulness meditation, vipassana, Kundalini
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Yoga, Sahaja Yoga, Transcendental Meditation,
psychotherapy, emotional regulation, stress
reduction, and brain mechanisms (Koenig,
McCullough, and Larson 2001; Koenig, King, and
Carson 2012; Goyal et al. 2014). This expanding
literature suggests that religion may influence
mental health through multiple pathways,
including social support, meaning-making, healthy
lifestyle, meditation, prayer, optimism, and
emotional regulation (Koenig, King, and Carson
2012; Pargament 1997).

However, the question is not simply whether
religion is “good” or “bad” for mental health. Such
a question is too broad (Pargament 1997, 2007).
Religion is not a single object. It includes beliefs,
rituals, communities, moral codes, institutional
structures, spiritual experiences, meditation
systems, devotional practices, and forms of
authority (Miller and Thoresen 2003). Similarly,
mental health is not merely the absence of mental
illness. It includes emotional balance, resilience,
meaningfulness, healthy relationships, self-
understanding, moral agency, and the capacity to
cope with suffering (Koenig, King, and Carson
2012). Therefore, a more precise academic question
is: under what conditions, through what
mechanisms, and for whom does religion support
or hinder mental health?

This article takes a balanced position. Religion may
support mental health by providing meaning,
belonging, hope, forgiveness, discipline, and
contemplative practices (Pargament 1997; Koenig,
King, and Carson 2012). Yet religion may also harm
mental health when it produces fear, guilt, shame,
exclusion, coercive authority, or avoidance of
necessary medical and psychological treatment
(Pargament 2007). The same religious tradition
may heal one person and wound another,
depending on interpretation, community, personal
history, and institutional context. Therefore,
religion must be studied with both sympathy and
critique.

The article proceeds in eight major stages. First, it
clarifies the meanings of religion, spirituality, and
mental health. Second, it examines religion as a
potential psychological resource. Third, it discusses
evidence and methodological caution. Fourth, it
analyzes mindfulness meditation and vipassana as
major examples of religiously rooted practices now
used in psychological and clinical contexts. Fifth, it
considers neuroscientific evidence with caution.
Sixth, it discusses other meditative and yogic
traditions, including Kundalini Yoga, Sahaja Yoga,
and Transcendental Meditation. Seventh, it
examines psychotherapy and common mechanisms
of change. Finally, it addresses negative religious
coping, clinical implications, future research, and
the need for an ethically responsible integration of
religion and mental health care (Pargament 2007;
Wampold 2015).
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Conceptual Clarifications: Religion, Spirituality,
and Mental Health

Any serious discussion of religion and mental
health must begin with conceptual clarity. The
term “religion” does not refer only to belief in God.
It includes a complex system of meaning, practice,
ritual, community, ethics, symbols, scriptures,
institutions, and experiences through which
individuals and groups relate to what they
consider sacred, ultimate, transcendent, or
spiritually authoritative (Miller and Thoresen 2003;
Pargament 1997). Religion may involve worship,
meditation, prayer, pilgrimage, ritual purity,
scriptural study, moral discipline, confession,
fasting, chanting, yoga, devotion, service, and
communal belonging (Koenig, McCullough, and
Larson 2001).

The term “spirituality” is often used more broadly.
Spirituality may refer to an individual search for
meaning, inner peace, transcendence,
connectedness, self-transformation, or ultimate
purpose (Miller and Thoresen 2003). Spirituality
may exist within religion, but it may also be
expressed outside formal religious institutions. A
person may describe herself as spiritual but not
religious; another may experience spirituality
entirely  within  temple, church, mosque,
monastery, safigha, or satsanga. Thus, religion and
spirituality overlap but are not identical. Religion is
generally more communal, institutional, ritualized,
and doctrinal; spirituality is often more personal,
experiential, and interiorized (Pargament 2007).

Mental health also requires careful definition. It
should not be reduced merely to the absence of
psychiatric  illness. Mental health includes
emotional resilience, self-understanding, social
functioning, capacity for intimacy, moral agency,
meaningfulness, hope, and the ability to cope with
suffering (Koenig, King, and Carson 2012). In
clinical settings, mental health also includes the
diagnosis and treatment of conditions such as
depression, anxiety disorders, trauma-related
disorders, obsessive-compulsive disorder,
substance use disorders, psychosis, and personality
disorders.

