_ABSTRACT
METZ,CA A literature review of the role of spirituality in health. health care, diseases,

social conditions, general well-being. and health education programs during the last three
decades. MPH in Commumty Health Education August 1998, 25 pp. (M. Dosch)

. This pro; ect presents an extensive literamre review: of the construct of spirituality in
health, health care, disease and social conditions, general well-being;-and health
education programs during the last three decades. The findings support research that
health care needs to take on a holistic-approach, to-include the mind, body and spirit in

__ regards to treatment and education. The present study concluded that health is a dynamic

process and must include the spiritual dimension. Attending places of worship havea

positive influence on health and a negative influence on disease. Spiritual factors are
also important in the prevention and treatment of disease. - Spirituality and certain
organized religious practices have a pesitive influence on life satisfaction, subjective

well-being, and social conditions. Since spirituality has a positive affect/influence on
health and health outcomes, health educators should incorporate the spiritual dimension
into health education programs Examples of successful application of spirituality
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SECTION 1

Introduction-

Backgzcund

Spiritual health is an important health aspect that had been missing from many

health education/health promotion programs in the past (Banks, 1980). However,

progressive programs have established_ the "viability of spirituality within health

disciplines" (Diaz, 1993, p. 324). Spirituality is a vital part of health, since it incorporates

the concept of holism that includes the mind, body, and spirit in relationship to health -

(Wilson, 1987). Several concepts can be applied to spiritual health inéludlng: holistic

" health (Witmer & Sweeney, 1992), life satisfaction (Ellison, 1991), spiritual well-being

'(Seaward, 1991) and hlgh levelwellness (Dunn, 1977; Meeks, 1977). Many of these

concepts can be used wnh much success in comunc‘uon w1th 1mplement1ng health

educatlon/health promotlon programs (Bensley, 1991b Seaward 1991)

~Spiritual health concepts ‘may- be dlfﬁcult forsome people to grasp However,

Prest and Keller (1993) believe that just as human beings evolve their own languages and

create their intersubjective meaning regarding their daily experiences through dialogue,

50 people generate meanings surrounding their k'spirituality The épiﬁma1 belicfs which

shape, and are: shaped by, our thoughtsand language are: mﬂuenced by and related to our

—larger-constructions-ofreality] Ethb“'ﬁ“faté“s” iﬁ'lﬁ"s":1983“study that- 1t 18 the spirit of

-




human beings which enables and motivates us to search for meaning and purpose in life,
to seek the super-natural or some meaning which transcends us. According to Peck
(1978), "spiritual growth is a journey that requires courage and initiative and

independence of thought and action” (p. 310),."

- Ellison (1983) believes we all wonder about our origins and our identity, and this

requires morality and equity. He writes:

To wonder about our origins and our identities, requires morality and
equity. It is the spirit which synthesized the total personality and provides
some sense of energizing direction and order. The spiritual dimension
does not exist in-isolation from our psyche and soma, but provides an
integrative force. It affects and is affected by our physical state, feelings,
thoughts and relationships. If we are spiritually healthy we will feel

generally alive, purposeful, and fulfilled, but only to the extent that we are
psychologically healthy as well. The relationship is bi-directional because

of the intricate intertwining of these two parts of the person. To a lesser
extent the spiritual well-being of persons is affected by physical well-

being. There are numerous cases of the courage (we might better term it
faith in ultimate purpose and in one's self) which has allowed people to

~move beyond or to transcend physical handicaps and suffering, and to

~———experience spiritual and emotional health and growth. The key seems to

- be holding on to one's-deepest spiritual commitments and being able to
interpret the suffering thnm the context of deeper posmve meamng

1iD..33/.3
AN i 7

Defining Splntuah SR

Chandler, Holden and Kolander (1992) belleve spmtuahty is innate within all

- humans. They also state that choosing to ignore the sp“ffitﬁal“ component of wellness out

- of fear or ignorance is somGWhatfirresponsible?ofrthOSe'einfhealth service fields. "Spiritual

wellness is not an undeﬁnable ‘unworkable- construct” (Pilch_1988.p. 28). It is a part of

--the‘;hmnanbelng--tnatv—needs'itélb"‘:a‘.ttﬁfaéafarra:iﬁstexeias:mucha&the;mind and the




body. "Those who draw inspiration from wellness promoters whether Christian, Jewish,

or humanistic are capable of designing and implementing a personal wellness

spirituality” (Pilch, 1988, p. 28).

Still, Moberg (1979) has found tha't,sp‘iritualitv is difficult to define. He states the

following:

.. the definition of "spiritual” is not so clear and rigidly fixed that it can be
separated from the physical, psychological, material, and other aspects of
human existence. Instead it is-a component or dimension of man which
runs through all of the person and his behavior, providing an orientation
and focus which pertains to all of the positively valued joys and
experiences of hvmg and all of the negatlve problems and fears of life and

~death.
Because the spiritual is mterwoven w1th all matenal and other aspects of
mans life, one of man's other needs cannot be fully resolved without

including attention to his spiritual well-being. The needs related to
income, nutrition, physical and mental health, housing, transportation,
employment, retirement, education, ‘and social roles all overlap with such

aspects of the spiritual as ethical and moral values. (p. 14)

~Prest-and Keller (1993)»describeaspiritua1 belief systems as a product of the

individual's ideological languaging Within,a:1:e1atjip"nshjp;eonte'xt and include "the process

of conCeptualiZing the individual’seonnection With others, the world, and the Creator”

faith explanations of past and,presentexperiences",, (p. 137) and, for some, to predict the

future and explain the ultimate meanings of life and existenCe; Iti may also, serve to

anxiety and providing a heightened: sens‘eofsecuntv fnrft}rosefinvolved”in'its

E unmmction"'(p‘ 137




Goodloe and Arreola (1992) state that advocates of the spiritual dimension of
health cite "an important difference between spirituality and religion/religiosity"(p. 222).

Goodloe and Arreola also believe that spirituality is tied to religious concepts, but not to

any specific religious or denominational belief structure. "Indeed, denominational

affiliation can potentially enhance one's spiritual dimension, but this affiliation is not

necessary for development of spirituai health" (Goodloe & Arreola, 1992, p. 222).

- Purpose Statement -
The purpose of this literature review was to investigate the prevalence of the

construct of spirituality in health and health care, disease and social conditions, general

well-being, and health education programs-during the last three decades.

Rationale

_..... The rationale for conducting this projéct fis~the‘behef that spirituality is an

~important aspect of health. The »~humanéspiritua1 interaction is a factor that can easily be

addressed when implementing health promotion/prevention programs (Banks, Pochler, &

“Russell, 1984). Studies have shown that there is a definite positive‘ correlation between

spirituality and health and wellness (Bensley, 1991b; Chandler, et al., 1992; Mathews &

~ Larson, 1995; Osman and Russell, 1979). ,;Itfis«,imponantfor health educators to use all

possible and available avenues to implement health-promotion programs and to insure

tion programs brings in another

~ their success. Addressing spirituality

dimension, one that can personalize eact "iamiintafwayithatmavchangé health

—_outcome “r’fth;ébetter*(;fosg-f*1*9~8-7‘):';




Several studies (Osman & Russell, 1979; Banks, 1980; Diaz, 1993) have shown
that there was a significant difference in health outcomes when spirituality was added as

a variable. These studies show that in order to reach high level wellness, spirituality can

be used to help implement and insure the success of health education/promotion

' programs. It is important to look at individual spirituality and recognize different levels

~ of spirituality in our interactions with others. Dunn (1977) suggests that health educators.

can help people draw from their spirituality to help them overcome difficulties and

obstacles in achjéving high-level health and wellness. Since many studies (Banks, et al.,

1984; Bensley, 1991b; Chahdler,,ét al;, 1992; Diaz, 1993; Greenberg, 1985; Mathews &

Larson, 1995) support the inclusion of addressing spirituality because of its association

~with positive health outcomes; spirituality should be used in conjunction with health

education/health promotion programs in whatever situation is deemed appropriate. Peck

~(1978) believes "the ultimate goal of life remains the spiritual growth of the

individual"(p. 168).

- Definition of Terms

It was important for the researcher to define certain cocepts that are included

_ within this paper which were an important part of this project.

General Well-Being- Related to qualitv;of ~moed;-méhtal'health; self-esteem, happiness,

 with low stress levels, and good health (Maton, 1989)

Health- Total health consists d_fi'aiszaﬁety‘éffwmpﬁnentsfnotablv‘the physical, mental




Holistic Health- The whole body must be considered (mind, body, and spirit) if complete

health is to be achieved, this is holistic (or wholistic) health (Witmer & Sweeney, 1992).

Life Satisfaction- Can include happiness with one's life, environment, relationships,

socioeconomic status,‘education, health; kage and morale (Wilson,y 1987).

Religion- An organized group that shares the same beliefs and rules. Consists of

practiced worship, ceremonies, and traditions. Usually, involves worship of a supreme

being (God) (Pilch, 1988).

Spirituality-Witmer and Sweeney (1992) deﬁne splrltuahty as a source that comes from

within as well as out51de the person. Inner voices, inner wisdom, higher consciousness,

or the spirit of God are forms of spirituality” (p. 141). Witmer and Sweeney continue by

stating that spirituality has traditionally “sought peace, guidance, and contact with a

universal force through meditation, prayer, worship, contemplation, or introspection” (p.

Spirituality vs. Religion: Spirituality may be linked to religious values. Spirtuality is

- differentiated from religion, in that, one can be spiritual without being religious, and one

can be religious without being spin"cual. .People ‘who consider themselves reiigious will

> probably have some degree of spmtuahty Therefore spirituality and religion have

quahtles that are 1ndependent to each; and they also have quahtles that are common to

both. It is the researchers belief that,,eyeryone,nas;ysqme’ degree of spmtuahty.

Banks (1980) states rhat,one,maJor,co‘mponéﬁfjiﬁtlﬁsﬁﬁtﬁatdimension has to

;;.,;dnwrth what the lanIdﬂﬁl_LMIﬁCS as-meaningful.-“Spirituality is also based upon

1nmv1uua1 perceptions: and farth"( 3 ::I:neflnded?imﬁn‘siwenldibe--eomponents having




to do with “perceptions of what it is that causes the universe to work the way it does;
recognition of powers beyond the natural and national; survival, and pleasure. Banks
also states that “religious beliefs can beVplac,ed in any or all the above identified aspects”

(p; 197).




SECTION I

METHODOLOGY -

Introduction

In conducnng an extenswe review of literature the major function is research.

Educauonal Resources Infonna‘uon Center (ERIC) database whlch consists of Journal

artlcles and ERIC documents (whlch represent significant developments in education

research and practice) was accessed at the University of Wisconsin-La Crosse (UW-L)

Murphy Library. Socio file (indexes;and abstracts-of sociological literature from 1,800

1 oumals worldwide) and phychl it (covers psychology and behavioral sciences from over

L 300j ournals-and- book‘chapters)werealso"aeeessed~at -the-UW-E-Murphy Library. The

researcher contacted The National _I/nstitntefor_ljlealth'Care Research and asked them to

send some information. They sent several bibliographies, of which many will be used.

Also, gathered were other journals and information from a variety of sources.

In-doing this review of literature, pertinent articles relating to the construct of

spirituality in health and health care, disease and social conditions, general well-being,

and health educanon programs were read Relevant mformatlon regardmg these topics

o ,]a550c1ated,,w1th spirituality were mcluded in the cornpleted~paper;~~ f,




Timeline
December 1996 - March 1997 - Research was conducted in the form of literaturesearches

and text searches. Computers at the UW-L hbrary were instrumental in gathering all

relevant data, because the researcher could 1dent1fy articles relating to the subject under

_ investigation qulckly Informatlon regardmg the hbrary S holdlngs and how they could be

found were also avallable through the computer system

March - May 1997 ThlS tlme was devoted to readlng all the materral gathered and

‘choosing Wthh 1nformatton would be used in the pro;ect

June - September 1997 - PI’OJeCt proposal Sectlons 1& II were written and approved.

November 1997 - Completed sectlon III

November 1997 - Completed sectlon IV

: November 1997 Presentatlon of oral defense ‘

May 1998 - Graduate proje ject approved by adv1sor

June 1998 - Completlon ot graduateprOJect. ~

gJuly 1998 Coples of completed graduate pro;ect will be bound and sent to appropriate
personnel. ~ T




SECTION III

The purpose of the 11terature review was to 1nvest1gate the prevalence of the

—construct of splntuahty in health and health care, dlsease and 5001al conditions, general

well-being, and health eduoation progtams during the- last three decades. A summary of

the major ﬁndmgs follows

Health, Health Care and Smntuahtv

As a result of rev1ew1ng the llterature over a dozen studles have concluded that

health is a dynamic process. The literature suggests that total health should include the

spmtual dimensions as well as the mental emotlonal soc1al and physical dimensions.

The 11terature also suggests that when con51der1ng the health of individuals, the

********** W, hole body- and all 1ts systems should be cons1dered Th]S is hohsuc health. An approach

1o attalmng complete health must 1nclude the whole person in hlS or her env1ronment

well. Splntuahty can help prov1de support systems to induce and»mamtaln change. Itis

“important for medical professionals to recognize the spiritual aspects of human beings.

E Studies show that most patients and‘ physicians'report' personal ‘adherence to religious and

_si gm'ﬁcant interest amOng ooth' pattiestodoso.




11

These findings support the fact that spirituality can be personalized, in that it can
be defined by each individual. Spirituality may also be linked to religious variables.

Disease, Social Conditions, and Spirituality

The literature supports the ,impbttance of spirituality and certain organized

_ religious practices. The following are the conclusions of over 50 professional journals.

Spirituality and certain organized religious practices can have a health enhancing effect

on mortality, high blood‘pressurev, drug and alcohol abuse, decrease chances of

- cardiovascular disease, cancer, mortality, suicide, divorce, depression, and other mental

conditions. Spirituality and certain organized religious praétices are also associated with

lower occurrence of health compromising behaviors such as smoking, not wearing

seatbelts, and personal illness and injury. These facts led many researchers to conclude

- that spirituality and spiritual faith are important variables in the prevention and treatment

~—of illness and disease. Many epidemiological health research studies have concluded that

spiljituality and religious commitment improves health. The overwhelming findings

-suggest that certain religious groups have a lower incidence of cancer and lower cancer

mortality rates as indicated by the National Cancer Survey.- Spirituaﬁfy and religion were

shown to have a positive influence on health behaviors and demonstrated an inhibiting

effect on all malignancies combined

... There was substantial 'eVidence;ﬁomzihezhteramresthat suggests that spirituality

and certain organized religious practices can help poor people move out of poverty, and

protect individuals from a host of ems.Protection from social problems
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include decreases in out-of-wedlock births and crime, and an increase in self-esteem,
family unity, and happiness. The findings suggest that spirituality can help combat ill-

health, poor education, and addictions. Spirituality and certain organized religious

practices have been shown to enhance psychological and physical health because of their

positive value systems. Some of“these'beneﬁts include health responsibility, self-

actualization, exercise, nutrition, stress management and interpersonal support, reduced

- depression, anxiety, and stress. Greater splntuahty 1s assoc1ated with lower levels of
‘medical symptoms, and fewer health care, dental, and emergency care visits.

" General Well-Being and Spirituality

~_The literature reviewed revealed that spirituality can increase general well-being

and life satisfaction. Spirituality has been 'shown to provide a coping mechanism in

v-fproblematlc srtuatlons Spmtuahty canalso prov1de a source of empowerment and

- f"f enhancement of the self that can-help contribute to-a meamngful life. Spmtual

experiences were. found tobe associated with increased life purpose and a health

- promoting attitude, positive psychological well-being, and improved quality of life.

The literature indicated that almost all Americans consider themselves spiritual or

' rellglous Spirituality was posmvely related to subjectlve well-bemg Greater spirituality

is also associated with lower levels of both functmnal dlsablhty and depression, marital

satisfaction and adjustment, fam1ly,fhfez,satlsfactlon;'personal satisfaction, and well-being

and overall happiness.
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One researcher concluded that there was not a single instance where spirituality and
religiosity were negatively associated with life satisfaction. Always there was a positive

association. Spirituality was also associated with better moods, connection with family,

community involvement, job securify; and happiness with life in general.

‘Health Education and Spirituality

Historically the review of literature suggests that school health professionals have

used the medical model and app'roached health education less comprehensively .
Currently, health educators address all of the issues that impact total health. Health

educators need to continue to address the complex nature of the health of individuals and

the faétors involved that affect health. Anything less is bound to produce ineffective

health education programs.

Health education has been shown to provide students with more specific

~~behavioral prescription when a completé»health» model was used. Learning activities can

be provided that can help students get in touch with their own inner resources for health

- and healing.

The overwhelming evidence is that health educators should not avoid the -

_ discussions of spiritual issues in the classroom. Sensitive issues such as sexuality, drug

use, and death and dying are ladén"with'spiritualvimblicatioh;'pafticmarlv. when students

_are asked to make persbnal',deCis,iQns,mgal:dmgithese issues. Educational imagery can be

used as a method for incorporating the spiritual dimension into the health lesson.




14

The literature suggests that it is very important for health educators to facilitate
behavior change. Helping students understand the impact of lifestyle choices is an

important dimension of health education classes. Instructors can use value clarification

and experiential activities that ihcbrporate,the, spiritual dimension to help students better

grasp and integrate health issues.

The findings suggest that effective ,~hea1th education and behavior modification

programs are needed to promote the compliance of preventive health care practice.

‘Health programs, primarily prevention programs, must consider the entire individual as

s

well as his or her environment if positive behavior changes are to be maintained. Health

educators can use skill training to enhance physical, cognitive, and affective awareness,

positive lifestyle choices, and self-reinforcement. Group settings provide a supportive

- environment for feedback and encouragement toward behavior change.

The evidence from the-literature suggests that-any existing class can incorporate

spirituality. Exercises can include journal writing with special themes to promote self-

- awareness and soul-searching: Meditation and mental fimagéry with diaphragmatic

breathing offers ways to promote spiritual homeostasis or inner peace. Value assessment

and clarification exercises may be introduced with strategies to problem solve common

conflicts in values, Presentations of case studies of individuals recognized for their

__contributions to humankind can also be introduced. There are many ways to incorporate

_spirituality information into the health education curriculum. —

I'concemns when applying the

The literature, also, suggests there
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spiritual component into school health education programs. However, in order to utilize
the spirituality component without breaching the law of separation of church and state,
teachers can differentiate religion from spirituality. Teachers should also recognize and
respect each student's cultural diversity and existing spiﬁtual,beliefs. The teacher can

then help students maximize the positive:aspects of their belief systems without imposing

his or her own personal moral Judgments and values on the learning environment.

Teachers should not preach their own version of splntuahty, but should guide the
: % students toward their own understand:lng within the spmtual realm.

- After rev1ew1ng the literature, the researcher found that most health educators

-~ believe there is a spiritual dimension of health and that this dimension should be included

in health education professional preparation programs. - From the literature it was found

that spirituality can help students internalize behavior change. Students must believe that

achange can be made, maintained; and-integrated into- theirlifestyle. If students do not

internalize this change, the behavior change can be incomplete and superficial.

