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Abstract

Unfortunately, the findings about the re-
ligiosity-health connection in most Euro-
pean countries are fragmentary and unsys-
tematic. Therefore, all considerations of an 
integration of religiosity in psychotherapy 
must remain on a rather abstract level, and 
should be addressed very carefully to the 
specific situations in the context of differ-
ent nationalities. Comprehensive informa-
tion can only be found in the voluminous 
U.S publications, especially in the books 
published by the American Psychological 
Association. In these books, religious con-
siderations in therapeutic practice are pre-
sented (Richards & Bergin, 2005). Further, 
applications to members of diverse reli-
gious traditions and communities (Richards 
& Bergin, 1999a) as well as specific perspec-
tives of different psychotherapeutic tradi-
tions and approaches (Shafranske, 1996) 
are discussed. Utsch (2005) gives eleven ex-
amples of how to use religiosity in therapy 
as described by psychotherapists belonging 
to different therapeutic orientations and re-
ligious traditions.

Generally, it is important to keep in 
mind that psychology and psychotherapy 
are not ideologies and cannot make state-
ments about the existence or non-existence 
of contents of religious beliefs (e.g. the be-
lief in God) or about the “truth” of value 
systems and world views (Murken, 1997). It 
is not the truth of a patient’s statement, but 
the psychological reality and meaning of 
this statement that is crucial in the psycho-
therapeutic process. Therefore, this reality 
should be explored and understood in the 
conjoint work of therapist and patient and 
therefore help patients to live more con-
sciously and self-determined.

This article is based upon two longer re-
views of the religiosity-health connection 
that will be published in German language 
this year (Klein & Albani, in press; Klein et 
al., in press).
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Preconditions for therapeutic 
practice

Psychotherapy can never happen in a val-
ue-free manner. Therefore, it is necessary 
for psychotherapists to be aware of one’s 
own cultural and ethnic traditions, value 
systems, beliefs and preoccupations, and 
to reflect their impact on one’s therapeu-
tic practice. This is especially important in 
the practice with religiosity in psychothera-
py: Some therapeutic orientations continue 
to criticise religion in the tradition of en-
lightenment. This is the case with Freud’s 
classic psychoanalysis as well as in the old 
paradigm of Behaviorism in the Cognitive-
Behavioral Therapy (and is mainly a result 
of the anti-religious affect of the found-
ers Freud, Watson, and Skinner; cf. Wul-
ff, 1997). Interestingly, psychologists have 
been the least religious professional catego-
ry (within university graduates) in the U.S. 
for a longer period of time (Ragan, Malo-
ny & Beit-Hallahmi, 1980) and are still less 
religious than most other U.S. Americans 
(Shafranske, 1996). It could be assumed that 
there has been – and maybe might still be 

- a tendency to criticise religion in Europe-
an countries as well. The psychology of re-
ligion is still unpopular in many European 
countries (van Belzen, 1998; Murken, 2002), 
and an inquiry on a sample of 177 German 
university lecturers of psychology found 
that 59 % did not know any psychologi-
cal investigation about religiosity (Petersen, 
1993). Maybe this is a result of a competi-
tion for the “true” interpretation of human 
existence that affected the relationship be-
tween psychological theories and religiosity 
in times of a positivistic concept of science. 
But it might still happen in therapeutic re-
lationships that a therapist holds the view 
that his “own” psychological theories are 

“orthodox” exclusive truths, and does not 
regard them as the scientifically plausible, 
yet hypothetical explanations that they are. 
Then a new competition against religious 
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or other ideological beliefs arises. Disre-
garding that the basis for such beliefs then 
avoids the argumentative and communica-
tive validation of a scientific consensus.

Thus, “orthodoxy” misinterpreted psy-
chological theories are at risk to affect and 
to damage every consideration of a patient’s 
value system. Such a overemphasis of the 

”own“ religion-criticising perspective might 
be one reason for evangelical Christians be-
ing against psychotherapists (Worthington 
et al., 1996). On the other hand, patients’ 
and psychotherapists’ value systems often 
converge during their conjoint work (Beu-
tler, Machado & Neufeldt, 1994). This is 
why insistence on and a disengagement 
from one’s own beliefs, through self-exami-
nation, is so important in psychotherapy.