This distinction is important because religion may
affect mental health at different levels. It may not
always remove clinical symptoms, but it may help
a person endure suffering, interpret pain, seek
forgiveness, regulate emotion, feel supported, or
act ethically (Pargament 1997). At the same time,
spiritual consolation cannot automatically replace
psychotherapy, psychiatry, medication, or crisis
care when these are required (Pargament 2007;
Koenig, King, and Carson 2012). A balanced
approach must therefore recognize both the value
and the limits of religion.

Religion as a Resource for Mental Health
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Religion can support mental health in several
important ways. One of the most significant is
meaning-making. Human beings suffer not only
from pain but also from meaninglessness.
Depression, grief, trauma, and anxiety often
become more severe when suffering appears
pointless, isolating, or morally unintelligible.
Religion offers symbolic frameworks through
which suffering can be interpreted (Pargament
1997). It may be understood as part of spiritual
growth, karmic consequence, divine testing, moral
purification, impermanence, attachment, or the
human condition.

Such interpretations can help individuals endure
suffering. A grieving person may find comfort in
belief in divine presence, rebirth, heaven, karma,
ancestral continuity, or the compassionate order of
the universe. A person experiencing guilt may seek
repentance, forgiveness, confession, or ritual
purification. A person facing illness may find
strength through prayer, surrender, mantra,
meditation, or communal support (Koenig,
McCullough, and Larson 2001; Pargament 2007). In
this way, religion provides a language through
which suffering becomes speakable.

A second pathway is social support. Religious
communities often provide belonging, identity,
friendship, care, shared rituals, and practical
assistance (Koenig, King, and Carson 2012).
Temples, churches, mosques, monasteries, sanghas,
satsangas, gurudwaras, and other religious
communities may function as networks of
emotional and social support. This is especially
important because isolation is a major risk factor
for psychological distress. Religious participation
can reduce loneliness and create a sense of being
part of a larger moral community (Koenig,
McCullough, and Larson 2001).

A third pathway is ethical discipline. Religious
traditions often encourage compassion,
forgiveness, generosity, truthfulness, restraint,
humility, gratitude, nonviolence, patience, and self-
control. These values can improve mental health
indirectly by reducing destructive behaviour and
improving interpersonal relationships (Pargament
1997; Koenig, King, and Carson 2012). For example,
Buddhist sila, Jain ahimsa, Hindu yama and
niyama, Christian forgiveness, Islamic sabr, Sikh
seva, and other religious virtues can cultivate
habits that stabilize social and emotional life.

A fourth pathway is ritual and embodied practice.
Rituals help individuals express grief, seek
purification, mark transitions, remember the dead,
confess wrongdoing, renew commitment, and
experience belonging (Pargament 2007). Rituals are
not merely symbolic in an abstract sense; they are
embodied forms of emotional regulation. Chanting,
bowing, lighting lamps, circumambulation, fasting,
kneeling, breathing, and singing involve body,
memory, emotion, and community.
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A fifth pathway is contemplative discipline.
Meditation, prayer, mantra, breath awareness,
devotional absorption, and silence can calm the
mind, regulate attention, reduce rumination, and
cultivate self-awareness (Goyal et al. 2014; Holzel
et al. 2011). These practices are especially
important in the modern study of religion and
mental health because they can be examined
empirically while also being understood within
their religious traditions.

Yet religion is not the only source of these benefits.
Non-religious philosophies, humanistic ethics,
secular mindfulness, psychotherapy, art, literature,
political community, friendship, and civic service
may also provide meaning, support, discipline, and
resilience (Miller and Thoresen 2003). Therefore,
the academic task is not to prove that religion is
necessary for mental health. Rather, it is to examine
how religion functions as one possible, powerful,
and culturally significant resource for mental well-
being.

Evidence, Causality, and Methodological Caution

The relationship between religion and mental
health must be studied with methodological
caution. Many studies report positive associations
between religious involvement and well-being, but
association is not the same as causation (Koenig,
King, and Carson 2012). If religious people show
better mental health outcomes, this does not
automatically prove that religion caused those
outcomes. Other factors may be involved, such as
family stability, social support, lifestyle, economic
conditions, personality, community belonging, or
pre-existing health (Koenig, McCullough, and
Larson 2001).

Measurement is another challenge. Religion is
multidimensional. Researchers may measure
frequency of prayer, attendance at religious
services, belief in God, meditation practice,
religious coping, spiritual experience, scriptural
reading, ritual participation, or intrinsic religiosity
(Miller and Thoresen 2003). These variables are not
identical. A person who attends religious services
for social reasons may differ psychologically from a
person who practices contemplative prayer daily.
Similarly, a compassionate devotional orientation
may differ from fear-based religious obedience
(Pargament 1997).