~Hea1th5educators~ean usefSpirituality in worksite health promotion/wellness

programs by mcludmg spiritual health. questlons in health status and 1nterest surveys.

Also, they can lnclude spiritual health issues in health and fitness testing, stress

management drug alcohol educatlon work retreats and meetlngs recreatmnal programs,

preretlrementplanmngl sessions, A;and,dog,r;:pnzes;;Healtheeducators can develop spiritual

health themes as part of commumcatlon;pro'grams;ﬁb,ehamral-support,ﬁgroups, and
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As a result of reviewing the literature it was found that education has unlimited
potential for creating a community in which the characteristics of the healthy person can

be nurtured. The most effective method is implementing a life-style approach of holistic

health and wellness. With an educational climate that is encouraging, striving for

wellness becomes a process that is likely to extend over the life span. Spiritual health

provides an avenue through which the individual can create the new and more complete

self.

The literature also suggests that health education programs have been quite

successful when churches were involved. Significant life events center around the -

church, such as celebrations of birth, marriage, and death. The church provides a setting

for the exchange of news; social support, and resources.

Several professional journals concluded that church health education programs

~have won the support and confidence of people in 'mahy communities. Church based

~ health education programs improved health behaviors, such as reduced smoking, lowered

' blbod:pressure, serum cholesterol, and_;weight, and decreased physical inactivity. Health

promotion is a combination of educational, spiritual, environmental, and organizational

_activities directed toward behavioral change. Churches have these same characteristics

and have é;tradition, of helping in the community through a variety of social programs.

The overwhelming evidence suggests-that community service is another way of

‘enhancing the spirituality of students. Community service notonly helps the community

‘butit'is beneficial to the students and their grades. When course relevant community
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service was part of student's academic learning, grades and class attendance went up.
Students in community service reporied that they developed a new set of values, were

more likely to feel they were performing up to their potential in the course, and more

| likely to affirm that they had learned to apply principles from the course to new

situations. Students developed open-mindedness, increased problem solving ability,

increased social and personal responsibility, increased self-efficacy, self-esteem, and

empathy. There was a decrease in alienation and isolation. There were less discipline

problems; better communication and gains in morale, ego development as well as gains

in moral reasoning.

The research suggests that students who were involved in community service

were more likely to value eéual opportunity for all, helping others in need, finding a

- career that provides an opportunity to help others in need, and giving to charitable

~causes. They were also more apt to believe that they could make a difference in people's

lives. The researchers concluded that volunteering can make you a more responsible

~person, and it can also make a better, community

Difficulties

.. Because this project was a historical review of literature over the last three

decades, the scope of the project became quite large. A signiﬁcaht amount of literature

~was reviewed. This was necessary to obtain knowledge on the various topic areas related

to spirttuality.
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The second difficulty was discovered within the literature itself. Religion and
spirituality were used interchangeably within much of the literature reviewed. This made

the literature's terminology quite confusing at times. Therefore, the author felt it was

necessary to define these terms within the project.

The final difficulty experienced was systematically presenting the wealth of

information in an organized format. There was an overlap of material as the literature

was 'present(ed in a variety of ways. Finally, the researcher decided to organize and
present the material under similiar categories and 'subj ect headings. The material was

also presented in a somewhat'chr'onologiCal'maiiner; so readers could see the attitude,

__opinions, and investigations of each decade.




SECTION IV

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS

Discussion

As a result of this proj éc‘tkfhe author has gr'own both professionally and

personally.

Professional Growth

The largest area of professional growth was the in-depth knowledge that was

gained on spirituality and health, social conditi'ons?,and“well-being. Prior to beginning the

... project, the author's primary knowledge was limited to the effects of church attendance

: ’on"maﬁtal*happingss.‘Thg"other-are'a'sﬁiscovefcdi;rﬂrereviewnf*literature were

instrumental in helping the author detennine what would be covered. Current researchers

and experts in the area of spiritual health research were identified from this extensive

review of literature.

in life. This is what led the resea,rcher'to: look for speciﬁ¢ subject matter regarding

spirituality and health.

- As a health educator, it was yim'p‘rortant‘ to the author to show how spirituality can

be used to help facilitaterbehawpr,ghangé:,1niheahhveducatlen/healkthwpromotlon

~programs. Spirituality atid behavior change brought new insight to the-author. It was the
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author's intention to inspire other health educators to consider adding the spiritual

dimension to their health education/promotion programs.

Personal Growth

From this project the author now recognizes her role as a resource person. Since

the author enjoys doing research, this project was rewarding and very educational. It was

educational not only because of the many journal articles and books that were read, but

also because of the lmdwledge gained in accessing information from various sources.
The author, as a health educator, gained useful insight into the possibilities of

'using spirituality as a variable to improve health and health outcomes in future

__endeavors. It was also very surprising to the researcher to discover so much literature on

spirituality and health. RIS

Flnally, personal computer skllls were 1mproved as aresult of this project. The

author struggled to learn the different aspects: of the l\/hcrosoft Word and WordPerfect

software. Although learning the- software became: frustratmg at tlmes the new skills

~ obtained can be utilized in preparing other written documents in the future. Increasmg

computer skills is vitally impdrtantas the health care field becomes indeas’ingly '

dependent on computer technology.

- NCOIICIUSi"OIIS'”“"'“’W T

_Based on the ﬁ'n’dings:ftoniihis;zIiteratllré::review;»;the following conclusions were

[

made:

- 'ncliiduhg_spi,zi,tuﬂalﬂdimension. The
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whole being must be considered if complete health is to be achieved. This
is holistic health. -

The professionals in health care practices should take on a holistic

approach to inchxde ~thermind,'body,» and spirituel kaspects of health.

Spiritual beliefs end preferences need to be addressed in the patient-

physician relationship.
Attending churches (or places of worship) have a positive influence on

health...

Spirituality and certain organized religious practices have a positive

influence on health and have a negative influence on disease. Spiritual

factors are also important variables in the prevention and treatment of

—-disease:

Spirituality and certain organized religious practices decrease the chance

of cardiovascular disease and cancer.

o

~ Spirituality and certain organized religious practices have a positive

- Because of these previously stated conclusions; health educators need to

incorporate the spiritual dimension info their programs. Health education

should be comprehensive; therefore, it must address the spiritual

dimension.




22

Health education and health promoﬁon programs have been successful
when incorporated into churches and their communities. Church based
health education/promotion programs have been successful in reducing
smoking, blood pressufér, serilm chblestefol, Weight, and physical

inactivity.

Spirituality is enhanced, and sometimes discovered, in community service

programs which can be incorporated into school health education
programs. Community service has many beneficial effects on students

which can include higher grades, increased class attendance, and self-

esteem

- Recommendations

- The author offers the following recommendations:

1.

Future studies could show to what degree spirituality enhances personal

empowetment and community empowerment 1n gpntrast to powerlessness.

2 Future studies canﬂgxplqref how health educators can enhance the internal
dimension of spirituality, thereby increasing self-esteem and self-worth.

3. Future studies could evaluate the impact of the spirituality dimehsion in
health education pro,gr,arﬁs. In ,,tn,eé,e, st,udles; it wduldfbe' very important to
use precise measurements and evaluations of the impacts and outcomes.

4 Further research could»rinc—lrude;othér-—‘examplgsoﬁ»the—iapplication of

spirituality-into-health education programs.




Future studies could explore diverse ethnic groups and their impact on
church based health education programs.

The literature review indicates that it would be important for health

educatbrs to includé the dimension of spiritﬁélit& when planning and

implementing programs. |

Health educators can use examples cited in this research paper when

implementing programs. These examples include, but are not limited to:

. The silent glft proj ect

e . Educational Imagery

o . Value clarification and assessment exercises

‘e Journal writing. . .’

e Meditation

e TaiChiexercises

- e Community service

23
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INTRODUCTION
Spiritual health is an important health aspect that had been missing from many

health education/health promotion programs in-the past (Banks, 1980). However,

progressive programs have establishéd the “viability of spiritué]i'tykwithin health

~ disciplines* (Diaz, 1993, p. 324). Spirituality is a vital part of health, since it

incorporates the concept of holism that includes the mind, body, and spirit in relationship

to health (Wilson, 1987). Several concepts can be applied to spiritual health including:

holistic health (Witmer & Sweeney, 1992), life satisfaction (Ellison,k 1991), spiritual

well-being (Seaward, 1991) and high level wellness (Dunn, 1977; Meeks, 1977). Many

. of these concepts can be used with much success in conjunction with implementing

health education/health promotion programs (Bensley, 1991b; Seaward, 1991).

This literature review examines how spirituality can affect health and is organized

into four related ch'é‘pte'rs: Health, Health Care; ahd Spiﬁtuality; Disease, Social

Conditions, and Spirituality; General f-Well-Being.and.Spirituality; and Health Education

and Spirituality.

Definition of Terms——————

It was important for the researcher to define certain concepts that are included

within this paper and which were an important part of this research project.

- General Well-Being- Related to quality of mood, mental-health, self-esteem, happiness,

_ with low stress levels, and ngd rhealﬁthf(Maton;’;lQ8°): ——

::p..a'




Health- Total health consists of a variety of components, notably the physical, mental,

and spiritual dimensions of health (Bensley, 1991a).

Hoiistic Health- The whole body must be considered (mind, body, spirit) if complete
health is to be achieved, this is holistic (or wholistic) health (Witmer & Sweeney, 1992).

Life Satisfaction- Can include happiness with one's life, environment, relationships,

socioeconomic status, education, rhealth,:age,ﬂvand.morale,v(Wilson, 1967).

Religjon— An organized group that shares the same beliefs and rules, that consists of

practlced worshlp, ceremonies, and traditions. Usually, it involves worship of a supreme "H

being (God) (Pllch 1988). T , 1”‘

: e i 1
-Spirituality- Witmer and Sweeney (1992), define spirituality as a source that comes from _ %}I |

ey

within as well as outside the person. “Inner veices,,inner wisdom, higher consciousness, o
: fit
W
or the splnt of God are forms of splntuahty” (p- 141). Witmer and Sweeney continue by 1{(«: |
"L:

s

stating that spmtuahty has tradltlonally “sought peace, guldance and contact with a "

i,
li

universal force through meditation, prayer, worship, contemplation, or introspection” (p. |

141).

Spirituality vs. Religion- Spirituaiity may be linked to religious values. Spirituality is

_differentiated ﬁom religion, in that, one can be spiritual without being religious, and one

can be religious without being spiritual.  Péople WhQ‘c,onsi,d,ér themselves to be religious,

- will probably have some degree of spirituality. Therefore, spirituality and religion have

qualities that are independent to each. and they have qualities that are common to both.

Itisthe researchers behef tha‘eevexyene—nassomeaegree £sp1ntuahty




Banks (1980) states that one major component of the spiritual dimension has to
do with what the individual identifies as meaningful. “Spirituality is based upon

individual perceptions and faith” (Banks, p. 196). 'Included in this would be components

having to do with “percepti_ons of what it is that causes the universe to work the way it

does; recognition of powers beyond the natural and natlonal surv1val and pleasure (p.

196) Banks also states that “rehglous behefs can be placed in any or all the above

identiﬁed aspects” (p. 197).




CHAPTER 1

Health Health Care and Spmtuahty

Information on health health care, and spmtuahty, obtamed through various

professmnal Journals is mcluded in thlS chapter It was important to define health itself

and distinguish it from health and spmtuahty. ThlS is 1ncluded under the headmg health.

Under the heading health care the researcherlncluded holistic health care, which !

1ncludes the concept of mmd, body, and spirit in relatlon to health care. Also included

under this heading were health care and rehglon Under the headmg spirituality, :}!1
li
e , fit
spmtuahty and rehglon, and rehglon and health were 1ncluded. : T

(0

Health' - | fil,

1,

. . . . - III

Deﬁnlng Health , e . i,

: il

iy

- 1960’5 In 1962 Hoyman beheved that the concept of health had been simmering m‘
M

for sometime and is now boﬂmg over w1th many exc1t1ng new ideas. Health can be a t

- posmve state ora. negative one (H oyman 106’)\

What is health? Terms such as "whole"’ "sound", and "vigorous" were formerly

used to define health ina pOSlthC sense (Hoyman p. 253) - Then "health" came to be

- Vlsuahzed more ina negatlve way as freedom from dlsease defect and dlsablhty

Fmally, there was a critical remscovextyftnarﬁnealth s a dynamtc:precessmvolwng

k_e_;__mdnaduals as. a_.whole and thelr un1que style of] lwlngmHeyman ‘believed that health has

a3




qualitative, as well as quantitative dimensions and there are various levels of health. He
further explained that health depends upon multiple factors, not a single cause. Health
and disease are ecological resultants, indicating the need for an epidemiology of health as

well as disease (Hoyman).

In the past, Hoyman believed health was as hard to conceptualize as human life

itself. In final analysis any theory of health w111 rest upon an underlvlng theory of

humankind in the universe. However, personal health is an indivisible, multidimensional

unity; and, in our present stage of knowledge, physical fitness, mental health, and

spiritual faith are to some extent incommensurable aspects of personal health.

~

Considering the staggering complexity of the problem it is easy to see why our current

theoretical model of health is not more fully developed in terms of specific objective

health indicators, and why we are such a long«‘way :frorh having developed a health index

~—foran individual or a populatlon group Some of the obstacles now seem

insurmountable, but we must move ahead (Hoyman, 1962)

1970s. Dunn (1977) said that we should not look for good health but should try

to attain "high-level wellness.” Wellness, inthe sense used here, »,signiﬁes sor'nething

- quite dlfferent from good health. "Good health canexistas a relatlvely passive state of

freedom from 1llness in which the 1nd1v1dual isat peace w1th hlS enwronment a

. condition of relative homeostasis'!, (Dunn; p- 11). Wellness is conceptuahzed as

__"dynamic - a condition of change in wh1eh.;the:mdmdual;moveSJorwatd,,,cllmbmg

-~ toward a higher portion of functioning” (Dunm, p:- 11—

\'f'i
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Dunn (1977) goes on to say that high-level wellness involves: (1) direction in
progress forward and upward towards a higher potential of functioning, (2) an open-.
ended and ever-expanding tomotrow with its challenge to live a fuller potential, and (3)

the integration of 'the whole being to the total individual - body, mind, and spirit - in the

functioning process.

In 1978 Hochbaum stated ,that,"health, is conceived, as a means toward other

things: success, attractiveness, desired self-image, social affiliations and, of course,

absence of pain, suffering, and disability" (p. 825 ). In short, the value of health in

people's eyes derives from its being an instrument of the attainment of other, more

___tangible, valued things

Carlyon (1978) beheved that the "outstandmo feature of health is that it is a

quahty and therefore cannot be welghed and measured" (p 26) Health is not a single

entity or condltlon There are levels of health that can n be dlstmgulshed from the other,

but it is easier to 'observe the differences than 'tb','déﬁiie[health itself. "That it exists seems

certain, but getting a firm hold on it is virtually impossible” (p. 26). In fact, the health

territory has no independent existence at-all.- Carlyon—beliei)es »fhealth is-a state of mind, a

prolectlon of our beliefs about the natural and perfectlblhty of humans and our value

Judgments about what constltutes a good personina good somety

Carlyon also b”eheve’s‘that,the,,healthy,,,good:person; '

source material for malgng yaluewjudgments




2. Is willing to accept the possibility of the existence of any conjectured
phenomenon, but does not behave as though it is true (exists) without
adequate scientific evidence.

Accepts evolution as the best explanation for human origins.
Considers all facts and truths to be subject to change in light of new
knowledge.
Reject claims for revealed knowledge or absolute truths..

Is an independent self-directed learner eager to explore new ideas.

Is a free thinker unencumbered by guilt, fear, and taboo.

Views people as essentially good and as bemg in a continual process of
growing and becoming.
9. Is loving, supportive, nonexploitive, and nonmampulatlve in relatlonshlps

10. Accepts as fundamental the dignity and worth of every human being.

11. Has no interest in accumulatlng wealth for its own sake, but funds fulfillment
in word.

12. Demonstrates a keen sense of the absurdmes ironies and contradiction in the
human enterpnse

13. Finds joy in living. (p. 26)

B w

T O

In 1978 Carlyon made some suggestionsvabout what needs to be done in the

futn;re. He believed "we live in an age lnarked ‘by diSillusionment. Hopes have been

dashed heroes have fallen and dreams are not commg true" (p 26) The age of romantic

—scientismis past**"T henew reahsm is here "Perhaps health in the new age would better

“be defined in tenns of coplng and surv1va1 at least untll new myths can replace the old"

- (p. 26) ‘Andthe posmve 1ma.ges of the future canemerge _____ "It may be 100 much to ask

people to be Joyously free and self-actuahzmg inan atmosphere of- amblgmty, fear, and

“anomie" (p- 26). Carlyon beheves ‘we need not necessanlv abandon our v1sxons for

- human kind? but rather modify our expectations for their ‘ﬁﬂﬁllment. W1th more realistic

“goals; we may find that wef'canfaccom‘:"p‘fli'sh*xn“ne;liimoffeithanwe:think?it(;Garlyon, p. 26).




" Russell (1978) shares his views on health by stating that "health is the quality of
his day-to-day and overall functioning” (p. 28). He writes that he has good health when
"his body funétions efficiently in all that he has it do, when his feelings are largely

positive, when he can utilize knowledge that he has and be excited about learning' more"

(p. 28). When he can "think of others as often as he thinks of himself and experience the

continuing relationship with God, the Lord of all life," (p. 28) and finally, when he can

act as though his welfare, and that "all humans are inextricably meshed with the physical

world and all other forms of life so that he lives in as much harmony with nature as

possible" (Russell, 1978, p. 28).

1980’s. Greenberg (1985) believes health is a multifaceted concept which need

~separate definitions for each aspect:

e Social health is the ability to interact well with people and the environment

and having satisfying interpersonal relationships. :

‘Mental health is the ability to learn and includes intellectual capabilities.

s Emotional health is the ability to control emotions so that one feels
comfortable expressing them where appropriate-and does express them
appropriately. It alsois the ab111ty not to express emotions when 1t is

inappropriate to doso. -

Spiritual health is the- behet Cin-some- umfymg force.- For some, that will be

nature, for others it w111 be the sclentlﬁc laws, for others-it will be a godlike

force.

Physical health is the ability: to;perfon‘n daily tasks with energy remaining for

unforeseen circumstances; the biological integrity of the individual. (p. 404)

Greenberg goes on to say it may be argued that even if someone is ill, that person

- may have some degree of health: ‘Prpersonfmtha—physleal»drsabl-hty -‘who-exercises

—»—ﬂ%egIJIarly~nndspa1:t»ie—ipates;iin'i;?spartsfor;Ihetdi’sabteid:imayibfcfhealthier ‘ffhah’a'person who is
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outwardly nondisabled but not physically fit. Goldstein, Jaffe, Sutherland, and Wilson
stated in their l98l study that "health is a positive state, not merely the absence of
disease; "and an acceptance of "both a psychological and spiritual component in the
etiology and treatment of disease',',L(Goldst‘ein,k etal., l»98,7,, p. 118). .