1. Openness and thoughtfulness:
Psychotherapists are not only at risk to prej-
udice patients due to their own stereotypes, 
but they are also at risk to regard dissenting 
values as pathological (if a patient would 
do so, this would easily be seen e.g. as de-
fence of the fear of the strange). Respect for 
divergent ethnic, cultural, and ideological 
value systems is not a question of political 
correctness in the sense of social desirabil-
ity, but the expression of an intrinsically 
motivated ethical tenor in the therapeutic 
practice. Instead of an – utopian – neutral-
ity, openness and thoughtfulness (Thomä 
& Kächele, 1997) should be implemented. 
This tenor includes:
 • Openness of the associative and cogni-

tive structuring – neither preoccupied 
nor uninformed,

 • Thoughtfulness in emotion regulation 
– neither seducible nor inaccessible,

 • Openness in belief systems – neither 
partial nor faceless,

 • Openness for the direction of change – 
neither patronising nor uninterested,

 • Thoughtfulness in wielding power – 
neither intrusive nor unempathic.
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Nevertheless, it still remains possible that 
(limitations) of openness are indicated 
within and beyond the therapy when pa-
tients act extremely ruthless against them-
selves or against other people (Thomä & 
Kächele, 1997). Here, therapists have to 
set boundaries until the patient is able to 
realise and change the biases in his value 
system. Thus, it can be essential to persist 
in a well-defined viewpoint and, if neces-
sary, to refuse or stop a therapy. Of course, 
therapists should give reasons for this step. 
They should know about their own limita-
tions (e.g.: Can I administer the therapy of 
right wing extremist patients or of some-
body with religious beliefs that led him to 
criminal acts – e.g. killing in the name of 
Satan?).

2. Religious and ideological expertise:
Therapists considering to integrate religiosi-
ty in their practice should aim for a “ideolog-
ical expertise” (Utsch, 2005) and “cultural 
competence” (Sue & Lann, 2002) including 
a reflected, well elaborated as well as open 
world-view and a specific knowledge about 
diverse cultural, ethnic, religious, and ide-
ological groups and their beliefs (Murken, 
2003). Otherwise, authenticity in the com-
munication about suffering, injustice, guilt, 
meaning or death is nearly impossible 
(Utsch, 2005).

3. Knowledge about religiosity’s relevance:
In-service training and information about 
diverse value systems and beliefs is helpful 
(Richards & Bergin, 1999c). A detailed over-
view about diverse ideological beliefs and 
resulting attitudes towards healing, medical 
care, and psychotherapy can be found in 
Richard’s & Bergin’s book (1999c; see above). 
Basic knowledge about contents and struc-
tures of the differing beliefs is needed espe-
cially in the treatment of highly religious 
patients, in particular of members of spe-
cific religious denominations (New Apos-
tolic Church, Jehovah’s Witnesses) or ideo-
logical groups (Anthroposophical Societies, 
Rosicrucianists) (Murken, 2003). Further-
more, therapists should know about the 
positive and negative interplay of religios-
ity and mental health when applying them 
as resources in healing processes or for con-
sidering them in the therapeutic process as 
conditions that caused or supported the dis-
ease.
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4. Distinguishing between religious / ideo-
logical and therapeutic service:
A reliable therapeutic consideration of value 
systems has to distinguish between the sci-
entifically elaborated therapeutic methods 
on the one hand and spiritual services in al-
ternative medicine and esotericism on the 
other (Utsch, 2005). Generally, therapists 
can consider religiosity, but they are usually 
not religious specialists, and therefore their 
expertise for a religious offer is clearly lim-
ited. (Handzo & Koenig, 2004).