The quality of religion matters. Religion grounded
in compassion, humility, forgiveness, hope, and
ethical responsibility may support mental health.
Religion grounded in fear, shame, exclusion,
punishment, or rigid authority may damage
mental health (Pargament 2007). Therefore,
research must distinguish between positive and
negative forms of religious coping.

Another issue concerns the quality of evidence in
meditation and spirituality research. Some studies
use small samples, lack active control groups,
depend heavily on self-report, or are conducted by
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researchers sympathetic to the intervention (Goyal
et al. 2014; Fox et al. 2014). Publication bias is also a
concern, especially when positive findings are
more likely to be published than negative or
inconclusive findings (Fox et al. 2014). Therefore,
the evidence must be interpreted carefully.

The appropriate conclusion is neither that religion
is scientifically proven to cure mental illness nor
that religion is irrelevant to mental health. Rather,
religion and spirituality should be studied as
complex psychosocial, cultural, and contemplative
phenomena that may influence mental health in
different ways depending on context, practice,
belief, and individual vulnerability (Pargament
2007; Koenig, King, and Carson 2012).

Mindfulness Meditation and Mental Health

Mindfulness meditation is one of the most
researched  spiritual practices in modern
psychology and psychiatry (Goyal et al. 2014).
Although mindfulness has deep roots in Buddhist
traditions, particularly in relation to sati,
awareness, recollection, and disciplined attention,
it has Dbeen adapted into secular clinical
interventions such as Mindfulness-Based Stress
Reduction and Mindfulness-Based Cognitive
Therapy (Kabat-Zinn 1990). These interventions
have been used for stress, depression, anxiety,
chronic pain, relapse prevention, emotional
regulation, and general well-being (Goyal et al.
2014; Hilton et al. 2017).

Empirical studies and systematic reviews suggest
that mindfulness meditation has been associated
with reductions in psychological stress, depressive
symptoms, anxiety, worry, rumination, substance
use problems, and emotional reactivity (Goyal et al.
2014; Hilton et al. 2017). It also notes that
mindfulness may improve mood, stress resilience,
attention, self-acceptance, compassion, and identity
formation. These claims reflect the central position
mindfulness now occupies in mental health
research (Goyal et al. 2014).

Mindfulness may support mental health through
several mechanisms. First, it trains attention.
Anxiety and depression often involve repetitive
patterns of worry and rumination. The anxious
mind moves toward anticipated threat; the
depressed mind returns repeatedly to loss, failure,
or self-criticism. Mindfulness teaches the
practitioner to observe thoughts as thoughts rather
than as absolute truths. This process, often called
decentering, reduces identification with mental
content (Goyal et al. 2014).

Second,  mindfulness  supports  emotional
regulation. By cultivating awareness of bodily
sensations, thoughts, and feelings, practitioners
may notice emotional reactions before they become
overwhelming (Holzel et al. 2011). Anger, fear,
sadness, craving, and shame can be observed as
changing experiences rather than fixed identities.
This creates space between stimulus and response.
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Third, mindfulness reduces experiential avoidance.
Many people attempt to suppress painful thoughts
and emotions. However, suppression often
strengthens distress. Mindfulness encourages a
different relationship to suffering: one of
observation, acceptance, and non-reactivity (Kabat-
Zinn 1990). This does not mean passive resignation.
Rather, it means learning to remain present with
experience without compulsively escaping it.

Fourth, mindfulness may cultivate compassion and
self-acceptance. Although  some  modern
mindfulness programs emphasize attention more
than ethics, Buddhist mindfulness traditionally
operates within a wider framework of compassion,
non-harming, wisdom, and liberation. When
mindfulness is joined with kindness, it can soften
harsh self-judgment and support healing.

However, mindfulness should not be treated as a
universal remedy. Its effects vary across
individuals and conditions. It may be helpful for
many people, but not everyone benefits equally
(Goyal et al. 2014). Some individuals, especially
those with trauma histories or severe psychiatric
symptoms, may find intensive meditation
destabilizing if not properly guided. Thus,
mindfulness should be used responsibly, with
attention to context, teacher competence, and
participant readiness (Pargament 2007).

Vipassana Meditation and Buddhist Insight

Vipassana, often translated as “insight,” is a central
Buddhist meditative practice concerned with
seeing reality clearly. In classical Buddhist terms,
insight involves understanding impermanence,
suffering or unsatisfactoriness, and non-self. In
contemporary practice, vipassana often involves
careful observation of bodily sensations, feelings,
thoughts, and mental states as they arise and pass
away.