For the word health comes to us from the same root that g1ves us the words “hale”

and “whole,” concepts that suggest stronglv that human health is “a process of becoming;

a dynam1c movement toward a full reahzatwn of latent pos31b111t1es” (Greifinger &

~~Grossman, 1977, p. 207), not only in the human body, but in “human feelings, minds, and

spirits” (p. 207). Health then, is characterized by ‘?energy, and by direction toward full

_.development” (Grelﬁnger & Grossman, p. 207).

The concept of “hohsm was first introduced by the South Afncan ph110sopher

Jan Christian Smuts inl 926 To Smuts,“hohsm ‘was an: antldote to the analytic

” “‘””reductlomsm of the prevallmg sciences. It was a way for comprehendmg whole

organisms and systems as ent1t1es greater than and dltferent from the sum of their parts

"(Hastlngs Fadiman, & Gordon 1980). -

1990’s. In deﬁmng health Robert Bensley (1991a) believes it is. generally agreed

that total health consists of a variety of components notably the physical, mental

emotlonal social, and splntual dxmensmns of health: - Currently, there are several

accepted definitions for the phys1cal mental emotlonal and social components of health

_but relatively little spertaimngto the splntual.‘mmensmmonn@lth:llt@ddltmn,

{11
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exploration of the spiritual aspect presently does not exist at the same level or intensity as
with the other dimensions of health (Bensley, 1991a).

Health and Spirituality

1960’s. Human life is essentially a quest for personal identity and fulfillment,

social sensitivity, ethical insight and moral responsibility, and spiritual meaning

(Hoyman, 1962). “Spiritual faith” is intended”to signify that humankind is searching for

some deeper, more unifying meaning to their life than mere existence or survival. Truly

healthy people seek to transform and transcend themselVes and to justify their life

through spiritual aspiration and faith that link up the real facts of their existence with

ideal ends (Hoyman).

Hoyman further explains; -

- each man, in his own way, seeks God - in one form or another. In his
search for the good life it would be as unwise for man to rely on either
~-science or religion alone as it would be for him to try to. walk through life

man in conceptuahzmg hlS health would be to deal with man .
dehumanized, for moral and spiritual values are central to-human-
personality-and mental-health-(p. 254).

- Hoyman states that faith is not a matter of the spiritual side of an individual in

isolation, but it s the centered movement of the whole person toward something that has

ultimate meamng and mgmﬂcance Spmtual falth alone will not make a person healthy.

“In fact faith held and expressed in the wrong: wav or behef in the wrong thing, may

" I
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stay healthy; it must be nourished by all the things that give life meaning and value
(Hoyman).

1970’s. Dunn (1977) believes the 12 basic needs that are essential to humankind
well-being is communion with the universe. Dunn believes religion in the sense of

communion with the universe, is a basic need shared by people of all periods in history.

It is reflected in humankind’s curiosity and in their never-ending search for answers.
People feel themselves exposed to the violence of nature and crave protection from its
fury. With the advancement of science, new knowledge has opened new vistas. But the

desire to commune with the universe still remains. Humankind must have faith to go

l980’s; Modern phys1cs' has alsocontributed to the construction of the spiritual

~critique of biomedicine. All observations are shaped by and in turn shape the observer.

Increasingly the scientists’ vision of the uniVerse and the language they use have come to

resemble those of the mystlcs All thmgs do appear to be seamlessly and wondrously

1nterconnected, and all attempts 1o descrlbe them are madequate and, although heroic,

are still somehow beside .the point (Hastmgs et al. 1980).

Hastmgs etal wrote that anecdotes about “faith healmg” “mlracle cures, and

unexplamed recoveries from unusually fatal 1llnesses have prompted 1nvest1gators to

measure and to find 31gmﬁcant b1ochemlca1 changes in plants and ammals subjected to a

“healmg touch to documentffspontaneousuremissmn—s»rand miracle cures” (p. 11), and to

e encourage -and-to mobilize the ] healmg“powerfof faith and nope, inténtion and touch”
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(p. 11). This does suggest that forces lying outside the domain of biomedical
observation, including attitudes and expectations we have traditionally thought of as

religious, can have effects on health and illness (Hastings, et al.).

Banks, Poehler, and Russell,(19k‘84) did several studies on the spiritual interaction

as a factor in health and health education. These researchers compiled their findings into

one journal article and had the following conclusions:

Most, but not all, subjects in these studies accept spirit as reality, the spiritual
as a dimension of well-being, and human spiritual interaction as a contributor
- to positive health. e 1;“.1,
- Consideration of the splntual dlmenswn should bea part of health education
_ and part of professional preparation for health educators, but it is important 4,,"!
that there be awareness and appreciation of differences in perceptions of this }j::g
spiritual factor and differences in value placed on it. ‘ i
Spirit is frequently identified in relation to purpose and meaning for life ..
general and in situations that are quite specific and sometimes very dramatlc .
The spirit is recognized, by some, as having a unifying function, in social g
relationships and also in relation to self. It is acknowledged as the best i
unifier and coordinator of the physical, mental, emotional, social, and i
~~environmental dimensions of health.: The term harmony is frequently used in :4‘123
~this-context-And-two-of the studies identified "inner strength” as a
~ manifestation of spirit; the other referred to.occurrences of which there is no i
rational explanation. Instances wherein a person performs beyond normal
expectations; particularly in an emergency, seem to be acoepted -as
_manifestations of the spirit. (p. 17)

Ram (1988) believes primary health care has to dolwithfpcople anditisa

. people’s movement. What we need for leadership are the ordinary people with human

~and spiritual Valués, people who cankhelp, mov_e their communities towards the

attainment of the goal of health andfullness oflife (Ram) -----




Pilch (1988) believes wellness is a “holistic spirituality’;. It is a “spirituality”
because it is a way of life based on an experience of God and shaped in response to that
experience. It is holistic because spirituality,in the context of wellness states that “the
whole person is far greater and mﬁch more com'pl'eXt}‘l‘aﬁ the sum of all the parts” (p. 31).

HoWever, these parts are identified as phj?sical, mental, spiritual, emotional, and social.

Wellness spirituality, then, is a way of living. A lifestyle that views and lives life as

purposeful and pleasurable, that “seeks out life sustaining and life enriching options to be

chosen freely at every opportunity, and the;t‘sinks its roots deeply into spiritual values

and/or specific religious beliefs” (Pilch, 1988, p. 31).

Norman Cousins (1989) states that the more serious the illness, the more

important it is for you to fight back. You’ve got to mobilize all your resources - spiritual,

- emotional, intellectual, physical. Your heaviest artillery will be your will to live.

- 1990’s. According to Bensley (1991a) ‘;EVén thought the spiritual dimension of

health has been recognized as an important component-of comprehensive health, its

*nature makes-it difficult to-define” (p. 287). Currently, a commonly accepted definition

of spiritual health does not exist. - In fact; interpretations pertaining to the concept of

__spiritual health differ in many w;ys. “Some professionals define spiritual health in

relation to the sénsc of fulfillment in 'lif’e’,"’Whi’l‘é“othérs,‘éoﬁé'e'nﬁ‘at:e ‘on values and beliefs

~of community and self” (p. 289). Spiritual health-also is defined-as “a component of

 wholeness in life, spiritual wholeness, and spiritual well-being” (p.289). Finally,

'fr;iipts.'haiiéL’been;ifﬁadeltc;éxplainihﬁéﬁuamal:mmensmn:of;héalth_inwterms ofa
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controlling higher power, a “godlike” force, and the human/spiritﬁal interaction
(Bensley).

. Goodloe and Arreola (1992) believe that spirituality has a direct influence on

health. They believe spirituality can be viewed as the umbrella of health components,

affecting every area of the person. Originated and reinforced by church leaders, this

movement was driven by the idea that people could play a vital role in their healing and
that the spiritual dimensions was critical to their healing (Goodloe & Arreola, 1992).

Witmer and Sweeney (1992) proposed a model of wellness and prevention over

the life span that incorporated theoretical concepts from psychology, anthropology,

sociology,,religion, and education. And at the center is spirituality.

‘which in part are intended to protect.and sustain the sacredness of life” (Witmer &

~~Sweeney, 1992, p. 71). IndiVidual charéctefarid“life-étylek/are developed in a way that “is

-thought to nurture the soul while at the- same time be acceptable or harmonious with the

“supreme being-force of the universe™ (Witmer &'~Sweeney~, p-71).

Health and the consciousness disciplines must be willing to-explore new territory

_in order to test the validity of such a concept as spirituality (Diaz, 1993). Cohen (1997)

believes faith can prolong life, and it also helps people cope with dying. It is important

o0 address spiritual issues in the last year of life, when people typically pay out one-fifth

0 one-third of their lifetime health expenditures: :.;Moreﬁmnerﬁpea(:efwould equal fewer

———panic-induced medical procedures (Cohen).
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Health Care
1980°s. There should be a reiationship between the physician and other health-

care providers that is "relatively 6pen', equal; and reciprocal” (Goldstein, et al., 1987, p.

118). The physician should be concerned with how the iridividual's health reflects the

familial, social, and cultural environment; and openness toward using natural "low-

technology," and non-western techniques whenever possible, and emphasis on physical

and/or emotional contact between practitioner and client; and an acceptance of the notion

~ "that successful healing transforms the practitioner as well as the patient” (Goldstein, et

al., 1987, p. 118).

1990°s.  “At the close of this centurs

, we recognize afresh the limitations of

science and a disillusionment with exclusive reliance upon its answers” (Mathews &

Larson, 1995; p. iv).- Perhaps the coming years will witness a tearing down of the “wall

“~of separation” (Mathews & Larson p:1v) betweenmedicine -and religion and bring about