Diagnostic investigation of religi-
osity

If the preconditions described above have 
been considered, therapists may explore a 
patient’s religious and/or alternative value 
system. The goal should be to understand 
how a patient’s ethnic traditions and culture, 
his beliefs, values, and practices impact his 
world-view and identity. It seems to be rea-
sonable to consider and explore a patient’s 
religiosity explicitly (Murken, 2003). 75% 
of U.S. American patients want physicians 
to also take religious issues into consider-
ation (King & Bushwick, 1994), and 55% of 
the clients frequenting U.S. American coun-
selling institutions like to talk about their 
religious needs while only 18% refuse this 
issue (Rose, Westfeld & Ansley, 2001).

Fitchett & Handzo (1998) propose a 
“spiritual screening” intending to investi-
gate patients at risk to suffer from a “spir-
itual crisis”, and to offer spiritual help to 
those patients. If it seems to make sense, a 
comprehensive exploration should be car-
ried out (Koenig, 2002). The inclusion of 
the diagnostic category “religious or spiritu-
al problem” in the DSM-IV (V62.89, Z71.8, 
American Psychiatric Association, 1996) il-
lustrates the increasing sense for this issue 
(Turner, Lukoff, Barnhouse & Lu, 1995).

As the most important parameters, the 
centrality and the characteristic contents 
of a patient’s religiosity should be explored 
(Huber, 2003). The centrality determines 
the efficacy of religiosity in somebody’s life. 
If religiosity is central in his life, he will 
probably make political, economical, or 
even health related decisions due to his reli-
gious beliefs. The specific contents of some-
body’s religious beliefs determine the direc-
tion (where) his religiosity is leading him 
into: The belief in a merciful and forgiving 
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God could be an important resource for a 
patient while the image of a severe, pun-
ishing divine judge might strike with awe 
and cause depressive symptoms. Beginning 
with the exploration of centrality and con-
tents, the following questions can serve as 
guidelines for an exploration of religiosity 
(Murken, 2003; Richards & Bergin, 1999c; 
Weber & Frick, 2002):

What are the patient’s religious and 
ideological beliefs and values? (con-
tents)

What is their relevance for the pa-
tient’s thoughts, feelings, and acts, 
for his self-perception and his rela-
tionships? (centrality)

How could their relations to specif-
ic motives and needs (self esteem, 
reduction of fear, social integra-
tion) be understood? What are their 
functions?

Is this belief system healthy? How 
does it impact a patient’s subjective 
theory of his illness and the actual 
problems and diseases?

What are the patient’s experiences 
with members of religious groups or 
with the institution „church“ and 
its’ representatives? Are there reli-
gious attachment figures?

Can the religious beliefs and / or 
a religious community or religious 
specialists serve as a coping re-
source? Which religious interven-
tions could be helpful and effective, 
which hindering?

To what extent should the patient’s 
religious needs and interests be con-
sidered in the treatment?

These questions may help to gather infor-
mation to arrange individual therapeutic 
contracts and treatments for a religious pa-
tient (Worthington & Sandage, 2002).
Religious people sometimes are sceptic 
against psychotherapy and psychothera-
pists, and some members of specific eth-
nic and religious groups do not make use 
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of some health services as often as the 
mean U.S. population (Richards & Bergin, 
1999b). Given loyalty conflicts (“May I go 
to a “strange” psychotherapist? Shouldn’t 
my problems be solved in my religious 
community?”) and feelings of guilt (May I 
receive help from “outside”? Doesn’t there 
need to be a “religious” solution?”), it may 
be easier for some patients to search for the 
help of a psychotherapist belonging to the 
same denomination and then to engage in 
psychotherapy (Richards & Bergin, 1999c). 
On the other hand anticipated compliance 
can abet problematic processes of identifi-
cation, e.g. if understanding and compli-
ance are only taken for granted, but do not 
really exist – with the result that important 
issues are not addressed. Wrong identifica-
tions can cause compunctions, patients and 
therapists might avoid conflicts, confronta-
tions and aggressive emotions. The thera-
peutic process could then be affected by 
misdirected respect and harmony.