Research on vipassana meditation suggests that it
may reduce stress, increase well-being, encourage
self-kindness, and affect cognitive processing,
although the strength of evidence varies across
studies. It also refers to EEG studies and research
suggesting differences between novice and
experienced meditators. These findings suggest
that vipassana may influence both psychological
and cognitive processes.

From a mental health perspective, vipassana is
important because it trains awareness of change.
Many forms of distress are intensified by the belief
that a painful feeling will last forever or that a
thought defines the self. Vipassana challenges this
by  encouraging  direct  observation  of
impermanence. Sensations arise and pass.
Thoughts arise and pass. Emotions arise and pass.
This experiential understanding can reduce
attachment, fear, and identification.

Vipassana may also help individuals observe the
chain of reactivity. A sensation leads to craving or
aversion; craving or aversion leads to thought;
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thought leads to action; action reinforces habit. By
observing this chain, practitioners may become less
controlled by automatic reactions. In this respect,
vipassana has relevance not only to stress and
anxiety but also to addiction, anger, compulsive
behaviour, and emotional dysregulation.

However, vipassana should not be reduced merely
to a relaxation technique. In Buddhist traditions, it
is part of a wider path involving sila, samadhi, and
panfa. Ethical conduct, concentration, and wisdom
form an integrated system. When vipassana is
removed from this wider context, some of its
ethical and philosophical depth may be lost. For
clinical use, this does not mean that all participants
must become Buddhist. But it does mean that
scholars and practitioners should recognize the
religious origins and deeper aims of the practice.

Intensive vipassana retreats may also carry risks
for some individuals. Extended silence, prolonged
meditation, and close observation of bodily and
mental processes can bring unresolved trauma,
anxiety, or dissociation to the surface. Therefore,
screening, guidance, and aftercare are important.
Vipassana can be transformative, but it should be
taught and practiced with psychological
sensitivity.

Neuroscientific Evidence: Promise and Caution

Neuroscience has become an important part of
meditation research. Studies have examined
whether mindfulness and other forms of
meditation are associated with changes in brain
structure, brain function, attention networks,
emotional processing, and stress regulation (Holzel
et al. 2011; Fox et al. 2014, 2016). Neuroscientific
studies of meditation have examined findings
involving the anterior cingulate cortex, prefrontal
cortex, hippocampus, amygdala, parietal lobe, EEG
activity, and mneural mechanisms related to
attention and emotion regulation (Holzel et al.
2011; Fox et al. 2014, 2016).

Such findings are promising because they suggest
that contemplative practices may influence
biological systems associated with mental health
(Holzel et al. 2011). For example, attention
regulation may involve prefrontal and anterior
cingulate regions; emotional reactivity may involve
amygdala-related processes; memory and learning
may involve the hippocampus. If meditation
changes how individuals attend, regulate emotion,
and relate to self-referential thought, it is plausible
that measurable neural changes may accompany
these psychological changes (Fox et al. 2014, 2016).

However, neuroscientific findings must be
interpreted carefully. Small sample sizes, cross-
sectional designs, publication bias, and variation in
meditation methods limit the strength of some
conclusions (Fox et al. 2014). Not all meditation
practices are the same. Focused attention, open
monitoring, mantra meditation, loving-kindness
meditation, devotional prayer, and yogic
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concentration may involve different mental
processes and neural patterns (Fox et al. 2016).
Therefore, results from one form of meditation
should not be generalized to all forms.

Another concern is neuro-exaggeration. Brain
images and technical language can make findings
appear more conclusive than they are. A change in
brain activation does not automatically prove
clinical benefit. Similarly, increased cortical
thickness or altered EEG activity should not be
interpreted as spiritual superiority. Neuroscience
can help explain possible mechanisms, but it
cannot replace psychological, ethical, cultural, and
religious analysis.

The Dbest conclusion is cautious optimism.
Meditation may influence brain systems related to
attention, emotion, body awareness, and self-
processing (Holzel et al. 2011; Fox et al. 2014).
These effects may help explain some mental health
benefits. But further research is needed, especially
with larger samples, active controls, long-term
follow-up, and careful distinction between
different contemplative practices (Goyal et al. 2014;
Fox et al. 2016).

Other Spiritual-Meditative
Kundalini Yoga, Sahaja
Transcendental Meditation

Interventions:
Yoga, and

Apart from mindfulness and vipassana, several
other spiritual and meditative practices have been
studied in relation to mental health. These include
Kundalini Yoga, Sahaja Yoga, and Transcendental
Meditation. Each practice has distinct historical,
doctrinal, and practical features. Their evidence
bases also vary.