“a reconciliation; as-well-as a new synthesis of these ancient traditions of healing.

~~~ - The long-standing neglect-of religious variables in medical settings has important

implications. Since data from multiple studies are demonstrating benefits of religious

commitment upon health, it ma§ be-‘«‘ethiéal for physicians, and appropriate for federal

mmitment. Tt 'miglgt;fc:ygqlb:et:ome unethical

health policy, to begin to encourage such

~ (or-inappropriate) someday to ignore (or oppose) such commmneht” (Mathews &

Larson, p. V)..
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Holistic Health Care

1970’s. Greifinger and Grossman (1977) explain that the ultimate goal of the

practice of medicine is health. The diagnostic and therapeutic work of the physician, the

mechanical skill of the surgeon, the atténtion and care of the nurse, and the counsel of the

psychotherapist are all subsumed under the banner of “health care,” and their efforts are

summarized as the “health care delivery system” or “health services.” The governmental

agencies concerned with these activities are not Departments of Medicine, but

Departments of Health. “Near unanimous usage has linked medicine with health as if

~ they were causally related” (p. 207-)’, leading to the assumption that “good medicine

~yields good health” p. 207). Yet the etymology of the word “health” suggests other

possibilities, with implications that relate directly to the current disaffection with medical

~practice as being ‘k‘over-technologizedj, authoritarian, and remote from true human needs”

_(p. 207). Thus, human growth is a measure of the health process, and takes its place

; alongsidé humyan"reéoverj as part of the agenda of the medical practitionerif he is truly

10 be a worker in health care. In the past 40 years in the United States, there have been

some especially provocative attempts to extend-and expand the connection between

- health and medicine, ideas which challenge physicians to take a greater part in the

development of the “haleness” and “wholeness” of their rhuman‘patieni (Gréiﬁnger &

G 1O
JTOSSIAN, "1 7L )

~——Dunn, who is;armedic,al;;déctbr:—discussed*in:Vhis+1-9f7~7;papcr~thatvmany physicians

and-health-workers, have become increasingly dissatisfied with their disciplines which
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customarily deal only with the body or mind of individuals, leaving to religion,
metaphysics, and philosophy the affairs of the spirit. “For most of us, reared in the
Western culture, a deep chasm exists between the realm of the body and that of the

spirit” (Dunn, p. 14). All of us are familiar with instances in which people with sick or

‘deformed body has had the will to climb back to normality, but, to the best of Dunn’s

knowledge, no one has ever seen people sick in spirit who could maintain their mental or

_ physical health, for long. Perhaps sometime we will come to realize that a major task

facing us is to fashion a rational bridge between the biological nature of humankind on

the one hand and the spirit on the other (Dunn, 1977).

McCormick (1978) states in his research paper that his final point in dealing with

health and care for health is that our responsibility must be ‘holistic’. By holistic he

means that responsibility must be conceived and spoken of as covering all of those things

~that affect life ‘_‘arid health. It must be part-and parcel of an attitude toward persons that

~ defends their rights, is strongly prophetic aboutf,waffare,v about poverty, about quality of

life in-all aspects and at all ages:"',:,Without‘;such a‘reach‘and universality, our own sense of

responsibility begins to erode by being selective. - One cannot- responsibly care for the

_ person, the self or others, by caring for only a single aspect of the person (McCormick).

There is a profound differ'fen:ce”’be’ﬁveéﬂ ﬁhvsici’a*ns,ﬁpafafﬁediéai personnel, and a

—hospital with a self-image 'of'VVOCationsand::?thosezwithi,a'self-image of only “being in

business.” This difference manifests itself in subtle but very important ways. “Unless
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- we are aware of this, we drift toward moralist, the extension into the moral sphere of a

merely technological assessment of man” (McCormick, p. 43).

A very significant area for evaluation research pertains to holistic health. As
recognition grows that health care releVant to physical needs must also give attention to

the mental and spiritual components of health, it will become increasingly important to

include activities to promote spiritualﬂwell~being-in— all of the “helping professions”

related to health, welfare, education, counseling, social work, pastoral care, clinical
psychology, and other human service occupations, including health education (Moberg,

1979).

1980’s. In the last several years holistic (sometimes spelled wholistic) medicine

has come to denote both an approach to the whole person in his or her total environment

~-anda variety of healing and health-promoting practices. This approach, which

encompasses and is at times indistinguishable from humanistic, behavioral, and integral

~ medicine, includes an appreciatidn of patients-as mental and emotional, social and

~ spiritual, as well as physical beings. It respects their capacity for healing themselves and

regards them as active partners in, rather than passive recipients of; health care

(Hastings, et al., 1980)

Holistic medicine addresses itself to the physical ‘mentaI; and spiritual aspects of

those who come for care. The practitioners-of holistic medicine are concerned with

helping their patients heal the split'that—has?strippedA~fhe;mindﬂf-ifsﬂ;powerﬂto experience

—and control the body.- "étéﬁégisﬁiﬁp—eaithiﬁéﬁyet—nsmsdon-yandfpumose; and that has
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reputed the bond between these two and the spirit that gives them both meaning. In the
language of science, human beings are “open systems” and may be addressed at a variety
of levels, the psychosocial and spiritual as well as the biochemical and physiological
(Hasting, et al.).

HOhSth medlcme empha51zes the umqueness of each person, the complex

socioeconomic and psychological factors that in addltlon to blochemlcal and
physiological factors characterize each person’s health or illness. It encourages students
and practitioners to spend considerable time with their patients, to explore and appreciate

the minute particularity of the new world that each patient brings to them, to become

sensitive to the complex psychology and uncommon life of people with common

diseases. “Of course each person will require a different approach, different forms of

exercise, a different diet, a dlfferent phannacologlcal treatment, and different kinds of

psychotherapeutlc 1ntervent10 (Hastmgs et al 1980. p 493).

~Hastings, et al contmues to wnte that smce the Middle Ages sclentlsts and

phllosophers have tended to: d1v1de man mto body, mlnd, and sp1r1t ThlS spht 1s apparent

in the current structure of the health in professmns Physmlans are dedlcated to the

treatment of the bcdy; psychologlsts and,psychlatnsts are ;_conce,rned with treatmg the

mind; and the clergy are attendants »tcﬁithéfscu}!and?admmisteruthe «practi'ce of spiritual
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the healing professions, then health practitionérs and laymen {sic} need to address
themselves to the entire person - mind and sﬁirit as well as body - in relation to hié or her
total environment™ (Hastings et al.; p. 49,4)'.; —

Hastings, ei al. point out some Ché.racteristics of holistic health. They describe

them as approaches to medicine and health care which include understanding and

treating people in the context of their culture; their family, and their community. Holistic

health emphasizes “the promotion of health and the prevention of disease.” It also

emphasizes k“the responsibility of each individual for his or her health” (p. 491). Holistic

medicine uses “therapeutic approaiches’ that mobilize the individual’s innate capacity for

self-healing” (p. 491). -

~ Hastings, et al. (1980) continues by stating holistic medicine views iliness as an

-opportunity for discovery as well as a misfortune. Holism includes an appreciation of the

~quality of life in each of its stages and an interest in improving it as well as knowledge of

the illnesses that are common to it. Holistic medicine emphasizes the potential

~therapeutic value of thef,s,e;tingﬂ;in,whichi'hea;lth;care takes place. -An-understanding of

and a commitment to change those social and economic conditions.that perpetuate ill

health are as much a part of holistic,medjciner as its emphasis on individual

responsibility. “Although it appreciates the predictive value of data based on statistical

_ studies, holistic medicine emphasi;gs;,each;patient?zs;;genetic, biological, and

psychological uniqueness as well was::the;lmportance;o,f;tau.omnggtreatment 10 meet each

~individual’s needs.” (Hastings, et-al.; p-494)
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Goldstein, et al., (1987) did a stu&y which, compared members of the American
Holistic‘ Medic_al Association (N = 340) to a group of California family practice
physicians (N = 142). The groups were similar in demographic characteristics. The
holistic doctors were disﬁnct in their trai’nihg, Ppractice characteristics, attitudes, clinical

behaviors, motivations, and feelings of marginality. Personal experiences with

religion/spirituality, psychotherapy, and maintaining a personal health regime appeared
to be important distinguishing factors. The overall findings indicated a dimension of
diversity among physicians which had been néglected until now.

Golkdsteir‘x’, et al. (1987) concluded tha‘t, generally, the ‘physician’s role has been

portrayed as involving dominance over clients and other health workers. The physician’s

superior position is based upon access to, and use of, “rational scientific knowledge

about health and disease” (p. 104) as well as on training and competence in specific skills

—for treating disease. Holistic physicians seek an “egalitarian” as opposed to a dominating

‘or authoritarian, relationship with their clients and coworkers. Although a high degree of

personal autonomy is imnortantvto' most-holistic physicians, they also assume that

successful healing requires “recognizing and fostering the autonomy of the client”(p.

'104). In addition, although holistic healers acknowledge the importance of scientific

research as a basis of knowledge and skills, they see it aswtonly“‘f‘vone -of a number of ways

to derive useful information and techniques™ (p. 104). Folk knowledge, insight, spiritual

revelation, and an ability to gain access to a variety of currently unmeasurable

~ phenomena are all regarded as potentiatly importar

Evenwhen scientifically derived
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knowledge about illness is correct, holisticphysiéians often “question its utility for
healing” (p. 104), especially as it interferes with the training of healers and clients in the
use of other holistic approaches. They generally “condemn the monopolization of
medicine and healing by physicians” (Gol}dystein,y et al., p.104). Despite these differeﬁces

of mainstream medicine, a number of commentators and observers have indicated that

holistic medicine is gradually finding favor among a l,arger,number of medical doctors

(Goldstein, et al.).

Goldstein’s, et al. (1987) study revealed that a) many mainstream physicians (at

 least family practitioners) hold views and behave in ways that deviate from mainstream

medical norms; b) the gulf between mainstream and holistic outlooks in medicine is not

as wide as some commentators think, and c) the potential for the adoption of holistic

-concepts and techniques by mainstream practitioners is substantial. Overall they believe

~that their findings illustrate the extent to which pluralistic identities, attitudes, and

,;bkehaviors already exist among American physicians. “The holistic physicians are

- significantly more likely than family practitioners to be “predominantly in private

practice, to see fewer paitients per week, and to use hospitals less frequently” (p. 117).

~ Holistic doétors are considerably more likely than family praptitioners to report “past

religious or spiritual experiences as: fréquent;i,impoftant;"and‘ influential in their lives” (p.

been influential,” (p. 117) and thatwthey:have;been;acflvelywengagcdfxn. aregimen of

~personal health promotion activities:— e relative impo

tance of spiritual factors in
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influencing views about medicine is an important distinguishing characteristic between
these two groups (Goldstein, et al.). .
In the same study Goldstein, et al. also interviewed 30 members of a support

group for holistic physicians in Los Angeles and found that 22 of the 30 respondents

reported religious and/or spiritual experiences most frequently as the reason which

shaped their feelings about medicine and their practice of it.

In a historical perspective Ram (1988) explains that early practitioners of healing

‘ i

!
' ‘ ' ~ fn

For them, all symptoms of disease affected the whole person. A deep change occurred in : m;

il

~ arts understood man as a whole being whose body, spirit, and mind were not separate.

the-19th: century when medicine allied itself with the natural sciences. Advances in i

ity

“science and technology have led to rapid perfecting of diagnostic, therapeutic and {
: : L . : 1y

rehabilitative skills. Modern medicine is able to transplant organs, replace joints and m:
, : ' ' | i
prolong life. In the process, however, the close relationship between doctor and patient Il

has given way to depersonalized, sophisticated technology (Ram, 1988). . - i

il

- Ram’s study on spiritual ;lieadership;in health discusses the problems with today’s

health care system. He states that most people used to believe that more doctors and

“more hospitals would result in better health. “As we look at today’s world, we see that

although health care is necessary, most disease’s tems from suchifactors,ras poverty, poor

- housing; lack of safe drinking water, malnutrition, illiteracy, loneliness or isolation” (p.

~-6).-Ram believes modem health ,'problems point to -the;:need;to.,recogmz§ihe unity of

—mind; body-and spirit.-and the

‘ tmtmwmmMeva1duals are a
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product of their total environment, dis-ease isa prodﬁct éf the whole person. “We
desperately need a new approach to health and healing in order to deal with it” (p. 6).
Ram believes that “despite the wonders of modermn medicine, we see that cerfcain
fundamental diseases of today;s societyfhaVe not been cured because the best medicines

of the best institutions are not capable of listening, caring, touching and loving” (p. 6).

These are human attributes and only humans can provide them.. Tt is this dimension of

human care that is so important in healing (Ram, 1988).

Ram continues by asking whether or not this makes any difference to the practice

of medicine. Recognizing human attributes calls for recognition that “each person is a

part of God’s creation, um'que in one sense, and yet shaped by the community of which

each is a part” (p. 7), so that individual and community can “never ‘be separated” (p. 7).

Ram is convinced that no one can be fully healthy living in a sick society.

~Cousins (1989) believes that “caring, compassionate, and competent physicians”

(p. 48) can be found today: He explains that “there are a great many physicians

~who are prepared to spend time with patients, treating them with understanding

and skill” (p. 48). -

Cousins (1989) states that the wise- physyikcian»doesn’t»minimize the seriousness of

_ the illness; he presents it as a challenge that ’ca“ll’sf()f thé best both doctor and patient

‘Thave to offer. “Instead of dwelling on all the-melancholy possibilities, he offers a plan of

~battle in which the patient has an active role- »,—Theephy,swlan;staysﬁmmclose touch with the

regarding morale as an integral part-of sound treatment” (p. 54). Cousins also
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believes that the physician should also provide the patient with a comprehensive list of
things to do in addition to medical compliance. The list can include “major attention to
nutrition; exercise to whatever extent is possible and desirable; freedom from unusual
stress, or coping with unavoidable stress at ,khomé‘o'r’at‘the Wofkplace; the need for a good

quality of life” (p. 54). Ways of combating depression and anxiety and suggestions for

- participating in groups of patients,conﬁonting, similar problems are also suggested by

Cousins. This may help enable the patient to “‘come into possession of powers that he

- never dreamed” (Cousins, p. 54).

Cousins (1989) talks about the patient-physician relationship. Doctors are not

__entirely to blame for spending so little time directly with patients. The central fact here

is that doctors don’t get paid for talking to patients. “Ina medical economy dominated

by third-party paymasters - insurance companies, the government, he_alth plahs, etc. - the

harsh reality is that doctors get paid:f mosﬁy for:tests- and procedures” (p. 55). It is not

surprising, therefore, that patients should be “subjected to-a multitude of encounters with

~ expensive medical technology, not all of ‘which is essential or without risk” (p. 55).

Finally, it helps to explain why medical costs have skyrocketed in recent years. Whether

in physician’s offices or in hospitals, tests now account for the major portion of the

physician’s fees (Coﬁsins).“ T

Cousins believes we live at a time when progress in overcoming illness is equated

- with pills. If something is wrong, we ,seldom,,.ge,t«at.th&underlmng_causc,.especially if it

~ means strenuous effort- We regard doctors as the miracle workers who can wave their
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“prescription pad over us like a magic wand and provide a presto remedy” (p. 55). This
is not the noblest exercise of the physician’s skills. Unfortunately, the public’s short-cut
notions of how to get rid of illness or pain frequently puts the physicians in a position of

meeting the demand for prescriptions or seeing their patienis g0 elsewhere (Cousins).

1990’s. Cohen (1997) wrote in his interview with David Larson that as president

‘of his own think tank, the National Institute of Health Care Research, Larson is on the

_road to spread the word to health professionals and other decision makers. Larson

~believes that faith is a crucial element of the American psyche and that faith should be

taken into consideration in health care not just in a patient’s last moment but from the

~_first time a physician, or a psychotherapist, take his or her history (Larson’s study, as

cited in Cohen, 1997). For more information see Appendices A and B.

Health Care and Religion - |

1970’s. McCormick (1978)“believes~"that unless prevention, cure, and care are

experienced as extensions of genuine human caring and love, health care professionals

are less than they could and should be. They do not touch the whole person:-Rather they

minister to a body. “They may heal the body, but we long for and need a deeper healing

__from each other as the body is healed” (p- 43). This is one good reason why persons of

deep faith and religious consecration should be in health care. “For in our time, it is far

to0 easy for health care to be reducedfto;only,,,body,'care,', in-a very impersonal way”

(McCormick, p. 43).
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1980’s. The relationship between religion and health has received varying degrees
of attention from sociologists, health professionals, epidemologists, and public health
researchers. Hastings, ‘etal (1980) wants to remind us that through most of our history
medicine itself has been sacred art. “Healing was God’s work and the healer, priest, or

shaman, was a catalyst to, or vessel for, a power variously labeled as God or nature.”

(Hastings, p. 241). In recent years Hastings note,'s,vthatff.this «sCientiﬁc sanction has

encouraged clerics, physicians, and lay people who are dissatisfied with the aridity of

both contemporary religion and medicine to try to forge a new synthesis of healing

practice, scientific research, and spirit” (Hastings, et al., 1980, p. 241).

Bergin (1983) explains that spiritual tendencies are common among us, but they

are symbolized and expressed under mé.ny aliases. In addition, medical practitioners

need to more assiduously include collaboration with the religious leaders and subcultures

~from which clients come. The opportunity to utilize associated support systems to induce

and maintain change is a potentiality that community psychologists appreciate but that

~ medical practitioners often ignore.- Finally, we need to broaden our horizons so that

despite our differences, we can empathize with persons-who-approach life from a

~ spiritual perspective and thus achieve the mutual cognition’s, emotions, and behaviors

are so pervasive, potential medical Cliﬁician§"fé§ﬁeéti’t65Whichimdét of us are committed

’, (Bergm)".‘ R

Bergin’s study concludes that because religion should-understand the cultural

nt of their clients religious world views rather than deny the importance of these
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views. To achieve this goal, the clinical students and practitioners should be aware of
 their own religious impulses. "Training in the clinical professions is almost bereft of
content that would engender an appreciation of religious valuables" (Bergen, p. 95).

Race, gender and ethnic origin now receive deserved attention, but "religion is still an

‘orphan in academia" (Bergen, p. 95).

1990°s. Maugins and Wadland (1991) explained that patients and physicians
commonly report personal adherence to religious beliefs and practices, but religious

issues are not frequently addressed in the patient—physician relationship (except in the

context of serious, life-threatening illness), despite significant interest among both groups

to.do so (Maugins & Wadland, 1991).

‘Fagen (1996) adds that in public health cucles the level of educational attainment

is-held to be the key demographlc predlctor of physwal health. For over two decades,

~however, the level of rehglonspractlce has been shown convmcmgly to be equally

important.

- First, no one denies that health care professionals, especially physicians and

nurses, do not confine their activity to diagnosis, prognosis, and treatment. Theirs is, or

should be, a “high touch” relationship w1th the patlent such that they “come to know the

latter’s treatment values and perhaps somethmg of thelr phllosophy of life or religion”

- ( Sﬁii’th; 19‘97,‘ p- 1. ,Ne‘Vé'r‘theless thelrs isan obJectlve (though not cold) relationship,

_the immediate focus of which is the ,medlcal_conmt1on;;oLtne,patlent,kamltn, p- .
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Second, what remains essentially a medical condition for the health care
professional is experienced in a much different way by the patient. For the patient, the

medical condition is experienced as 2 “human dilemma generally involving the reality of

human suffering” (Smith, p. 2). For the patient, then, sickness is a vastly larger reality

than the medical diagnosis. Beyond the questions about diagnosis, treatment, and

subsequent prognosis, there are the precisely human questions of the “existence of evil

(physical evil in me), the reality of suffering confronting one, and the matrix of meaning

by which the patient faces this reality of suffering; heyend the confines of physical pain”

(Smith, 1997, p. 2).

Smith stated that a phvsmal illness may provide the occasmn for a person to

appreciate spiritual needs at a new level. For th1s reason, Catholic health care includes

pastoral care, especially the admmlstratlon of the sacraments.

However; Smith cautions the sacrament of the Anointing of the Slck does not

s

bypass or duphcate the work of health care. protessmnals “It places the human drama of

“suffering within its context and places the patlent in hlS or her suffering squarely, and

effectively, in the pres’ence of the suffering Christ and the grace of the Holy Splrlt” (p. 2)-

‘The patientina hospital bed, after all, ,is:,net, looking for an,explanation for this

suffering; but is looklng for the consola‘uon of comnassmn and hope (Smlth P-2).

Larson stated that wh11e one can go through the motions of being religious

~ without bemg spiritual, or be splntual witho ut;tl’féiti;’appu_fgsf"ﬂf a~'rehg10us' system,

pUrious piety andgenume p1etyM§@§fMleﬂce distinguishes between

]
4

i

I
]
i

Ly
4
Ly
]
iy
L



30

those who merely go to church and those who go to God (Larson’s study, as cited in
Cohen, 1997).

~Spirituality -

Spirituality and Religion

1950’s. Jung (1958) said that ,',':eligionfis,,ah,instinctive,attitude peculiar to man"

(p. 26), and its manifestations can be followed all thrclmgh\ human histofy. Jung continues:

Its evident purpose is to maintain the psychic balance, for the natural man
has an equally natural “knowledge’ of the fact that his conscious functions
may at any time be thwarted by uncontrollable happenings coming from
inside as well as from outside”. (p.26)

1960’s. Presently, people must learn to live in a world that can be threatening and

frightening and full of change, ;“\A'ithout; cracking up fromselfepity and despair, and

without giving up his struggle for a meanlngful and satlsfymg life. Each generation of

man has a rendezvous with destmy, 1f itisn't the H bomb, it's the saber-tooth tlger" (p.

261). Hoyman (1962) beheves that our common task i is to heln bnng order out of chaos,

rational purposes out of irrational existence, and significant values and meaning out of

the raw stuff of experience.

- Maslow (1964) believes that, traditionally, religion has been of the spirit and

science has been of the body.  This has led to a wide phllosophiéal gulf between the

knowledge of body and the knowledge of spirit. The natural sciences and religion have

_generally been considered eternal f’bpndn_ents'f(fMasl~ow):*’**-—ﬁ—'“‘"iti” s
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Maslow also states that religious experiences can be produced by sexual love, or
by philosophical insight, or by athletic success, or by watching a dance pberformance, or

by bearing a child. Maslow believes we should take the word “religious™ out of its

narrow context and some examples of this include the supernatural,. churches, rituals,

dogmas, and professional clergymen. Then religion can be distributed in principle

throughout the whole of life. Religion can then become not only one social institution

among others, not one department of life distinct from others, but rather a state of mind '

achievable in almost any activity of life, if this activity is raised to a suitable level of I

perfection (Maslow, 1964). It is because both SCience and religion have been too i

narrowly conceived, and have been too exclusively dichotomized and separated from Iy

each other, that they have been seen to be two mutually exclusive worlds. To put it

£

briefly, this separation permitted 19th-century science to become exclusively fy

“~mechanistic, too positivistic, too reductionistic, too desperately attempting to be value-

free. It mistakenly conceived of itself as having nothing to say about ends or ultimate i

values or spiritual values. This is the same as saying that these ends are entirely outside

the range of natural human knowledge, that they can never be known in confirmable,

_validated way, in a way that could satisfy intelligent people, as facts satisfy them

(Maslow).

_ Apparently, even atheists show:some type of religious or spiritual influences. It

has appeared to Maslow that atheistic~people»had—more;relig-ious~»(9r~transcerident)

experiences than conventionally religious people.- Partly this may have been because
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they are more often serious .about values, ethics, philosophy of life, and because they
have had to struggle away from conventional beliefs and have had to create a system of
faith for themselves individually (Maslow):

Maslow indicates the religieus lifestyle or peak experiences. are to be valued as

producing health through the impetus it gives for altering possible harmful lifestyles.

1970°s. The Christianity Today - Gallop poll shows that 94% of the general

public believe in God or ina umversal spirit that in thelr mind functions as God. Only

4% explicitly deny the existence of such a Being (Gallop, 1979). The precise nature of

the Supreme Being is another matter, but very few need to be convinced that he/she is

there. Eighty-seven percent of those who say they believe in God find comfert in their

“belief, and about half say it gives them great comfort; so belief is not merely an abstract

conviction; it is a source of strength in'the minds of our-increasingly complex and

newﬂdenng soc1ety (Gallop, 1979)

1980’s. Harmon (1985) believes religion is-viewed by 1nd1v1duals to help assist

- them in organizing their vthoughts 'and ~aetions -and to assist them in reahstlcally viewing

their own morahty w1th hope and trust.

Ram (1988) beheves non-Chnstlans have recogmzed the essential unity of

creation. One of the guldmg pnncmles of Mahatma Gandhl’s satyagraha (nonvmlent

Tesi qtance) was. based on hlS belief that humankmd isan md1v151ble whole.. He affirmed

that an individual"s actions camiot;.besneatlys;comparunéﬁtiilﬁéﬂ:mbert,Elnsteln s theory
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of relativity maintained the universe is one single whole. If any one part of the universe
is affected, the rest of the universe is affected too.

Gallop surveys of recent years, for example, show that 87% of adult Americans

pray to God; 69% feel that God has guided them in making decisions; and 36% feel that

God has spoken directly to them "through some means" (Pollner, 1989, p. 99). Surveys

~ conducted by the National Opinion Research Center feiz@al,,that, 80% of American adults

feel at least "somewhat close” to God most of the time; 47% report that they have
experienced a spiritual force "that seemed to lift them out of themselves." In short,’there

is evidence that "individuals participate in 'divine relations' as well as social relations and

_that divine relationships may approximate concrete social relationships in intensity”

(Pollner, 1989, p. 99).

- 1990’s. Ronald Johnstone (1992) discussed religion in his research paper and

—-gtated: -

Religion is a social phenomenon and is in an interactive relationship with
the other social units that constitute a society. This seemingly obvious

assertion; which lies at the very foundation of the sociology of religion, is

actually not nearly as simple as it may seem. Nor is it so readily accepted

as one might expect.
Many people, particularly the religiously committed; think of religion in
an entirely different way.  Some prefer to see religion as the context of the
people’s communion with the supernatural, and religious experience as
something outside of ordinary experience; while others see religion as an
-expression of an instinctual reaction to cosmic forces. Still others see

religion as an explicit set of messages from a deity- These viewpoints

certainly de-emphasize, ignore; or even reject the sociological dimensions
of religion. Nevertheless, whether we are talking-aboutreligionin .

general, or a particular religious-family such as Christianity or Buddhism,

_ora specific religious group-such-as the First Baptist, religion will be seen
to interact with other social institutions and forces in society. (p. 1)
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Religion and Health ;

1980’s. Results from Zuckerman, Kasl, and Ostfeld’s (1984) study reveals

religiousness as a variable that reduced the risk of mortality among the elderly who were

in poor health. Harmon (1985) explcred in her research paper the relationship between

religiosity‘ and health, she wrote that it was evident from the literature that some theorists

view religion and mystical experiences as giving direction toward positive psychological

_and physical health. Religion méy lead to a “deeper sense of reality, give firmness,

stability, and equilibrium to life, assist in'organizirig thoughts and actions, allow a deeper

introspection and development of intrinsic strengths, and bring about a positive way of

living” (p. 23). One possible Waythen of enhancing psychological and physical health is

to “refocus our attention on religion and it’s positive value system” (p. 23), as these

attitudinal and behavioral changes may “form the framework for the prevention or

~ alteration of deleterious health habits™ (Harmcn; 1985, p.23).

1970°s- 1980’5 Smce 1978 the Christian Medical Comm1ssmn (CMC) has

: "pursued a study program helpmg churches all over the world to reach a deeper Christian

understanding of health, heahng, and wholeness. On the basis of vwsdom gathered from

_people in all walks of life and many different cultures, the CMC has come to believe that

health is based on harmony with one’s self, with one’s neighbors, with nature and with

~ God. Tt depends on the physical, mental, spiritual, economic, political and social well-

being of a person. ,‘foehayve'leamed 1hat«thereulséan-Alvnseparableg;mtywoiibody, mind and
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spirit, and that disturbance in the harmonious relations of these factors can cause ill-

health” (Ram, 1988, p. 8).

1990’s. Oleckno and Blacconiere’s 1991 study found that the more rehglous

students reported a greater degree of wellness on each of the six sub-scales ‘which

1neluded 1) health respon31b111ty 2) self-actuahzatlon 3) exercise; 4) nutrition; 5) stress

management and 6) mterpersonal support The ﬁndmgs of thlS study “fuel the growing

pubhc interest in 1ncreasmg healthy behavrors and reducmg health compromising

behav10rs in the populatlon” (p 825) Not only do “the h1 ghly rellglous more frequently

: practlce healthy behaviors”, but they “less frequently practlce health compromising

activities” ,(p. 825). These datav imply that rel1g10nm1ghtnot only'be “good for the soul,

“but good for the body as well” (Oleckno & Blacconiere, 1991).




CHAPTER II
DISEASE, SOCIAL CONDITIONS, AND SPIRITUALITY

This chapter will examine how spirituality can influence diseases and social

conditions. Under the disease heading, the researcher included cancer and cardiovascular

disease. Anxiety, depression, mental health, dmgs, and social problems are included

under the heading social conditions. 1t was important for the researcher to include these th

b
il

topics because spirituality has been shown to positively influence diseases and social |

il
lﬁl

conditions in the studies that were reviewed. Under the heading spirituality, religion and o

H

; ]
church attendance are included. o
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Diseases

1
i

1970°s. Ina 1976 study done by Lvon Klauber Gardner, and Smart (1976), i

i
Hi
MG

Cancer : - : } (

compansons of cancer deaths for Mormons was compared with non—Mormons The Utah

Gancer;i:liegis,try;;:(:1‘9,6,,6+:1:9,70):i'was~used*to-'proyi‘devdata*on ‘cancer in“the state of Utah. To

find how many of these deaths, were Mormon, the central church"ﬁl‘e of all 'living and

deceased Mormon Church members was-used: For verification purposes Lyon, etal.

, researched the rehgrous preferences of patrents known to be dead by checklng the

obituary files of the local newspaper and- therrcomnared them to the earher matching.

g .,TTthose 1dent1ﬂed by- obu;uarres as-Mormon, but not found in church nles were accepted

36
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as church members” (Lyon, et al., p. 130). These researchers found that incidence of

cancers of the female breast, uterine cervix, and ovary was significantly lower in the

Mormon population, with carcinoma in situ of the cervix showmg the largest difference
as compared to the non-Mormon, and breast cancer the least. No significant difference

was noted between the two populations for cancer of the corpus uteri. Mormon males

had low rates of stomach cancer as compared to-non-Mormons, but no significant
difference in females was noted. - Two sites had higher rates for Mormon males -
prostate, with an 11% excess over expected from the Cancer Survey, and brain and

nervous-system neoplasm’s, with 12% excess, whereas non-Mormon males had fewer

-cases than expected at both sites.- There were some sites with significant differences

from the Cancer Survey for both religious groups. Cancers of the colon, liver, and kidney

- had a significantly lower incidence than the National Cancer Survey for males, and

cancers of the rectum and pancreas for both sexes. Cancer of the lip showed a marked

excess of cases for both sexes of,the ‘Mormon population over the Cancer Survey (Lyon,

- etal,; 1976). -

1980’s. In 1987, a maj‘or review of 250 epidemiological health research studies -

- studies which examined the: relauonsmp between health and rehglon and measured such

addmonal outcomes as colitis, cancers of many dlfferent types and longevity measures -

concluded that, in general, rehglous commitment- 1mpr0ves health-(Levin & Shlller

1987).-
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Pilch (1988) believes individuals who suffer from cancer and other life-
threatening diseases, however, admit that this “disorienting” experience has helped them
“reorient” their lives as if nothing el_se?has'beén able to. Indeed, medical anthropologist'
would call this “hg:aling,f’ that is, ~“a1ifability to make sense out of life even if a person is

aware of imminent death.” “Healing is a restoration of purposeful living, a discovery of

fresh meaning in life,” (Pilch, 1988, p. ,29)f»even:vwhen the actual physical or

psychological condition, cannot be cured. Life’s fulfillment, thus is found not so much in
wealth as it is in discovering how to make the best of bad situations (Pilch).

1990’s. Dwyer, Clark, and Miller’s (1990) findings suggest that “religion has a

significant impact on mortality rates ,fofallmalig‘nancies combined” (p. 185), for

digestive cancer, and for respiratory cancer Whenfcontkrolled for demographic,

environmental, and regional factors known to affect cancer morality. These results

~provide new insight into the relationship between religion and health at the macro or

community level and suggest that the “influence of religion on social structure warrants

- further attention” (p. 185). The preponderance of evidence suggests that “religious

participation and affiliation influence health-behavior-and reduce the likelihood of cancer

_ mortality” (Dwyer, et al., p.185). -

Dwyer, et al., researched the type of religious backgroundbfcommunities and

- compared them to cancer rates and concluded that “counties with higher concentrations

_ of Jewish communicants ,typicallyf,have»the»hirghest-f-ra-te&eﬁeaneé%martality”f(p. 185).

—Although the magnitude of this relationship changes-temporally-and by-type of cancer,
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the direction of the relationship is consistent. On the other end of the continuum, high
concentrations of Mormons are associated systematically with the lowest cancer
mortality rates. The data also showed that in comparison to non-Protestants, higher

proportions of conservative and moderate Protestants are associated consistently with

lower cancer mortality rates. The impact of the concentration of Catholics and liberal

Protestants is mixed, however. Counties With;gre,ater,fprbportionsr of Catholics have
higher digestive cancer morality rate_s,intr,hc 1968-1970 and 1976-1980 models, but lower

respiratory cancer rates across all three periods. Similarly, the effect of the concentration

‘ of liberal Protestants varies and is significant only in the 1971-1975 models. In this

_period greater,pr,oportions oof liberal Protestants are associated with higher mortality

- rates for all malignancies and for digestive cancer, but with lower rates for respiratory

cancer. “Hence religious concentration affects county cancer morality rates, and the

Y

~denominational differences appear to conform to a conservative-liberal dichotomy”

(Dwyer, etal.; 1990, p-185).—

- Then Dwyer, et al., concluded that their findings show that at the county level,

religious concentration and denomination affiliation have a “significant impact on cancer

_ mortality rates net of demographic, environmental, and regional factors known to affect

cancer morality” (p. 197). Moreover, although there was some variation 1in the effects of

_the religion variables on moreilityfrates;ffo,r:iall—t;maligtlancieS; combined, for digestive

cancer, and for respiratory cancer, overall, these relationships were relatively consistent

—— across-types of cancer and-fi«

Of spem'c)diéAtheAnem{.uwyerTet;alf).umWW
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However, Ferraro and Jensen’s (1991) study contradicts this. They found within

varying levels of practice, “people with more conservative affiliation have poorer health”

(p. 199), and this was greater than the effects rehglous affiliation and race, and about
equal to that of education - long consrdered a plvotal factor in predrctlng health status

(Ferraro & Jensen, 1991).

However, Ferraro and Jensen also found that “regardless of one’s religious

affiliation and the intensity of one’s b,eliefs,rr/higher' level of practice are related to better

i

self-reported health status”(p 194). The respondent s level of practice, the degree to I
i
Wthh they pray and participate in religious services, “were significantly related to better H rﬂ

ity
iy

~health status, regardless-of age” (Ferraro & J ensen-;—p;-l 94). : T

Cardiovascular Disease

oy

N : : i g

1970’s.  Comstock and Partridge (1972) did a study which analyzed h
. ’ [

arteriosclerotic heart disease deaths among white males. (Using 189 arteriosclerotic _ H
E .. . ) i gtj
heart disease deaths within a three year period and a sample of 378 persons from the e

[

1963 census rpopulatiOnfwhich;-jwa's—matChedﬁ to these deaths for race, sex and year of

birth.) It was found that the “risk of 'dying"fro"m aneriosclerotic heart disease was much

_less for men who usually. attended church atleast weekly” (p 669) Even after allowing

for the effects of smoklng, socro—economlc status and water hardness “the risk for the

ffrequent church attendees was only 60% of that for men-who attended infrequently” (p.

 669),
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As early as 1972 researchers for the Johns Hopkins University School of ‘Public

Health found that “cardiovascular diseases, the leading killers of older people, were

By contrast, nonattendees had higher moftality rates for such other diseases as cirrhosis

“and even suicide (Comstock & Partridge, 1972).

i . 1980°s. In 1982 Dr. Robert Byrd a cardlologlst then at the University of

~California at San Francisco Medical School, conducted a random-sample, double-blind

study of the effects of prayer, not by the patients but for the patients, on outcome of

cardiac surgery. None. of the patlents knew thev were belng prayed for and none of the

attendmg doctors and nurses knew who was and who was not ‘being prayed for Those

j

praying had no personal contact with the patients before or during the experiment. The

outcomes for the two sets of patients differed significantly. Those patients who were

prayed for had noticeably fewer postoperati;ve;eongestlyve heart failures, fewer

“cardiopulmonary arrests, less pheumonis, and less need for antibiotics (Byrd).

1990°s. There is a-study that shows that spirituality and religious activities can

have profound effects on health. Oxman, Freemen, and Mannheim (1995) found one of

the strongest predlctlons of surv1va1 after heart surgerv isthe degree to whlch patlents

their protection from dem‘n

reduced significantly in early old age by a lifetime of regular church attendance” (p. 665).

_of the liver, emphysema. and arteriosclerosis, in addition to other cardiovascular diseases

— »?draw strength and comfort from their: rehglon, and the more religious they are, the greater
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Social Conditions

Anxiétv, Depression, and Mental Health

1960’s. In a study on college sophomores and juniors, 19 to 21 years of age,
Williams and Cole (1968) found that the high religiosity subjects manifested the least

anxiety on all dimensions. The researchers concluded that on the basis of their present

study, they can simply afﬁrmthat amongvsfudénts; most of whom have been subjected to
~ some religious influence, the religiously active subjects manifested the least anxiety
(Williams & Cole, 1968).

1980’s. Throug_houtkthe'histdry of medicine, practitioners have puzzled about the

seemingly “inexplicable recovery of mortally ill patients and the sudden morbidity of

patients who should have fully recuperated’,’.f(p. 493). Among the subtle variables in this

process are “profound alterations in psychological outlook; life-style, and the interaction

between mind and body” (Hastings, et al., 1980, p. 493). Beginning as early as the 19th

_century, the French neurologist Charcot explored thefpsvchosgmaﬁcjétiologyj of

* hysterical seizures. Freud, Sherrington, Pavlov, Cannon, Selye; and others have added to

the understanding of the precise mechanisms and biochemical mediators byv which

_psychological states, subjective imagery, and emotions effect the body (Hastings, et al.)

And Griffith, English, and Mayfield found in their- study on black prayer meetings

- that the continued activity and vitality of this church group; even in the context of a

constantly changing attendance pattern, strongly indicate that-certain urban blacks have

— - found-a-resource for meeting their mental health-needs—Mental health professionals may
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depreciate such a church group, but “black people cannot be expected to reject culture-
bound and religion-based support systems which have been functional for so long” (p.
128).This would be especially ill-advised when access to mental health professionals in
black urban communities is still not as‘su‘redk.:‘ i

Peterson and Roy’s 1985 study indicated that it was predicted that church

attendance would be negatively related to anxiety because religious communities perform

a therapeutic function for the individual. “Participation within such a community affords

one an opportunity to draw on the community for emotional support in coping with

‘ problematlc aspects of hfe Wthh can allev1ate anxiety” (p. 59). The findings clearly

sunnort this idea. “Church attendance has a notable negative effect on anx1ety which was

net of the effects of all of the background\and othe_r religiosity variables” (Peterson &

Roy, p. 59).

~Yvonne Harmon (1985) found in her study that there was “less anxiety and

- decreased fear of death and dying in the older group attending church” (p. 25) There

- also was reported “a doubling of the rate ko‘fmyo,cardial_infarction;among the non-

religious who did not attend chﬁrch in relation to the religious sample attending church”

New Haven elderly, the asso01at1onfjruns:m:;thefpredlcted;fdiirection: “greater religiousness

is associated with lower levels of both functional-disability-and-depressive:

momcccndmons (p—236) the more individuals

—_symptomatology at-any- glven 1eve1




44

attend religious services, and know others of the congregation, the less physically
disabled or depressed they are likely to be.
Crawford, Handal, and Wiener (1989) did a study which examined the

relationship betwgén religion and mental health/distress. ,Data’Vanalyzed for the total

sample (n = 226) indicated that high religious subjects were significantly less distressed

- and manifested better psychological adjustment than medium and low religious subjects.

- Data analyzed for female subjects (h‘ = 136) showed that “not only were high religious

i

subjects statistically less distressed and better adjusted psychologically than medium and i

i

low religious subjects, the results were clinically meaningful as well” (p. 272). Data j;}:
. y L
i

__analyzed for male subjects found no significant relationship between subjects degree of i

i

religion and mental health/distress. Based upon these preliminary findings religion does

it
: . ; _— ‘ ;
not appear to be deleterious to the mental health of individuals. In fact there appears to W
: : ]

bea positive relationship between religion and-psychological adjustment (Crawford, et 3:{

: d
al., 1989). b s L e i b 1

i

- 1990’s. Ellison and Gay’s (1990) study also states that their research “confirms

the importance of religious participation in the personal-lives-of many Black Americans.

The possibility or greater ‘other worldliness’ 'among southern religious Blacks suggests

two competing hypotheses concerning the role of religion 'aS”idéaﬁb“nal% coherence” (p.

1127). On the one hand, if their religious heritage leads southern Blacks to place

particular emphasis on prayer and devotional activities, private religiosity may be a more

—central source of personal conifort-and satisfaction among southern Blacks. On the other
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hand, 'southern Black religiosity may serve primarily as a compensatory resource; prayer

may be most frequent among individuals seeking to cope with adversity (Ellison & Gay).
Koenig et al. (1992) found that African Americans, those with conservative

theological beliefs and those with more spcié] supﬁort were the most likely to use

religious coping strategies. In contrast, liberal Protestants, those without a religious

affiliation and alcohol users, were less likely to employ religious coping techniques

(Koenig; et al.). , 5

Koenig et al. (1992) d1d a follow—up'studyi on religion and depression and found "

that religious coping is inversely related to depression in hospitalized elderly men. This H