Religiosity in psychotherapeutic 
treatment

1. Explicit integration of religious beliefs 
and religious services in psychotherapy:
Psychotherapists sometimes feel threatened, 
attacked or devaluated if patients make use 
of alternative (religious or non-religious) 
helping services due to their own value sys-
tems (pastoral caregivers and counsellors, 
alternative practitioners, traditional healers, 
etc.). Competition and rivalry in transfer-
ence mechanisms and the defence of con-
flicts in therapeutic relationships can be re-
flected in such constellations, but they have 
to be distinguished from a patient’s autono-
mous attitudes and behaviours. At the best, 
the external resources and coping strategies 
can be integrated in the therapy, potentially 
in a direct cooperation. Richards & Bergin 
(2005) report on conjoint prayers, medita-
tions, Scripture readings, rituals of repent-
ing and blessing, and co-operations with 
clergymen and patient’s religious commu-
nities as helpful interventions for patients 
wanting their religiosity explicitly being 
integrated in the psychotherapeutic treat-
ment. To date, there are some programs for 
concrete interventions integrating a spiritu-
al dimension, e.g. in oncology (Cole & Par-
gament, 1999; Cunningham et al., 2000).
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2. Problems – resistance, transference and 
counter-transference:
Particularly value systems of personal im-
portance can be used for pseudo-disputes 
serving resistance tendencies and defence of 
menacing conflicts. E.g., a patient may ar-
gue that his faith is very important for him 
but the therapist does not understand (his) 
faith at all. Thus, a private domain which 
the patient wants to protect is marked – 
leaving the therapist outside of this sphere. 
Maybe this is the expression of an aggres-
sive defence of a conscious anxiety of being 
influenced by the therapist’s non-religious 
value system - which could be the anxiety 
of a lacking control in the therapeutic re-
lationship on the unconscious level. Sepa-
ration and narcissistic stabilisation might 
then be the result.

Spero (1984) refers to the danger of 
disturbing transference and counter-trans-
ference processes, in particular when reli-
giosity has a neurotic connotation for the 
patient, but a non-neurotic for the thera-
pist. Spero makes proposals for religious 
therapists how to deal with counter-trans-
ference in psychodynamic treatment. These 
proposals can analogically be adapted by 
non-religious therapists as well. Therapists 
should:
 • understand patients’ normal and neu-

rotic needs concerning religious beliefs 
and practices. Therapists should ex-
plore corresponding attitudes, e.g. the 
image of God and parallels to earlier pa-
rental figures (cf. Rizzuto, 1979; Thier-
felder, 1998), attitudes about this life 
and the hereafter, and religious beliefs 
about coping with experiences of loss 
and death (cf. Dörr, 2001; Pargament, 
1997).

 • diagnose neurotic and immature forms 
of religious faith which are expressions 
of conflicts; distinguishing this faith 
from a “mature” faith which is adap-
tive and free from pathological impact 

– Lovinger (1996) postulates the follow-
ing criteria of a mature faith (according 
to the perspective of psychotherapy; 
thus valuing, too (!)):
 - a sense of the religious diversity and 

its’ contraries, ambiguity tolerance
 - personal decision for a religious 

membership (this includes the per-
sonal decision for staying in the 
community one was “born” into)
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 - agreement of word and deed, of be-
liefs, values, and real behaviour

 - a sense and acknowledgement of one’s 
own weaknesses and boundaries

 - respect to the religious attachments 
of other people

 • see and analyse their own world-view 
from these two different angles, and 
recognise similarities and differences to 
a patient’s world-views.

 • be aware of the boundaries in the agree-
ment with patients, e.g. in the differ-
entiation whether religious beliefs are 
used for defence, are bondages or re-
strictions for the patient, or are goals 
which to achieve a patient will need the 
therapist’s help.

 • know about their own impulse to offer 
their own religious or ideological beliefs 
as solutions to the patient’s problems. 
The focus of symptomatic treatment 
should be to understand how religious 
beliefs cause or abide neurotic conflicts.

 • agreement in religious questions should 
not lead to more or less esteem. Coun-
ter-transference biases should be dis-
tinguished from religious demands for 
brotherly love.