Kundalini Yoga combines posture, breath
regulation, mantra, concentration, and meditative
awareness. It may influence mental health through
multiple pathways: bodily movement, breath
control, rhythmic practice, group participation,
spiritual meaning, and attentional regulation. Some
clinical research suggests possible benefits of
Kundalini Yoga for memory, executive functioning,
depressive symptoms, apathy, and emotional
resilience among older adults with memory
complaints. These findings are promising,
particularly in relation to cognitive aging and
emotional well-being. However, more rigorous
research is needed before strong clinical claims can
be made.

Sahaja Yoga emphasizes mental silence. This is
significant because many mental health difficulties
involve excessive mental activity, including worry,
rumination, intrusive thought, and self-criticism. A
practice that cultivates inner silence may help
reduce psychological noise and improve emotional
balance. Some studies suggest that Sahaja Yoga
practitioners may show lower depression and
higher emotional well-being, along with distinctive
physiological findings, although the evidence
remains limited and requires further replication.
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Yet the evidence remains limited and requires
independent replication.

Transcendental Meditation is a mantra-based
practice that gained global attention in the
twentieth century. Some research suggests that it
may reduce stress and anxiety, and it has also been
studied in relation to hypertension and
physiological relaxation (Brook et al. 2013).
However, TM research has been criticized for
methodological weaknesses, possible bias, and the
involvement of researchers connected to TM
organizations. Therefore, TM should be discussed
with caution. It may be beneficial for some
individuals, but claims of unique superiority
require stronger independent evidence.

Taken together, these practices show that religious
and spiritual traditions contain diverse methods of
mental cultivation. They may support mental
health through breath, attention, movement,
mantra, silence, community, and meaning (Goyal
et al. 2014; Koenig, King, and Carson 2012).
However, they should not be treated as
interchangeable. Nor should they be promoted as
replacements for professional mental health care.
Their proper role is best understood as
complementary, context-sensitive, and evidence-
informed.

Religion,  Psychotherapy, and Common

Mechanisms of Change

Psychotherapy provides an important comparison
point for understanding religion and mental
health. Unlike religion, psychotherapy is a
professional clinical practice based on assessment,
theory, ethics, training, and evidence (Wampold
2015). Yet religion and psychotherapy overlap in
their concern with suffering, meaning, identity,
emotion, memory, relationship, and transformation
(Pargament 2007).

Large-scale reviews have found psychotherapy to
be effective for many mental health conditions. It
also discusses the “Dodo bird verdict,” common
factors theory, therapeutic relationship, emotional
processing, interpretation of problems, and the
comparable effectiveness of different
psychotherapies in certain contexts. This is relevant
because many religious practices may work
through similar human processes (Wampold et al.
1997; Wampold 2015).

One common mechanism is relationship. In
psychotherapy, the therapeutic alliance is central
(Wampold 2015). In religion, the relationship may
be with a spiritual teacher, guru, monk, nun, priest,
pastor, imam, rabbi, sangha, congregation, or
divine presence. Trusting relationships can provide
containment, hope, guidance, and accountability
(Pargament 2007).

A second mechanism is interpretation.
Psychotherapy helps clients reinterpret distress
through psychological frameworks. Religion helps
practitioners interpret suffering through spiritual,
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moral, karmic, theological, or existential
frameworks (Pargament 1997). In both cases,
healing often involves a change in meaning.

A third mechanism is emotional disclosure and
processing. Confession, repentance, lamentation,
prayer, ritual mourning, and spiritual counsel may
allow painful emotions to be expressed.
Psychotherapy similarly creates space for grief,
shame, anger, fear, and trauma to be processed
(Wampold 2015).

A fourth mechanism is practice and discipline.

Psychotherapy  often  includes  homework,
behavioural change, cognitive restructuring,
exposure, journaling, or relational practice.

Religion includes prayer, meditation, fasting,
chanting, ethical vows, service, study, and ritual
observance (Pargament 2007). Both involve
repeated practice that reshapes habits.

A fifth mechanism is hope. Both religion and
psychotherapy offer the possibility that suffering
can change. In religion, hope may be grounded in
grace, karma, liberation, forgiveness, divine
compassion, rebirth, or spiritual progress. In
psychotherapy, hope may be grounded in
psychological ~ insight,  skill  development,
behavioural change, and relational healing
(Wampold 2015).