follow-up study illustrates the impoztangggﬁmligi(mjn i,tcducing depression and in ;

predicting the final outcome concerning depressive status. More than 50% of patients

-rated religion as being very important in coping with depression. And Koenig, Ford, I

George, Blazer and Meador (1993) found that in younger patients, “increased church i

attendance and devotional activity (prayer and Bible reading) are associated with lower |

rates of anxiety” (p. 342), while listening to TV evangelical programs and practice of the

Pentecostal faith are associated with “higher rates of anxiety, particularly among the

__young” (p. 342).

‘And in a survey of ~,ﬁsvchiatﬁ¢ research Larson (1994) found that religious people

~were less likely to abuse drugs or alcohél;,; commit suicide, be depressed, be juvenile

delinquents, or divorced, and they tended to-have better-sex-(Larson’s study, as cited in

—Cohen, 1997).
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Drugs

1970-1980. Burkett and White (1974) found that church attendance is inversely

related to delinquency, alcohol, and manjuana use among adolescents. Drug use and
religion have a negative correlatlon Gulnn s 1975 study found that among Mexican-

American high school students, “drug use is associated with a higher socioeconomic

class, less involvement and achievement in'school; less reliance upon parents, teachers
and professionals and less involvement in religious activities” (p. 241). And Hays, Stacy,

Sidaman, DiMatteo, and Dowﬁey (1986) also found similar results. They found that

“religiousness and conformity-commitment are consistently and negatively associated

--with-alcohol, marijuana and other drug usevambng'teehagers"’ (Hays, et al., 1986 p. 368).

1990’s. Dwyer, et al. (1990) believe that a person may not need to be a religious

communicant or a member of a particular denomination in order to obtain health benefits

concentrations of people who do not smoke because oféthéir,religious beliefs. Oleckno

and Blacconiere’s 1991 study-on religiosity and wellness found that their study exhibits

the health enhancing role of religious commitment in a sample of college students.

~ “Higher religiousness was. assomated wrth lower occurrence of health compromlslng

behaviors mcludmg 1) smoking; 2) drug and alcohol use; 3) not wearing seatbelts, and

“4) personal illness-and mjunes” (p- 825). Koenig, George Meador Blazer and Ford

(1994), found that ,“adherence to.:.rehglousapractices!»(—prayer;»»Blble study and church

: a‘:M1danee)w--and~beliefs"i's-inversely*relatédtqﬁthe“ﬁ@ﬁf" d‘évgjgping alcoholism™ (p. 230).
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Larson (1994) is propelled by his findings that, basically, the pious tend to be

healthier and live longer. For instance, in a survey of people in Evans county, Georgia,

he found that smokers who went to church regularly were four times less likely to have

high blood pressure than those who di‘dn’t,"and*had about the same blood pressure as a

nonchurchgoing nonsmoker.

Fagen (1996) believes that in repairingj’damage“'cause'd"by'alcoholism, drug
addiction, and marital breakdown;freligioussbelief and practice are a major source of

strength and recovery. Fagan is convinced that regular practice of religion is good for

personal physical health. He believes it‘inorea'ses longevity, improves one’s chances of

- recovery from illness; and lessens the incidence of ‘many killer diseases.

‘wSocial Problems

1980’s Hannay ( 1980) found that hlS chmcal study supports the ﬁndlngs of past

; research mdlcatmg that “rehglous commltment is assomated with better physical, mental,

and social outcomes” (p 685). Not only did 40% of clinic attendees go to church at least

¥

once a month but only monthly attendance was assoc1ated wnh lower counts of physical,

emotional, and somal functlonmg symptoms Con51stent w1th the ﬁndmgs of past

research older patlents as-well as female patlents were found to have hlgher levels of

- religious commitment rthan Wwere younger patjents, as well as male ffpatien'ts (Hannay,

1980).
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Breault (1986) found that “in the years 1954-1978 divorce, church nonattendance
and suicide have all steadily increased” (p. 632). Breault believes there may be some
correlation in the fact that when church attendance decreased, social problems increased.

1990’s. Johnstone (1992) belieyeé that religious behavior is probiem—solving like

any other social activity. Praying, attending church service, observing religious laws, and

having and talking about “mountain top expenences for example; are all religious

activities that contribute in some way (at least from the perspective of the religious-
participant) toward solving a problem, either existing or anticipated (Johnstone, 1992).

Fagan (1995) wrote of the importance of church membership:

The Reverend Lee Earl started a church in one of the most desolate
sections of Detroit, a neighborhood whose economy was built on drugs,
prostitution and welfare. Within a decade the same neighborhood and the

Earl, motivated by a trust in god, had rebuild their commumty. They
became married families, started small businesses, and rebuilt and bought
~ out their own homes: Cnme plummeted anda commumty was reborn. (p.

AN\

29)

Some suggestions for cornhating’ iII-’health, poyerty,' poor eduoation, and addiction

Wereoffered—byr—Patrick—Fagen-(—1996)«when»he«»s-tated«—in- his-»'paper that government

leaders seeking to reestablish sound norms and virtuous behavior within vulnerable

groups would do well to look to the past Fagen is convrnced that few. people realize that

19th century America fought several wars on poverty which in contrast to the 20th

“century version, were quite success—t—ur ~Fagen reminds us that these historic antipoverty

‘ __effortsewere headedbv nongovernmental institutions, primarily churches which saw
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poverty as emanating from behavior and individual character. They took as their central

task the molding of character and self-discipline within vulnerable low-income

communities. For example:
e The Young Men’s Christian Assoéiatioh.(YMCA) was established to combat urban

crime. Seeing its mission as molding the moral character of the young, the YMCA

successfully undertook a struggle to win the hearts and minds of inner-city youth,

_leading to a major drop in jﬁvenile crime (Fagen, 1996).

~ Catholic parochial education is a dramatic instance of long-lasting private voluntary

endeavor. In founding Georgetown University in 1792, Bishop John Carroll argued

. for the.necessity.of a.‘,‘pio,us_andm.,CathQIig.‘c;duQatiQn.férﬁthe young.” Ca’rroll hoped

that Georgetown’s graduates would supply a pool of teachers for the Catholic schools

- of local parishes. Today those schools provide superior education, open to children

~of all faiths, and of tremendous importance of poor inner-city parents seeking an

alternative to public education (Fagen). -~~~

Thei’Young,Womenf s Christian Association (YWCA) gave a chaperoned place to live

to young women migrating to the cities from rural areas. The stability immediately

available to them permitted them gradually t(i find the community life in which they

~ felt comfortable, and safe fellowship after leaving their families and original

- communities (Fagen), =
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blood collection and distribution system as just one of its projects (Fagan, 1996).
- The temperance movement of the mid-1800s, a response to the growing alcohol
addiction of the time, resulted in massive reductions in alcohol consumption and a

change of attitude toward the abuse of alcohol (Fagen).

Dealing with social problems by placing fgreafer.reliance on nongovernmental
social institutions is therefore nOthing new. It is a return to the fundamental political
philosophy upon which the American Republic was established. The Founders, because

they understood the dangers inherent in looking to government as a cure for social ills,

~.relied instead on civil institutions such as the family and church (Fagen, 1996).

And Fagen continues by stating that the regular practice of religion helps poor

persons move out of poverty. He found that regular church attendah_ce, for éxample, is

Religious belief and practice were found in Fagen’s review of literature to “contribute

'substantially to the formation of personal moral criteria and sound moral judgment” (p.

35). Regular religious practicer was also shown in his study to-“inoculate individuals

agaii;st a host of social problems, including suicide, drug abuse, out-of-wedlock births,

crime, and divorce” (p. 35). The regular practice of rcl,l,g,lon;alsé,,enc;oﬁrages such

self-esteem, and greater family and marital happiness®(p-35)-—

e The Red Cross is a massive private-sector organization which runs the world’s largest

particularly instrumental in helping young people to escape the poverty of inner-city life.
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Spirituality
The spiritual dimension of huinans, which involves the process whereby
individuals give meaning and significance to the experiences of their existence, is
recognized in eve,ry'level of health and dis’veéser(Cmich, 1984). :

Religion

that transcend individual health behavior choices and influence the social context in
which people make lifestyle decisions that affect those behaviors” (p. 195). This

assertion is supported somewhat by the fact that the independent effects of the religion

. variables are greatest in explaining respiratory cancer, a disease outcome that may be

affected especially by the prescriptive or proscriptive sanctions of particular religious

organizations.

~ However, some contradicting research (Glik, 1990) concluded that Healing

groups are associated with the rise of New Religious Movements (NRMs), which are

themselves the product of conflicts and tensions within the social structure. Thus beliefs

and ideologies espoused or adopted by persons involved in these types of movements,

_ whether considered religious or magical, may have both integrating and alienating

effects, linked as they are to social change and transformation. kidgatiohal beliefs

__represent certain features of religiosity linked to-psychological states of healing

adherents. Glik explains that “the use of these-measures-provide-evidence that extreme

—orintense religiosity- may-correlate negatively with some mental health-indicators, thus
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demohstrating the differential effects that religious beliefs can have on mental health”™ (p.
175-176).

Ferraro and Jensen (1991) found that "regardless of one's religious affiliation and
the intensity of one's belief, higher leuel fof pfactice are related to better reported health

status" (p: 194). The respondent's level of praetice‘, the degree to which they pray, and

‘participate in religious services "were 51gmﬁcant1y related to better health status,

regardless of age" (p. 194). Higher levels of practice were found to be associated with

“better health. This research led to the conclusion that religion is a factor to be seriously

considered in the study of heaIth (Ferraro & J‘eﬁse‘n; 1991). ,

~ Johnstone (1992) believes that first, and perhaps most obviously, 2 human being

‘isa blologlcal organism - a creature with phy51olog1ca1 dI‘lVCS needs potentials, and

limitations. - The socializing influence of groups is thus both directed at and limited by

- biologi'cal" factors: Religion is of course among those socializing agents that attempt to

influence or modify blologlcal nature.

“Witmer and Sweenev ( 1992) remmd us that throughout hlstory, mcludmg

contemporary times, every civilization, culture, or nation has expressed and 'practic’ed

. rehglous beliefs that represent values that reﬂect what is. considered sacred and essential

_ for the sustenance of life. For some groups rellgmus practlces have focused on nature

_ worship, and for others, a divine bemg;who:knowggboutzzand,1ntervenes in human

_activities. Still others seek an inner or hlgherr,con$elousness,thatalsmaharmony with the
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Mathews and Larson (1995) describe religion as a complex variable, one that
incorporates the many benefits of social and family support, ritual and sacraments, hope
and optimism, positive thinking and expectations, contemplation of beauty in music, art,’
and architecture, ‘and’ salutary phys‘iologic'chang'esk in blood préSsui'e and oxygen

consumption accompanying such activities as prayer, worship, singing, and meditation.

In addition, religion provides access to,;the;ftrénscendent,and the hope and promise of

divine, healing intervention in human affairs.

And, Matthews and Larsons study found that the bulk of evidence now I

demonstrates that religious faith and spiritual factors are important variables in the i

__prevention and treatment of health problems such as illness and disease. Matthews and F

Larson believe it is necessary for educators and clinicians to understand and to address

these issues in their daily activities.

-~ Church Attendance

1970’s. Comstock and Partridge (1972) remind us that religion and religious

~beliefs have been major 'dgtermiriants of human behavior since the dawn of history.

Although their role in health-related behavior often has been recognized, most health

studies have gone no deeper into religious bieyhéyzyiyorkthan to classify subjects by religion

or creed. In large par‘t,‘this superﬁéi'al'apprcjgchfrésﬁlfé'ifﬁém’ our ignorance of the

components of religious behavior as well as from their apparent complexity and

elusiveness. However, there is a component that can be easily determined which is

iét]iieﬁcy;.nf.‘attendajﬂc:é;at..religious‘semcés'(ﬁbmsmc‘ k & Partridge). _—
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Comstock and Partridge’s study found weekly church attendees have been found
to have 50% fewer deaths from coronary anery disease, 56% fewer deaths from
emphysema, 74% fewer deaths from 01rrhos1s -and 53% fewer suicides. According to
Berkman and Syme’s 1979 study, 1nd1v1duals who belong to a church or temple have

Jower mortality rates than those who do not

1980°s. House, Robblns and Metzner ( 1982) found that among women only,

church attendance is 51gn:lﬁcanﬂy related to mortahty These researchers also found that

all other social relationships and activities but one (frequency of attending meetings)

were negatively related to mortality among the Wome'n, only church attendance was

statistically sismiﬁcant (p <.05). These researchers concluded that women who attend

~church have lower mortality rates and it is the lack of any meaningful social relationships

or ties that is most deleterious to health.

Ina 1983 study Bahr andMaftinstated that “promotion of well-being remainsa

vague concept, even with the World Health Organization’s definition of health as not

merely fthe absence of disease, but the fpfesenoe of well-being” (p. 142). These

researchers also found church attendance was posmvely correlated with fa1th in people

~ (r=21), parental socioeconomic status (r= 19) famlly sohdarlty (r =18), hlgh school

grades (r=.14) and leadershlp act1v1ty (r = 10 all compansons p<. 05) Whﬂe

o Evangehcausm was. posmvely correlate,d,mth famlly sohdarlty (r=15,p<.05)” (Bahr &

~Martin, p. 142).
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'1990’5. Frankel and Hewitt (1994) revealed that it is the religiously committed

(frequent church attendees), rather than those s1mply claiming a religious afﬁhatlon who

derrve the most tangible beneﬁts from thelr spmtuahty These researchers concluded

that “being afﬁhated is enough to enable a person to expenence certain personal and

health care beneﬁts” (p. 73).




CHAPTER III
GENERAL WELL-BEING AND SPIRITUALITY

The information included in this chapter is organized into several related topics.

~~Under the heading spirituality, information on spiritual well-being, wellness spirituality,

and life satisfaction and spirituality will be reviewed. Under the heading religion,

religious well-being and life satisfaction and réligion will be reviewed.

Spirituality

1970’s. Moberg (1979) believes that it is a human universal to search for

happiness. He also believes it is common to find happiness where one expects it the

least.

Moberg states:

Coveted pleasures have a tendency to cloy and become distasteful and
enslaving. Some people make a distinction by speakmg of true and lasting
happiness, and then insist on that. Not everyone reaches this level of ’
discrimination, however, and many continue unchecked to seek happiness
—where others would say it cannot be found: in hedonism, for instance, or
in things like success, wealth, power, and distinction. -Amsterdam, when I
visited it in 1978, was described to be as a Mecca of modern pleasure-
seekers. I found it hard to believe that those in its streets were any more
intent on happiness than other people are, but there ‘were evidences that
many had settled for it in what some would call passing pleasure; and that
some were its slaves. A guided tour not long before had taken me into the
gambling halls at Monte Carlo, and I saw faces there wearing the same
fixed weariness as I saw-on certain faces in Amsterdam.But I have also
seen the same tortured hardness on the faces of the-ambition-driven in
academia.and in-places- of finance-and business—The seeker after lasting
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happiness is one who refused to rest in entanglements like those. He
claims that it is a different thing altogether - true happiness -- when he
surrenders control and.lays down his burdens in spiritual release. (p 30,
31)

1980’s. Buscagha (1982) belleves that fully functlomng persons have a deep

sense of splntuahty “They know that thexr personhood and the world in which they live

cannot be explained or understood through human experience alone” (p. 118). Buscaglia

 also believes that some people know that they must make the “mystical leap” (p. 118).

“They must go beyond themselves beyond their limited reahty They have an
1nexphcable sense of somethlng more’ (p 118) Buscagha states that people can feel a

greater operatlve 1ntellect then their o own, even 1f they arcata loss to give it a name.

“They are aware of a great de51gn, 1ncessantly operatlve in which all s compatlble and

1990’5 Prest and Keller (1993) challenge theraplsts to con51der the spiritual

~belief systems of their clients which have served both to strengthen and support their

W

famﬂy system Prest and Keller beheve that these spmtual behefs (or lack thereof) have

~contributed to the development—opmamtenanee«of—thefpresentmgproblem7

Spiritual well-bemg

1970’s. In Moberg s 1979 study on how spmtuallty affects health he concluded

that as spiritual wellfbelng 1s sometimes thought to be related to phys1cal well-being, it is

of interest to note that over three4quaftérsots—hl—s“Sample—trem‘«the-«-Umﬁcati’on church

reported that thev NoOwW-enjoy- e1ther “excellent3’~~(3 O%) or “goodﬂ (46%) physical health.
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Eight percent said their health was now good except for a particular acute illness, and
12% réported their health as “fair.” ’Nohe reported having “poor” health now, although
several said that they had had poor health in the past. It is frequently claimed that
illnessés from which members had been suffering fof several years disappeared when

they joined the Unification Church. Eighteen percent said they now had better health

than they had during the six months before they joined the Church; 10% said their health

was worse, and the rest did not show any change. Sixteen percent mentioned histories of

bronchitis, asthma, or related afflictions; explanations for these varied between

contracting tuberculosis, having allergies, and having nervous dispositions. Eighteen

percent admitted to having had fairly serious nervous disorders (including attempted

suicide); here the explanations ranged from social (e.g.; being subjected to sexual

assaults by a stepfather), to. physical (e.g., braininjury), to general psycho-somatic

"""**complamts (Moberg, 1979) Overall; the conclusmns of this study suggest that most

people had improved health after ]ommg the Unification Church (Moberg). -

- 1980°s. There hasn’t been many studies on spiritual well-being, however, Ellison,

(1983) states that the reason there hasn't been many scientific studies on spiritual well-

_ being is probably because such terms as ‘fspiritual"t and ,"well-being" appear to have

subjectlve meamngs which are 1mp0551b1e to- operatlonahze that behavmral scientists

'have avoided the study of spiritual health and. dlsease ,,,,, ‘And yet, "if we are willing to live

~ with questlons of vahdltv that are’ 1nvolvcd»;Wltn;the.,measurementoiiany,fphenomenon

ilch_ggm_qtbe directly” Qbss:tyg:i'_(Elhmm %30)» thgr_at_txtudgs _emotions, values,




59

intelligence, or spiritual well-being does not really matter - " we should be able to
systematically and _scientiﬁcally develop indicators of this hidden dimension" (p. 330).
Of course, any such definition will not capture the whole meaning of spiritual health, and

every definition will be unsatisfactory to some.

In order to sharpen our conceptualization,- Ellison (1983) suggests that spiritual

well-being may not be the same thing as spiritual health. Spiritual health “arises from an
undérlying state of spiritual health and is an expression of it much like the color of one’s
complexion and pulse rate are expressions of good health” (p. 331). Spiritual well-being

measures may then be seen “morelike a stethoscope than the heart itself” (p. 331). If

__this is an accurate conception then “we are freed from the burden of trying to exactly or

empirically measure the inner contours of one’s spirit - a task which is most likely

impossible” (p. 331). People are then freed to consider the “reported expressions of

spiritual well-being as general indicators and helpful approximations of the underlying

-state” (p- 331). - As-people develop more sensitive measures “we may someday be able to

identify specific dimensions of spiritual Well—beinz’ and prescribe spiritual medicine” (p.

- 331) which will address a partlcular part of the spmt in a differentiated way (Ellison).

The following includes suggestlons from Ardell (1986) He believes:

If you are less healthy than“vou"want 1o be if you are tlred’of spending so
much of your money on drugs and medicines, if you question the wisdom of
_reliance upon a medical system, if in short; you are sick of being margmally

well, you are probably ready for high level wellness
There are many roads that will take -YOUu-! there -you will want fo- choose youI

own maps and ways;-tailoring spee 3 to-your unique background,

current needs; and future expectations:~However, we all share a great deal,

and I’d like to set out a number of guidelines you might find useful. (p. 49)
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According to Ardell, the principles of high level wellness include taking control
over your own well-being. This includes taking responsibility over your physical,
emotional, and mental well-being. Ardell alSo states kt,hatkyou should “forget about magic

bullets or instant solutions™ (p. 98). Ardell also believes people in the medical

profession should practice what they préachanddoctorsshould also “teach us how to

maintain and improve our health and choose better for ourselves” (p. 98). Ardell

believes you should let your body try to heal itself by ,establishing a wellness lifestyle.

Howevef, Ardell also states that you shouldn’t “sacrifice, deny yourself, or give up

destructive life habits- until your ready to do so” (p. 99). “High level wellness is more

rewarding than low level worseness” (Ardell, p. 100). For more information on Ardell’s

_position on high level wellness see Appendiées Cc and D.

——— Ellison (1983) believes that .,f"spiritualf»»WéII—beingfalso does not appear to be the

 same as spiritual maturity” (p. 331), though he would expect a spiritually mature person

-to-have a very ﬁositiversenseof—well—being; It is likely that the "fruits of the Spirit"

(Ellison, p. 331), a possible index of maturity for the Christian faith given in Galations 5,

may be only partially realized by a persoﬁ who may experience very positive spiritual

well-being at a lower level of maturity" (p: 33:1:);~';A~new'bornfChristian",.,fork example,

 may have a very positive sense of spiritual well-being but be very immature spiritually.

“This suggests that strat'egiés: to ‘promote spiri ff“““‘l:Wéﬂ;tjiéiﬁz:fﬁ"aiyjsé;difedly'aimed at the
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quality of one's relationship with God and one's existential state, or indlrectly focused on
as a by-product of the development of spiritual maturity” (Ellison, p. 331).
Ellison also states that "Spiritual well,;being should be seen as a continuous -
~ variable, rather than as dichotomeuS" (p-332). 1t ki“skrlot a metter of whether or not people

have it. Rather it is a question of sow much, and how people may enhance the degree of