3. Personal information about therapists’ 
own religiosity:
Koenig (1994; 2002) explicitly speaks out 
on the therapeutic strategy if patients ask 
about the therapist’s personal beliefs: thera-
pists should contain their own beliefs until 
the importance of these issues for the pa-
tient is clearer because it only then is possi-
ble to give an adequate answer appropriate 
to the patients needs. Such personal infor-
mation should be made with the hint that 
the therapist himself is searching for more 
mature beliefs and does not know the ulti-
mate truth.

For highly religious patients, personal 
information of therapists concerning reli-
gious issues (e.g. an advance information in 
writing for patients about the therapist’s re-
ligious values) seems to involve more posi-
tive expectations for the therapy (Worthing-
ton & Sandage, 2002). But Worthington & 
Sandage point out that – for such patients 

– important differences between the thera-
pist’s and the patient’s values and beliefs 
can become problematical because the pa-
tients might bowdlerise their statements 
with regard to the therapist’s position. Per-
sonal information is hindering, too, if pa-
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tients have very negative stereotypes of reli-
gious people, because religious issues could 
be overemphasised in the therapeutic ses-
sions while other issues are neglected. But 
it can be assumed that therapists in many 
European contexts would rather give per-
sonal information regarding a “scientific” 
world-view which could also be on the risk 
of trying to convince a patient of the truth 
of the therapist’s own “scientific” value sys-
tem. This would hold the ideological dis-
pute dear in a way usually not indicated in 
therapy.

4. Exchange of information and supervi-
sion:
Richards & Bergins (1999c) called for su-
pervision in the treatment of patients be-
longing to specific religious groups and in 
treatment using religious interventions, for 
mutual respect, openness and for commu-
nication between representatives of psy-
chotherapy organisations and religious de-
nominations. Furthermore, Shafranske & 
Malony (1996) demanded a specific thera-
peutic training concerning religious issues. 
The author absolutely agrees to these calls, 
even more for the European situation.

5. Restriction on the therapeutic job:
Giving transcendent meaning to life is not 
the job of psychotherapy – psychotherapy 
can only help patients to search seriously 
and with responsibility for such a meaning, 
e.g. if psychotherapy gives help to identi-
fy the individuals’ religious or ideological 
questions at stake (Radebold, 2005). Search-
ing for transcendent meaning can mislead 
to ask for the ultimate meaning of one’s for-
mer life or for the point to one’s life in the 
future, but to neglect present conflicts and 
transference problems. Here again a critical 
examination of a therapist’s own position is 
necessary: Is the therapist’s interest for exis-
tential questions a result of his own threat 
and / or catastrophic experiences?

Restriction on the therapeutic job also 
includes the observation of the “exclusion 
of transcendence” (Flournoy, 1903; Wulff, 
1997) in the therapeutic treatment. Wheth-
er – and if yes: how – God or another tran-
scendent power does impact the therapeutic 
process is unanswerable by methods of sci-
entific knowledge. In respect of questions 
about religious truth therapists can only be 
dialogue partners in the conversation about 
faith or religious and spiritual quest.
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At the end, a very sensible consider-
ation and a very careful assessment of val-
ue systems (whether religious or not) in 
psychotherapeutic relationships should be 
emphasised. Disputes about the role of re-
ligiosity and value systems in therapy last 
since the days of Sigmund Freud (Bergin, 
1980; 1985; Ellis, 1980) and affect the situ-
ation until today (e.g. Koenig et al., 2000; 
Sloan et al., 2000). The own value systems 
impact the positions which is inevitable in 
therapeutic relationships, too. But in a time 
of growing variety and relevance of religi-
osity, although sometimes only present in 
implicit forms (Schnell, 2004), a particular 
thoughtfulness is needed. The fragmentary 
research does not facilitate this job. There-
fore, a comprehensive and integrative psy-
chological and psychotherapeutic consider-
ation of the diverse forms of religiosity and 
world-views is a challenge of high priority 
for the future.

Constantin Klein
kleinc@rz.uni-leipzig.de
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