Despite these overlaps, religion and psychotherapy
should not be confused. A religious leader is not
automatically a trained psychotherapist. A
therapist is not automatically a spiritual teacher.
Severe mental illness may require professional
diagnosis, medication, crisis intervention, or
specialized treatment (Koenig, King, and Carson
2012). Religion may support such treatment, but it
should not replace it when clinical care is necessary
(Pargament 2007).

Negative Religious Coping, Spiritual Struggle,
and Possible Harms

A balanced account must examine not only the
benefits of religion but also its risks. Religion is
psychologically powerful. Because it shapes guilt,
hope, identity, belonging, morality, and fear, it can
heal or harm (Pargament 1997, 2007).

Negative religious coping occurs when individuals
interpret suffering in ways that intensify distress. A
person may believe that depression is punishment
from God, that anxiety shows lack of faith, that
trauma is deserved because of karma, or that
mental illness is a sign of moral impurity
(Pargament 1997). Such interpretations may
increase shame and prevent help-seeking.

Spiritual struggle may also occur when a person
feels abandoned by God, rejected by a religious
community, unable to meet spiritual expectations,
or trapped in fear of punishment (Pargament 2007).
Religious guilt may become psychologically
damaging when it turns into obsessive self-
condemnation. In some cases, scrupulosity may
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overlap with obsessive-compulsive symptoms,
where the person becomes trapped in compulsive
confession, ritual repetition, or fear of sin.

Religious communities can also contribute to
mental distress through stigma and exclusion.
Individuals with mental illness may be treated as
spiritually weak or morally defective. Women,
marginalized castes, sexual minorities, dissenters,
converts, or those who question authority may
experience religious environments as oppressive
rather than healing. Coercive religious authority
may intensify dependency, silence, and
psychological control (Pargament 2007).

Another risk is the rejection of professional care.
Some individuals may be told that prayer, ritual,
meditation, or faith alone is sufficient. While
spiritual practices may provide support, they
should not be used to discourage psychotherapy,
psychiatry, medication, or emergency intervention
when needed (Koenig, King, and Carson 2012).
This is especially important in cases of suicidal
ideation, psychosis, bipolar disorder, severe
depression, addiction, trauma, and obsessive-
compulsive disorder.

These risks do not mean that religion is inherently
harmful. Rather, they show that religion must be
practiced and studied ethically. The same tradition
may support compassion, dignity, and healing in
one context, while producing fear, shame, and
exclusion in another (Pargament 1997). Therefore,
scholars and clinicians must examine not only
whether a person is religious, but what kind of
religion they practice, how they interpret suffering,
and whether their religious community supports or
harms psychological well-being.

Clinical and Cultural Implications

The relationship between religion and mental
health has important implications for clinical
practice. Psychologists, psychiatrists,
psychotherapists, counsellors, and social workers
should not ignore the religious and spiritual lives
of clients (Pargament 2007; Koenig, King, and
Carson 2012). For many people, religion provides
the primary language through which suffering is
understood. A client may describe depression as
spiritual emptiness, grief as divine testing, anxiety
as loss of faith, addiction as moral bondage, or
recovery as grace.

Clinicians need not accept every religious
explanation literally. However, they should
understand what it means to the client. A
spiritually ~sensitive approach may include
questions such as: Is religion or spirituality
important in your life? Does it support you during
distress? Does it create guilt or conflict? Are there
religious practices that help you cope? Would you
like your spiritual beliefs to be considered in
therapy? (Pargament 2007)

Such inquiry can identify both resources and risks.
Prayer, meditation, scripture, ritual, community
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support, forgiveness, and spiritual companionship
may support recovery (Koenig, King, and Carson
2012). Conversely, shame, fear, stigma, exclusion,
or religious conflict may require therapeutic
attention (Pargament 1997).

Religious  leaders also  have  important
responsibilities. In many cultures, people first seek
help from priests, monks, nuns, gurus, imams,
pastors, elders, or spiritual teachers before
approaching  mental  health  professionals.
Therefore, religious leaders should develop basic
mental health literacy. They should be able to
recognize signs of depression, anxiety, trauma,
addiction, psychosis, and suicide risk. They should
know when referral is necessary (Koenig, King,
and Carson 2012).

The ideal model is collaboration, not competition.
Religion and mental health care can work together
when each respects the other’s limits. Spiritual care
can provide meaning, community, and moral
support. Clinical care can provide diagnosis,
treatment, crisis management, and evidence-based
intervention (Pargament 2007). Together, they can
serve the whole person.