spiritual well-being that they have. “Conceiving it as continuous stimulates us to
consider multiple influences on our health, none of which by itself may move us to the

place of total spiritual health or total disease” (Ellison, 1983, p. 332).

Wellness Spiritualiw

- 1980’s.. Wellness spirituality includes;;the_ concept of a healthy spirit, which also

includes “ﬁndlng fulﬁllment and satlsfactlon in life, a keen sense of self-esteem and

knowing well the values one has freely embraced” (P1lch 1988 p.2). “Wellness

bpuu.uallty can be explored or tested along the lmes proposed earlier by Pilch (1988)

which include: free choices, personal meaningfin:life, finding fulfillment and satisfaction

inlife, maintaining a keen sense of self-esteem, and knowing well the values one has

freely embraced. Pilch believes this involves-an-endless process. - The 1 9th century

thinker Cardinal Newman unwittingly expressed the idea of wellness spirituality as a

process when he noted, “Here below to be human is to change. And to be perfect, is to

-have changed often” (Pilch, p

1990°s. Chandwlerz et al. (1992) -»:bel»ieve'that-theeapaeityftefdevelop in-both the
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emphasize the development of the spiritual component in each wellness dimension from

early in a person’s life may be less likely to produce individuals who experience a

spiritual crisis from sudden spiritual awakening” (p. 174). Also, a culture that fosters the
dévelopment of the spiritual cc')mp\onentvas well as the personal component contributes to

the likelihood that “its members can achievef,higherrlévels of wellness in all dimensions

than if just one or the other of these two components is emphasized” (Chandler, et al.,

1992, p. 174).

Life Satisfaction and Spirituality

' 1990’5. Kass, Friedman, ‘Leserman, 'Zu'ttérrneister,~and Benson (1991) developed

- aninstrument called the Index of Core Spiritual Experiences (INSPIRIT), which is a

seven-item scale measuring the occurrence of experiences that convince a person God

exists and evoke feelings of closeness with God, including the perception that God dwells

within. God was the only definition of spirituality used in this instrument.

Clinical observations suggesting a relationship betweeyr},s:piritual experiences, life

~ purpose and satisfaction, and improvements in physical health led to the development of

an Index of Core Spiritual Experience (INSPIRIT). "Dat'a from 83 medical 6utpatiénts

~ showed the INSPIRIT to have a strong degree of internal reliability and concurrent

validity. Multiple regression analyses showed the INSPIRIT to be associated with: (1)

increased life purpose and satisfaction, a health-promoting attitude; and (2) decreased

frequency of medical symptdms‘;(KaQQ, etal).
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Kass, ef al. goes on to explain that “while preliminary, the data from this study
suggest a relationship between core spiritual experiences and health outcomes” (p. 203).
The correlation between INSPIRIT scores and increased life purpose and satisfaction

suggests that core spiritual experience may contribute to pbsitive psychological attitudes.

“The correlation between the INSPIRIT and decreases in the average frequency of

symptoms suggests that core spiritual experiences may also contribute to a reduction of
medical symptoms and to improvéd quality of life” (Kass, et al., 1991, p. 203).

The utilization of a symptom checklist as a measure of health may accurately

reflect patients’ personal assessments of their health. However, future studies utilizing

physiological indices as outcome measures will be required for more definitive

substantiation of the relationship between spirituality and health. Nonetheless, these data

- suggest that “spirituality may be an important mediator of health and that the INSPIRIT

scale may help to quantify aspectsfof"spiritualitytnot«measured by other instruments”

(Kass, et alf, p. 209).

Real

Lxuxigi()ﬁ

Religious Well-Being s

1970’s. McNamara and St. George (1979) did a study based on the

findings from a national survey, which demonstrated that religious satisfaction was the

_aspect of religious commitment most closely linked with: 1) marital satisfaction; 2)

family life satisfaction, and 3) personal satisfaction, or well-being. Thus, although

kWp’r;'evmusiresearéhihési.highli;gihiedithe:hnkétgé:otrﬁiigious;mmmﬁmcntiactors to personal




64

and marital satisfac‘;ion, this study went one step further in displaying the particular
relevance of religious satisfaction. Religiosity, particularly the satisfaction one derives
from religion, “is significantly and positively correlated with various quality of life

measures, including mood and satisfaction with marriage, family life and life in general”

(McNamara & St. George, 1979, p. 235). -

Previous research has neglected an important area of inquiry, the relationship of

religiosity and psychological well-being. McNamara and St. George (1979) attempt to

rectify this deficiency. Their study examined this relationship using data from the 1972-

1982 NORC General Social Survey. Focusing on the issue of race, the sample was

. broken down into blacks and whites. Religiosity was found to be a better predictor of

well-being than previous research has indicated. Religiosity did especially well in

predicting the well-being of Black men and women (McNamara & St. George, 1979).

1980’s. A basic code of human behavior commen to humankind is noted by

Buscaglia (1982) in his sketch-of seven of the world's great religions-and philosophies.

Little dissonance is seen within the systems in what it means to live in "full humanness.”

¥

Their commonality seems to be summarized in the proverbial Golden Rule, "Do unto

*_ others as you would have them do unto you" (p. 118).

According to Ellison (1983) the need for transcendence refers to “the sense of

“well-being that we experience when we find purposes-to-commit ourselves to, which

involve ultimate meaning f@g life” (p. 336). Ellison believes that it refers to a “non-

phy"sit;aléidirfﬁens;iéii!'é’fawaréﬁegsiaﬁn?ex‘pm@c*erwmchzan;bes‘Lbe_ter.;ned,.spiritua ” (p.
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336). All of the great religions of the world recognize and call human beings to
transcendence as the path to the highest levels of well-being. A 1983 Gallop poll found
that 86% of Americans regard their religious beliefs as fairly or very important (Ellison).

Ellison’s 1983 findings suggest that childhood :exneriences with family and friends, at

least as recollected, may set the stage for one’s later sense of spiritual satisfaction in life.

Witter, Stock, Okun,-and,,Haring,;(,»,1,9,85)_examined,,the,,question: “What is the

strength and direction of the relation between religion and subjective well-being in

adulthood?” (p. 332). They addressed this questlon by performing a quantitative research

synthesis (meta-analysis). The dependent variable was zero-order correlation between

religion and subjective well-being and the independent variables were religiosity

measure, sample, and study characteristics. Witter, et al. found that religion was

significantly and positively related to subjective well-being. The relation between

“religion and subjective well’-beingfwasstronger for religious activity than for religiosity

measures. -Also the relatron was stronger for. samples of older than younger adults. The

strength of the religion/subjective: well-belng relatlon has decreased over time.. Religion

accounts for between 2 and 6% of the-variance in adult subjective »wéll-belng (Witter, et

al.).

Witter, et al. suggest that'rel'i'gion’ should ’no"t be ignored'in'testing causal models

 variables have been found to be,rrelatedeto—.splntual::wellaberng-,demonstrates the fact that

“human beings are multi-dimensional systems-best described in terms of several
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interactive subsystems™ (p. 332). Each subsystem affects and is affected by the others,
though none can be totally reduced to the other. At a minimum human beings are

“biological, cognitive, interpersonal, emotional aﬁd spiritual beings” (Witter, etal, p.

332). As a result, our sense of spiritual ‘wé]l-bein‘gf is in part a reflection of those other

dimensions.

Maton (1989) believes the coﬁtlibutions,,of,spiritual,supp,ort (perceived support

from God) to well-being, especially under 'c0n_ditions of high versus low life stress, have

received little empirical study. He studied this relationship of spiritual support of well-

 being for several high and low life-stress samples. Spiritual support was defined as

_“support perceived in the context of an individual’s relationship with God, focusing on

perceptions and experiences of God’s personal love, presence, constancy, guidance, and

availability for the self” (p. 310). With demographic variables controlled, regression

analyses indicated that spiritual support: 1) “was inversely related to depression and

positively related to self-esteem for hlgh life-stress (recently bereaved parents)”; and 2)

“in a prospective (longitudinal) analysis with pre-college depression controlled, spiritual

support was positively related to personal-emotional adjustment to college for high life-

stress (three or fnore life events), first-semester college freshmen” (p. 310). Spiritual

support was not significantly. rélatéd"’kcb';i'iiféll’-;bé‘iﬁgLfo‘f ldwlife‘—stfess subsamples

~_In his discussion section of a study:r,tltled:Divine:nelatfions,«.socialr,relations, and

well-being, Pollner (1989) concluded that his analysis provides evidence that symbolic
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relations with a divine other are a significant correlate of well-being. “Indeed,

participation in a divine relation is the strongest correlate of three of four measures of

well-being, surpassing in strength such usually potent predictors as race, sex, income,
age, marital status, and church attendancc” (p-100). This divine relation is conditioned

modestly by level of education: the less educated gain more from divine interaction than

the better educated. Individuals’ level of social integration, however, as measured either

uE by marital status or by frequency of contacts with family and friends, has virtually no
effect. “The impact of divine interaction is also impervious to stress” (p. 101). This

1989 study suggests “the psycholog’ically consequential nature of a divine other, perhaps

- the most pervasive symbolic other in American society” (Pollner, 1989, p. 102).

Interaction with a deity is related substantially to several dimensions of well-being and

satisfaction (Pollner).

According to Pollners’ research of Gallop polls in the 1980’s, one of the most

prominent of imagined significant others in American society is a deity.~ Gallop surveys

~of ré’Cbnt"yéars;~ for example, show that 87% of adult Americans pray to God; 69% feel

that God has guided them in niakjng' decisions; and 36% feel that God has spoken

. directly to them "through some means" (p: 93): Surveys conducted‘ by the National

Opinion Research Center reveal that 80% of Amencan:adultsyifeél' at least "somewhat

close” to God most of the time; 47% report that they have experienced a spiritual force

~—participate in “divine relations” as well as social relations and that divine relationships
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may approximate concrete social relationships in intensity” (Pollner, p. 93). Pollner also
adds that perceﬁtions of the divine as a ruler are correlated negatively with global
happiness, while the pérception of the divine in remedial terms is related positively to life
satisfaction.

In addition to providing a resource for resolving problematic situations, “divine

interaction may enhance well-being by shaping the sense of self” (Pollner, 1989, p.93).

Pollner states, in a related vein, that * interactio,n-;with a divinity may affect well-being by

investing otherwise alienating events with meaning” (p. 93), individuals may feel that

trivial, painful, or odious activities have significance before an “omniscient divinity” (p.

93). Thus as a source of new cognition’s in problematic situations, as a source of

empowerment and enhancement of the self, and as a contributor to a sense of

meaningfulness, “interaction with a divine other may be expected to have a significant

~effect on well-being” (Pollner,vp‘.'93');r'r~’ S

1990’s. Ellison(1991) believes ‘that members-of many-independent charismatic

churches may be ,‘ftheolkqgircalklyior,,,ideoldgically disposed to frame their personal

experiences in various domains of life in positive terms; and thus may report high levels

of satisfaction with thé ks:t‘atusyquo”_(p. 89). With regard to the Mormons and Jehovah’s

Witnesses, the pattern of results is consistent with recent research on other aspects of

“well-being. It seems likely that “conformity to the distinctive lifestyle demands of these

groups” (p. 89). - particularly in the areas of substance use/abuse; dietary habits, and

—family life - “may reduce the occurrence of health-problems, interpersonal and familial
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tensions, and other personal stress’s” (Ellison, p. 89). Spirituality for our purpose
assumes "certain life-enhancing beliefs about human dignity, human rights, and

reverence for life" (Witmer and Sweeney, 1 992, p.141).

Life Satisfaction and Religion

1960°s. Wilsons® 1967 study showed that various aspects of religious life were

shown to be significantly related to avowed. happiness:‘ attending church regularly,
getting much consolation and help from religion, and being a believer. No notable

differences were obtained between the three major religious groups - Catholics,

Protestants, and Jews. Data on avowed happiness are summarized under the headings of

(a) measurement, reliability, and validity; (b) dimensions; and (c) correlates. The happy

person emerges as a young, healthy, well-educated, well-paid, extroverted, optimistic,

: wdrry—free,- religious, married person with high self-esteem, high job moral, modest

aspirations, of either sex, and of awide range of intelligence (Wilson).

1970’s: Hadawa‘y’fand Roof (1978) employed a multivariate analysis design to

* examine the relationship between religious commitment and one quality-of-life measure,

a question asking respondents to rate their life ona 7 -point scale from “worthwhile” to

“useless.” Religious commitment was conceptualized into two dimensions of “meaning”

and “belonging” represented, respectively, by respondents “kratihg;'o'fwth.e importance of

their faith, and frequency of attendance at religious services plus belonging to a church or

synagogue. While religiosity thus meaSured-»'didenb‘e-strenglyinerease»wthe explained

;é—w-vananaé-inktheWtirthWhilIeifeéliﬁ“giﬁﬂiré;e‘xpéﬁéﬁé’e”altiiylfespondents,»..‘fimportance of
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religion was more strongly correlated with this dependent variable than social
background factors<such as number of friends, marital status, age, education, health,

income, and race” (p. 302). Religious belonging, on the other hand, turned out to be a

weaker predictor of quality-of-life, though the subgroup of “highly religious” on both

attendance and membership measures scored “quite high on satisfaction” (Hadaway &

~ Roof, 1978, 302).

_ Glenn and Weaver (1978) also found that their study displays the importance of a

single factor, frequency of church attendance, in predicting marital happiness. Church

attendance was found to be the only common predictor of marital enjoyment for both

men and women. Religiosity, in particular church attendance, is a strong predictor of

marital enjoyment, and shared spiritual values may help couples to better navigate

stressful times in their marriage. Religious values; leaming to give-and-take, and to

forgive according to God’s example are relevant ways to- make marriages better and more

enjoyable (Glenn & Weaver).;%Also,»Hunt;:andf King (1978) concllided that-positive

~ religious beliefs, effort, and participation in religious activities are positively associated

with marital adjustment, happiness, and satisfaction. -~

. According to Hadaway and Roo’f (1978), the importance of faith, church, or

g synagogue membership, as well as church attendance, axe;,direcﬂy and positively related

to worthwhile feeling of life” (p. 295). Their study demonstrated that the religiously

_ committed rate their lives as very worthwhile-more-frequently than-do-the less
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Hadaway (1978) found similar results when his researcil confirmed that the
consistent finding that emerges is that religious persons tend to be somewhat happier and
more satisfied with life than nonreligious individuals. And this supports the common

, interpfetation that “réiigious faith adds sométhihg td an indi.vidual’s life, whether in

terms of personal meaning or social integration” (p. 641).

Hadaway (1978) also stated that “he had not found a single instance in which any
measure of religiosity was negatively associated with any of the life satisfaction items
among the general population of respondents” (p. 641).. Always there is a positive

relationship, though of course the magnitude of the relationship is, in some instances,

. quite small

In another study with Hadaway and Roof (1978) religious commitment,

conceptualized as “meaning” and “belonging,” was examined in relation to subjective
feelings of satisfaction with life. Consistent with our expectations that “religious

~ commitment acts as a resource”, it was found that “those who participate-in religious

activities also tend to feel their lives are more worthwhile” (p. 299). It is concluded that

in future studies of quality of American life, religious-commitment should be included as

_an important correlate (Hadaway & Roof). Hadaway and Roof’s study reported that

“persons who placed importance on their religious faith also tended to feel their lives

“were more worthwhile.” (p.299)

-1980°s. Rogalski andPaiSev:(-l~~9~857)%state that their-study-underscores-what

-~ previousresearch-has revealed that “the religious-elderly are more satisfied with their
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lives than are the non-religious elderly” (p. 400). The researchers continued their
analyses oﬁe'step further by assessing the important of religiousness, in contrast with
other predictors, such as: 1) marital status; 2) socioeconomic status; 3) physical health,
and 4) mental health status. Rogalski and Paisey (1987) reveéled that even when other

variables are added to the equation and controlled for, “religiousness remains one of the

three strongest predictors of life satisfaction ahmng rtheiélderly’r’ (p-400). In contrast to

religiousness, the other two strongest predictors, state and trait anxiety, are inversely
related to elderly life satisfaction. Most critically, in these analyses, these three factors

account for neaﬂy one-half (46%) of the variance (Rogalski & Paisey).

Pollner (1989) states.in the abstract of his research paper:

The social support literature focuses on the effects of networks composed
~_of “real” or concrete individuals on psychological well-being. People
1interact in imagination, however, with a wide range of others who may or
may not actually exist. In modern societies as in traditional societies,
persons experience, interact with, and-appeal to spiritual or divine beings.
—=Using data from the NORC General Social Survey, this study examines

the extent to which relationships with “divine others” affect psychological
well-being. Regression analysis reveals that divine relationships had a

- significant effect on several measures of well-being (controlling for Socio-

emographic background variables-and-church-attendance.) - (p- 92)

1990’s. Paloma and Pendleton (1991) found: that religious satisfaction, and many

aspects of religious experience, including frequency and experience of prayer, closeness

to God, and church-attendance are strongly correlated with general life satisfaction,
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Ellison (1991) found that church attendance and private devotions are
significantly, but indirectly, related to life satisfaction and personal happiness. These

religious affiliations help by strengthening the certainty of the person’s belief systems

and faith.

Ellison (1991) also found that the positive influence of religious certainty on

* well-being is directed and substantial: “individuals. with Strongr religious faith report

higher levels of life satisfaction, greater personal happiness, and fewer negative psycho-

social consequences of traumatic life events” (p. 91). Further, in models of life

satisfaction only, the positive influences of existential certainty is especially pronounced

for.older persoﬁsrand péfsons with low levels of formal education. Finally, there are

persistent denominational variations in life satisfaction, but not in happiness:

“nondenominational Protestants, liberal Protestants, and members of nontraditional

~ groups such as Mormons and Jehovah’s Witnesses report greater life satisfaction than do

their unaffiliated counterparts” (p. 91), even with the effects of other dimensions of

 religiosity held constant (Ellison, 1991).

Ellison’s research confirms the influence of religious variables on life

‘ satisfaction. Several findings are especially noteworthy. First, “firm religious beliefs

enhance significantly both cognitive and affective perceptions ;of life quality.” (p. 89).

Second, the pattern of results presented here-suggests that“these aspects of religiosity

contribute to well-being indirectly, forw-theifmost%part;-by,, strengthening religious beliefs
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and world views” (p. 89). Third, it appears that “religious faith buffers the negative
affects of trauma on well-being” (Ellison, 1991, p. 89).

Feigelman, Gorman, and Varacalli (1992) found in their study that the giving up

of one’s religious faith is not an isolated event, but it is associated with a variety of other

personal changes, including “liberalization of attitudes and geographic dislocation and

has a negative effect upon overall happiness” (p. 142)., Active religious participation, on

the other hand, appears to be part of a personal system of other stabilizing factors,

including: 1) connections thh parents 2) commumty 1nvolvement 3) marital

satisfaction, and 4) job security. This study makes the case that “religious comrnitment,

in narticular the value system that accompames it, not only can beneﬁt individuals in

their social relationships but 1t can beneﬁt the soclety in which they live as well” (p.

143). Prewous assumptlons about the values assoclated wrth rehgion as old-fashioned, or

T out of date need much closer scrutlny in hght of ﬁndmgs such as these (Feigelman, et al.,

1992)

'Frankel and Hewitt (,,,1994) found that their study, demonstrated the beneﬁcial

effects of a religious afﬁllation among college level students.- Not only did the

4 rehgrously affiliated have a greater concern for others than did the nonafﬁhated, but they

also expenenced fewer health care, dental and emergency care v151ts In addition, they

*

experlenced less stress and better,,personal,well-,bemg =and in this case, life satisfaction.

These data support the per‘sonal,;aswell( as social, benefits-of areligious world view

-~ (Frankel & Hewitt) : -
(Er hi' 4




CHAPTER IV

" HEALTH EDUCATION AND SPIRITUALITY

This chapter is organized into the following related topics: Health education,

school health education, community service, and community health education and the

- church. It was important for the researcher to show how Spirituality can be successfully
applied to health education programs within the school and the community. The
problems regardmg the separatlon of church and state are also addressed in this chapter.

Health Educatlon

1960’s Maslow (1964) beheves educat1on is value-free when he writes:

The d1chotom1zmg trends makmg orgamzed rehglons the guardian of all

values, dichotomizing knowledge from religion, considering science to be
value-free, and trying to make it so - have wrought their confusion in the

field of education, too. The most charitable thing we can say about this
~state of affairs is that American education is conflicted and confused
about its far goals-and purposes. But for many educators, it must be said
more harshly that they seem to have renounced far goals altogether or, at
~any rate, keep trying to. It is as if they wanted education to be purely
-technological training-for the acquisition of skills which.come close to

being value-free or amoral (in the sense-of being useful either for good or
evil, and also in the sense of failing to enlarge the personahty) (p:-48)

Maslow contmues Wlth h1s commentary by writing that the ﬁnal and unavoidable

conclusmn is that educatlon like all our social 1nst1tut1ons mu eoncerned with its

final values and this'in tum s Just ‘about the same as speamng of what has been called