However, integration must be ethical. Spiritual
practices should never be imposed on clients. Non-
religious clients should not be pressured into
religious explanations. Religious clients should not
be mocked or dismissed. Clinicians must respect
pluralism, autonomy, and informed consent.
Religious leaders must avoid claiming clinical
authority beyond their competence (Pargament
2007; Koenig, King, and Carson 2012).

Future Research Directions

Future research should move beyond general
claims that religion is either beneficial or harmful.
More precise questions are needed. Scholars
should ask: Which forms of religion support
mental health? Which forms increase distress? For
whom? Under what conditions? Through which
mechanisms? In which cultural contexts? (Miller
and Thoresen 2003; Koenig, King, and Carson 2012)

Research should distinguish between prayer,
meditation, communal worship, ritual, pilgrimage,
devotional surrender, ethical discipline, scriptural
study, chanting, silence, and service. These
practices may have different psychological effects
(Pargament 1997). A person who meditates daily
may differ from a person who attends festivals
occasionally. A person who experiences religion as
compassion may differ from a person who
experiences religion as fear.

Greater attention should also be given to negative
religious coping, religious trauma, spiritual abuse,
caste-based exclusion, gendered religious harm,
religious stigma around mental illness, and the
psychological effects of authoritarian religious
structures (Pargament 2007). These topics are often
less studied than positive religious coping but are
essential for balance.
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Meditation research also needs greater rigor.
Studies should use larger samples, active control
groups, long-term  follow-up, transparent
reporting, and careful differentiation between
meditation styles (Goyal et al. 2014; Fox et al. 2016).
Focused attention, open monitoring, vipassana,
mantra meditation, loving-kindness practice,
devotional prayer, yogic concentration, and mental
silence should not be treated as identical (Fox et al.
2016).

Finally, interdisciplinary collaboration is necessary.
Religious Studies can clarify doctrine, ritual,
meaning, and tradition. Psychology can study
cognition, emotion, personality, and behaviour.
Psychiatry can address diagnosis and treatment.
Neuroscience can explore brain mechanisms.
Public Health can examine access, stigma, and
community-based care (Miller and Thoresen 2003;
Koenig, King, and Carson 2012). Together, these
fields can produce a more complete understanding
of religion and mental health.

Conclusion

Religion plays a significant but complex role in
mental health. It may provide meaning, hope,
ethical discipline, emotional regulation,
forgiveness, community, resilience, and self-
transcendence (Pargament 1997; Koenig, King, and
Carson 2012). Religious and spiritual practices such
as prayer, meditation, ritual, chanting, yoga,
confession, pilgrimage, and communal worship
may help individuals cope with suffering and
cultivate psychological well-being (Pargament
2007).  Mindfulness-based interventions, in
particular, have generated substantial empirical
interest and show evidence of benefit for stress,
anxiety, depression, pain, attention, and emotional
regulation (Goyal et al. 2014; Hilton et al. 2017).
Vipassana and other contemplative practices also
offer important models of awareness, insight, and
transformation.

At the same time, religion should not be
romanticized. It may produce distress when
associated with fear, shame, guilt, exclusion,
coercive authority, spiritual struggle, or refusal of
professional treatment (Pargament 1997, 2007).
Religious coping can be positive or negative.
Therefore, the key question is not whether religion
is universally good or bad for mental health, but
how particular forms of religious belief, practice,
and community affect particular persons in
particular contexts.

Psychotherapy and psychiatry remain essential for
many mental health conditions, but they need not
be opposed to religion (Koenig, King, and Carson
2012). Both religion and psychotherapy address
suffering, emotion, memory, identity, relationship,
meaning, and transformation (Wampold 2015;
Pargament 2007). Their methods differ, but their
concerns often overlap. A mature approach
requires critical integration: religious resources
may support mental health when they are
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compassionate, ethically grounded,
psychologically ~ sensitive, and open to

collaboration with professional care (Pargament
2007).

Religion should therefore be understood as a
powerful cultural, psychological, ethical, and
spiritual force. It can heal, sustain, discipline,
console, and transform; but it can also wound,
restrict, shame, and intensify distress (Pargament
1997, 2007). A responsible academic and clinical
approach must be evidence-based, culturally
sensitive, ethically cautious, and open to the
plurality of human experience (Miller and
Thoresen 2003; Koenig, King, and Carson 2012).
Such an approach allows religion to be studied
neither as superstition nor as cure-all, but as a
deeply human system of meaning that can
contribute to mental health when engaged with
wisdom, compassion, and critical care.

References

Brook, Robert D., Lawrence ]. Appel, Melvyn
Rubenfire, Gbenga Ogedegbe, James D. Bisognano,
William ]. Elliott, Michael A. Fuchs, et al. 2013.
“Beyond Medications and Diet: Alternative
Approaches to Lowering Blood Pressure: A
Scientific Statement from the American Heart
Association.” Hypertension 61: 1360-1383.

Cuijpers, Pim, Annemieke van Straten, Gerhard
Andersson, and Steven D. Hollon. 2013. “A Meta-
Analysis of Cognitive-Behavioural Therapy for
Adult Depression, Alone and in Comparison with
Other Treatments.” Canadian Journal of Psychiatry 58
(7): 376-385.

Cuijpers, Pim, Tara Donker, Myrna M. Weissman,
John C. Markowitz, and Gerhard Andersson. 2011.
“Interpersonal Psychotherapy for Depression: A
Meta-Analysis.” American Journal of Psychiatry 168
(6): 581-592.

Fox, Kieran C. R., Savannah Nijeboer, Matthew L.
Dixon, James L. Floman, Melissa Ellamil, Samuel P.
Rumak, Peter Sedlmeier, and Kalina Christoff.
2014. “Is Meditation Associated with Altered Brain
Structure? A Systematic Review and Meta-Analysis
of Morphometric Neuroimaging in Meditation
Practitioners.”  Neuroscience and  Biobehavioral
Reviews 43: 48-73.

Fox, Kieran C. R.,, Matthew L. Dixon, Savannah
Nijeboer, Manesh Girn, James L. Floman, Mary
Lifshitz, Melissa Ellamil, Peter Sedlmeier, and
Kalina Christoff. 2016. “Functional Neuroanatomy
of Meditation: A Review and Meta-Analysis of 78
Functional Neuroimaging Investigations.”
Neuroscience and Biobehavioral Reviews 65: 208-228.

Goyal, Madhav, Sonal Singh, Erica M. S. Sibinga,
Neda F. Gould, Anastasia Rowland-Seymour, Ritu
Sharma, Zackary Berger, et al. 2014. “Meditation
Programs for Psychological Stress and Well-Being:
A Systematic Review and Meta-Analysis.” JAMA
Internal Medicine 174 (3): 357-368.



Apr.-June 2026, Volume -11, No.-02 ~ ISSN-2455-8729 (E), 2231-3613 (P) SJIF 2026-8.584  CIJE Quarterly/01-09
Dr Bharat

Hilton, Lara, Sydne Hempel, Brett A. Ewing, Eric
Apaydin, Lea Xenakis, Shannon Newberry,
Roberta Shanman, et al. 2017. “Mindfulness
Meditation for Chronic Pain: Systematic Review
and Meta-Analysis.” Annals of Behavioral Medicine
51 (2): 199-213.

Holzel, Britta K., James Carmody, Mark Vangel,
Christina Congleton, Sita M. Yerramsetti, Tim
Gard, and Sara W. Lazar. 2011. “Mindfulness
Practice Leads to Increases in Regional Brain Gray
Matter Density.” Psychiatry Research: Neuroimaging
191 (1): 36-43.

Kabat-Zinn, Jon. 1990. Full Catastrophe Living: Using
the Wisdom of Your Body and Mind to Face Stress,
Pain, and Illness. New York: Delacorte.

Koenig, Harold G., Michael E. McCullough, and
David B. Larson. 2001. Handbook of Religion and
Health. New York: Oxford University Press.

Koenig, Harold G., Dana E. King, and Verna
Benner Carson. 2012. Handbook of Religion and
Health. 2nd ed. New York: Oxford University Press.

Miller, William R., and Carl E. Thoresen. 2003.
“Spirituality, Religion, and Health: An Emerging
Research Field.” American Psychologist 58 (1): 24-35.

Pargament, Kenneth 1. 1997. The Psychology of
Religion and Coping: Theory, Research, Practice. New
York: Guilford Press.

Pargament, Kenneth 1. 2007. Spiritually Integrated
Psychotherapy: Understanding and Addressing the
Sacred. New York: Guilford Press.

Wampold, Bruce E. 2015. “How Important Are the
Common Factors in Psychotherapy? An Update.”
World Psychiatry 14 (3): 270-277.

Wampold, Bruce E., Gregory W. Mondin, Marcia
Moody, Frederick Stich, Kurt Benson, and Hyun-
nie Ahn. 1997. “A Meta-Analysis of Outcome
Studies Comparing Bona Fide Psychotherapies:
Empirically, “All Must Have Prizes.”” Psychological
Bulletin 122 (3): 203-215.