; 'mmtnal values or lugher values What he 18- pomtmg eut is that thls process of a steadily

'
LA
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increasing relianle of natural facts as guides in making life decisions is now advancing
into the realm of spiritual values. Maslow believes this is so because of new discoveries,
and also it is so because more and more of us realize that 19th century science has to be
redefined, reconstructed, enlarged, in order to be adequate to this new task. This job of

reconstruction is now proceeding (Maslow, 1964). -

1970’s. Downey (1978) firmly- believes that the individuals who will be most
successful in positively minﬂuencing another's knowledge, attitudes, and behavioral
patterns will be those who have found peace of mind and who have connected with the

quality in their own life. As a result, “quality or goodness will shine through these

~individuals” and these people now become “the optimal environment for others to grow

by, motivated in their quest for quality” (Downey, p. 32).

- Downey believes that “it is only in the exploration of spiritual dimension of the

person that individuals can move to their higher selves or higher centers of personality”

(p. 32). The closer one moves to the higher self the better the decisions one will make

~about lifestyle and the shape of destiny. The person who is in tune with the higher self is

most definitely on the “qualitji tﬁp or journey” through life. Downey feels thata

- “plethora of psychosomatic ills are directly related to our ignorance of this higher center

within” (Downey, p. 32).

»

According to Needle ( 19’,7;8);thehealthrandrwell-béing of our population and the

_discipline of health education have been. are presently.-and will continue to be affected

by rapid-social,-economic,-and technological changes. The central thesis-of his paper is
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“to suggest that social, political, and economic systems must be considered as
determinants of health” (p. 28).
Needle (1978) explained that as health professionals, “our theoretical

frameworks, our empirical perspectives, and our individual practical efforts benefit

substantially from an institutional perspective on health and well-being” (p. 28) one in

which the lifestyle approach is integra'tedrrwithv—the—rsociétal perspective. Needle has been

i convinced that many health problems are societal in nature, and only through collective
efforts of people with shared beliefs will such problems be minimized or eliminated.

Needle goes on to say:

It follows that social, economic, and political policies that promote or
tolerate such conditions as high unemployment rates, that condition the
- - nature and organization of work roles, that permit the rapid introduction of
S _chemicals, toxic substances, and technology into the physical workplace,
that relax environmental standards for industries, that offer health care as
a privilege rather than a right, that support the tobacco and liquor
*industries, that do not provide guaranteed minimum income or child care
services, are major influences on health and well-being. (p. 29)

Osman and Russell (1979) are convinced that “health” came to be identified as a

- _)&prgdugtvofzm,cdicine;f_so;:héalth—eduedﬁon~~géhera1—1y~has—acceptedfthe medical model,

“which tends to be limited to the natural-scientific” (p. 359). However, there has been a

prdgressionfrom health as just physical well-being to health as also mental well-being.

‘More concern has been shown for the social dimension, too. But partly (and perhaps

largely) this is because the behavioral sciences contributing to-these-dimensions are quite

= T_ﬁfffﬁfeammiﬁédfwﬁqmnﬁﬁcéﬁiéﬁéi:iéﬁdy;pfithc$piritual‘iaspectS‘tof;ﬁéélth"will"'add an
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interesting dimension to the health education profession because “some will deny
vigorously that it exists at all. Others will not be quite sure ... but will not reject the idea.
Then, there will be some who testify that it is by far the most important dimension to the

quality of their total ﬁmctioning ... their héélfh%’ (p 359). There should be no concerted

attempt to convince skeptics of the reah'fv of spiritual health, nor should there be any

move to have everyone see spiritual health in the same. way. (()sman & Russell, 1979).

Osman and Russell point out that in regards to researching spirituality in health

education that some of those professionals interested in this dimension will be committed

Christians; yet among these, there will be differences. "Other folks will acknowledge

_God in alternative traditional ways, while still others may be quite nontraditional perhaps

interested in spiritual healing or Eastern thought” (p. 359). Some will acknowledge only

"spiritual forces," and some may be concerned only about the spirit within themselves” -

(p. 359). Sharing of experiences and convictions shades rather naturally into

proselytizing, and there probably will be sém¢ of that" (p, 359). Osman and Russell hope

- that "it will not be more blatant than the convictions some now have about certain

statistical techniques or particular computer programs as the way to develop knowledge"

- (p. 359).

1980’s. In a study conducted’by Banks (  1»980);‘;' iny"which" the subjects were health

-.educators, questions were asked7regaxding4spiri:tua1;itvieand:fhgqlth education. The data

_from the study indicated that the /majori:tyfof-:the«;whealtheeducatorsﬁsuweyed believe there
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is a spiritual dimension of health and that this dimension should be included into health

education professional preparation programs. -

First, the spiritual dimension can be perceived as a unifying force within

individuals Which integrates all the other dimensions (physical, mental,~ emotional, and

social) and therefore plays a vital role in determining the state of well-being of the

individual. The individual must bé,_yiewedwas;a;wholey,.,,ﬂ_,What,affécts,one dimension will
 affect all the other dimensions (Banks, 1980).
- Second, one major component of the spiritual dimension has to do with what the

individual identifies as meanihgful and purposeful in life. What an individual selects as

meaningful in life is of a highly personal nature; however, it may serve as an inner drive

for that individual’s life accomplishments (Banks). -

Third, this spiritual dimension is somewhat different from most of the other

-~~known dimensions of humans (physical, mental; and emotional) in that it transcends the

individual, thus it has the capacity tobe a qominon bond between individuals (Banks).

- This common bonding aspect can be described as a force which begins in the individual

and then goes beyond that individual to share warmth/love/compassion with another

(Banks).

Finally, this dimension of humans is the least obviousand measurable of the

“known dimenéions,,because'it,{isibas,edupon:indiyi@uaig,percﬁebtioné and faith. Included

1in this part of the spiritual dimension would be components-having to-do with

- perceptions of what it is that causes the-universe to-work the way it does; recognition of
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-

powers beyond the natural and rational; survival; and pleasure. Religious beliefs, if any,
could be placed in any of all of the above identified aspects of the spiritual dimension
(Banks).

Allen and Yarian (1981) conceptualize a “domain of health” model which

includes the physical, mental, and spiritual aspects of health. “Physical health refers to

biological integrity or the physical status of the individual; the domain of the traditional

medical model” (p. 3). In the recent past, this element was considered the sole concern
of human health. “Mental health refers to a state of mental, attitudinal, and emotional

well-being” (Allen & Yarian, p-3). kS’pikrkitual fhealth; an element of emerging interest

within the health profession, is an undeﬁned entity at this point. “For the purpose of

developing the model, these three concepts can be referred to as the soma, psyche, and

splnt” (p. 3).

‘Health educators have focused most of thelr efforts around physmal health. An

elemental weakness at th1s point, is the area of spmtual health “It 1s unexplored

territory that the profession has so far avoided for lack of a clear conceptual definition of

the construct” (Allen & Yari‘an, p. 5). This area needs further development and

’ 1ntegrat10n into the health educat1on professron (Allen & Yanan)

In rev1ew1ng Allen and Yanan s 1981 study that 1ncluded a model on the “domam

~of health,” they believe that health educatlon isan- 1ntegrat1ve d1501pllne “If health is

related to achieving a balanced ex1stence?’.,(p., ,57)»alongallthed;mensrons of the model

~  then the goal of health educatmnshouldhei promoteabalanceofall elements of the
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health domain” and help people choose their path to the center of the space outlined by
the model. A state of positive well-being may then be defined as “one in which all five
elements of the health domain are balanced and contributing to an integrated whole”
(Allen & UYarian,’ p.5). |

Allen and Yarian further explain that:

The task of a holistic approach to health education is as an integrating
stimulus. This does not require high level expertise of the individual
educator or department in every area of the domain. The professional can
use specific topic areas, such as human sexuality, control of stress and
tension, death education, lifestyle analysis, or values clarification, to
demonstrate the process of integrating all factors influencing health into a
dynamic, balanced condition capable of enhancing the overall quality of
life. (p. 5) , '

Banks, Poehler, and Russell (1984) stated in their paper that research is

proceeding toward some more systematic basis for identifying and describing spirit and

human spiritual interaction. “This is necessary before a field of knowledge and a

"""ﬁmctioning’professional”ﬁel'd*such as health education can include these in professional

preparation programs and in text and other professional materials” (p. 19). And Harmon

(1985) adds that the integration of primary prevention principles obtained through health

education, the state of well-being obtained through emotional, social, and spiritual
T

- gerth, and self-actualization obtained through, integration of value system into everyday

life are some ways of assisting the individual toward maximum health.

Ardell (1986) offers "he&ith@dﬁééﬁbn#am‘sug-geétiomtyérfsel-t-respens ibility. His list

of self-responsibility pri ncihiésfineludeS--being~in—char;ge—of'vour‘owh“life"and realizing
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that you are different from anyone else. Ardell believes we “are motivated by a desire for

happiness™ (p. 90), and we “need a sense of purpose.” “Go for positive happiness,

wellness style” (Ardell, p. 90). -

1990°s. Bensley (1991b) belleves health educators can use spmtuahty in worksite

health promotion/wellness programming.r He wrote some suggestions at the existing

1.

2.

program level:

Include spiritual health questlons in health status and interest surveys.

Include spiritual health issues in health and ﬁtness testmg programs, the context

of time management, motivatiOnal workshops, and organizational development

projects.

lntegrate spmtual health issues 1nto stress management programs drug and

alcohol educatlon management and work umt retreats and meetlngs outdoor

“recreation programs, and‘pre-retirementsplanning« sessions.

Provide spiritual health related publications as-“door prizes.”

~Develop spiritual health themes as part of communication programs. -

Discuss spiritual health issues as part of behavioral support groups.

Use provocative teadings at workshops-and meetin‘gs.

Bensley concluded that:

- It has been recognized that there is a need for addressmg the spiritual

dimension of health at the s wmksﬁe;@ne:appm:ach:msaﬂsﬁang this need
is through integration of spiritual healthrelated-issues into-existing health

§ egration. can take place through

actical-applications. In

addltlon these methods of delivery can be 1ntroduced at'va"'vanety of levels
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of existing programming. Finally, specific barriers to inclusion of
spiritual health related issues at the worksite should be considered and
dealt with. (p. 353)

Sources of spirituality probably come from within as well as outside the person.
Inner voices, inner wisdom, higher consciousness, or the Spirit of God are all
forms of the spiritual side of wholeness. Traditionally religion and spirituality
have sought peace, guidance, and contact with the universal force through
meditation, prayer, worship, contemplation, or introspection. Elements of
religion and science have been combined to create a meditative relaxation
response, eliciting a mind-body: quletlng that enhances health and well-being. (p.
141)

v Witmer and SWeeney (1992) stated in their paoer on wellness and prevention
using a holistic model that:

Education has unlimited potential for creating a community in which the
characteristics of the healthy person can be nurtured. Growth is both incidental

and+intentional. When implementing a holistic approach to education, the most
effective method is modeling a life-style of holistic health and wellness. With an
educational climate that is encouraging, striving for wellness becomes a process
that is likely to extend over the hfe span. (p. 146) ‘ :

-Chandler, et al. (1992) believe that “observable behavioral change that is not

accompanied by spmtual development may be espec1ally vulnerable to recidivism” (p.

~174). Behavior change that is mamfested outwardlv isa cue that * personal changes are

occurring for the 1nd1v1dual” (p. 174).Without accompanying spiritual changes

) however the maintenance of these behaworal changes 1s “difficult at best” (p 174).

Consider, for example, the obese person whovloses:Weight only to gain it back when the

_diet ends, the ex-smoker who continues;to,eﬁghtihe,ﬁUrgefto;have another cigarette, and

the workaholic who continually s’truggles; agamstftaklngo,on.;moreeand..more tasks.

‘ h’pl_a_ys__,magolilole in helping
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* individuals maintaiﬁ positive change. The dieter must internalize the new self as healthy
and at the appropriate weight. The ex-smoker must internalize the new self as a
nonsmoker. The workaholic must internalize the new self as a balanced individual.
“Spiritual health provides an avehue through whichfhe individual can create the new and

more complete self” (p. 174). Attending to both personal and spiritual modalities for

transformation contributes to greater balance and will more likely lead to transformation
of the self with its accompanying opportunityv to achieve higher level wellness (Chandler,
etal.; 1992).

Diaz (1993) also argues for inclusion of spirituality into health education

.. programs. He believes that “any position which attempts to eliminate the metaphysical

-

or spiritual from consideration is untenable philosophically” (p. 325). Such a position

also 1s unrealistic, because it may remove the notion of purpose, a uniquely human trait,

from the realm of health research, scholarship; and practice. “Science, properly /

circumscribed, makes no comment on spirituality” (p. 325). Scientism has a tendency to

“transgress this boundary by unilaterally dismissing spirituality from consideration” (p.

325). Diaz believes our present concept of science-should be expanded to include the

study of metaphysical phenomena (Diaz).

Hielm and Johnson (1996) wrote that there are five dimensions in health that

_include: physical, emotional,A,'ihtellectuals:oﬁméntalf,;sociali,iand spiritual. They insist that

__health educators, in particular, needft,o;analyze;/al.la:areas:ofwfheal—t:hrglf-one— dimension is

ignored or misunderstood, the value of health-education is limited. A balance between
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the five dimensions results in optimal health. Health educators must understand and
emphasize the importance of all the dimensions (Hjelm and Johnson).

- School Health Education *

1970’s. Since 1979, the concepts;of spirituality and spiritual health have been a

and implement spiritual health concepts,:rothérs-are, still:fskepticalr and find spiritual issues

problematic (Diaz, 1993).

In 1979 Osman and Russell wrote that during the past 20 years, the conviction

that the “spiritual” is a/le'gitimat'e and important dimension of health has been slowly

evolving ’Fhey, suggested that the American School Health Association:

~1). “Recognize this development and encourage a Future Study Committee on the

. spiritual aspects of health” (p. 359),and 5

" 2). “Grant an Independent Study Session at the San Diego convention on the

spiritual aspects of health” (p. 359).

*~Osman and Russell (1 979) point out that in regards to researching spirituality in

health education that some of thbse'professionals"'interested"in this-dimension will be

- committed Christians; yet among these; thefé»will be differences. “Other folks will

acknowledge God in alternative traditional ways, while st111~»othérsrmay~ be quite

_nontraditional - perhaps interested-in spiritual healing or Eastern thought™ (Osman &

Russell, p. 359).. Sbme will ,acknowledge—»only:»spiﬁtual%forees,waadfsome may be

———concerned only about the spirit within themselves—“Sharing of experiences and

pressing concern of the health disciplines. While many health professionals seek to study
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convictions shades rather naturally into proselytizing, andithere probably will be some of
that” (p. 359) Osman and Russell hope that it will not be more blatant than the

convictions some now have about certain statistical techniques or particular computer

programs as the way to develop knowlédge.

1980°s. Spiritual health is a vital dimension of health that has often been

‘neglected in the classroom due to a lack of appropriate teaching methods (Richardson &
Noland, 1984). School health professionals might do well to avoid the “medical model”
definition of good health (wellness) which is defined by a single constellation of

measurable eleménts aligned in a “perfect” format. The practice of school health

education needs to be compréhensive. It should address all of the issues that impact on

total health and not only one or two “hot topic” areas (Eberst, 1984). “Having a narrow

focus fails to address the complex nature of human health and the m_ultitude“of factors by

which it is affected, producing a health'education-*program"bound to be ineffective”

(Eberst, p- 101). Eberst is cdnvinceds,tvhat~,comprehensi;\zé,,schoolf health education needs

- to include the physical, mental, emotional, social, vocational; and spiritual aspects of

each health issue. By relying on a more complete model than the medical concept,

school health professionals can provide stﬁdents with fhore than specific behavioral

prescriptions. “They can help students create the conditions in their own personal lives

__that are conducive to individual high-quality health states” (Eberst, p. 103). -

Cmich states in her 1984 study on holistic health that the concepts of holistic

—_health have exciting implications forschool health-education. “Holistic health originates
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in an attitude toward life that can be developed and nurtured early in the life of the

school-age child” (Cmich, p. 31).- This attitude includes a sense of responsibility for

one’s life, a'willingness to cooperate with others, the importance of developing
meaningful relationships and a positive outlook on life even in the midst of its

uncertainties. “Holistic health also entails the integration of a wellness lifestyle into

one’s personal life journey” (Cmich; 1984, p- 31)-Learning activities can be provided
that not only héip students become wise consumers of the range of health care options
“but also can put the students in touch with their own inner resources for health and

healing (Cmich).

Richardson and Noland in 1984 mot'ewthat«healthreducators have shown an

interest in the spmtual dimension of health. Desplte this 1nterest most health educators

have taken the “safe” approach and avmded the dlscussmn of spiritual issues in the

““classroom. The problem with this av01dance posmon is that sensitive issues such as

sexuality, drug use; and death and dying are laden vwithispirimal‘implications, particularly

* when students are asked to m‘ak"‘e;personal decisions regarding these issues (Richardson

& Noland). Unquestionably, a country s pledge that lncludes the phrase ‘One Nation

s , Under God’ is deeply influenced by its spmtual self Wlth the contemporary moral

issues that face today’s youth 1t seems blased not to. con31der the splrltual aspects of these

issues (Richardson & Noland).

‘Richardson and Noland believe that ;7f:educauona1 imagery can be used as a

-~ method Forii.ﬁc6rpéféﬁﬁgétiﬁéis§mtual—dimensien—mte%hé#hea}ﬂﬂess'onl’"('p; 27). They
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wrote that when certain simple precautions are taken, the educational imagery technique
applied to the spiritual dimension can be both useful in meeting educational objectives
and in making the classroom exciting and interesting for the students. “The

individualized nature of educational imagery allows for the incorporation of the spiritual

dimension to be in the classroom” (Richardson & 'Noland, 1984, p. 27).

Richardson and Noland explain that “Educational imagery is used in facilitating

decision making, clarifying values, memorizing, incorporating behavioral outcomes of
teaching, reinforcing cognitive concepts, and other functions” (p- 26). The teacher

directs the process by describing the scenarios that the students imagine as clearly as they

can using the imaginary senses of seeing, hearing, touching, smelling, and tasting

(Richardson & Noland).

- Any topic that has a behavioral implication, something that can change the

students lifestyle for the good, has potential for an educational imagery strategy. After

discussing a topic with a behavioral outcome the teacher leads the student into a decision

~making scenario (Richardson & Noland).

Eberst (1984) states that for years, school health educators and other school

health professionals have tried t() exert a positive influence on human health. They have

attempted to cause behavior‘changé,' énéiyze ‘lgifes”tyyl"eys‘,' reduceriék%akihg behavior,

_provide knowledge and information, aid health-related decision-making, prevent disease,

and promote wellness. “However, these school health professionals-have not seemed to
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(p. 99). This fact, combined with the “consistent insufficient funding of school health

education”, has been “responsible for limiting the success of formal health education

endeavors” (Eberst, p. 99).
Horowitz_’ 1985 model pfescribes the usewof value clariﬁcation, enhanced

physical/cognitive/affective awareness, positive lifestyle choices, and self-reinforcement

skills training whereby individuals leam to become self—motivated_ and reinforcing agents
for their own primary preventive health practices. “It is theorized that by developing
- self-care and self-regulation skills, students will achieve and maintain higher levels of

wellness” (p. 57), thus improving the quality'of their lives and ensuring healthy human

development (Horowitz).

Horowitz believes that school health education programs provide the greatest

potential for improving the health of our nations people. Effective health education and

behavior modification programs are needed to promote the compliance of children and

young adults with preventive health care practices. “Health promotion and primary

‘prevention programs -must-consider the entire individual, as well as his or her

environment if positive behavior changesare to be maintained”” (Horowitz, p. 57).

”Theur'e’ should be a concern for the individual's own responsibility for illness and

health through "behavioral, attitudinal, and spiritual change; and emphasis on health

_education, self-help, and self-healing” (Goldstein, et al-, 1987, p. 118). Jose (1987)

makes several good suggestions VtorwfamcIudlng,Splnmalwhcalthvlntaeducatxon.r She had
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rather than tattling on someone or looking for the “bad” in each other. The children
“looked for good in each other and learned to express the good they found”(p. 72). Soon,

~ the children were “happier, more willing to help each other, and more productive in the

classroom” (Jose, p. 72).

Jose (1987) also conducted activities to encourage development of skills to

enhance human/spiritual interaction, because it could have a valuable interactive impact

on mental wellness. In a mental/emotional health class at Baylor University, one option

involved an experimental project designed to enhance spiritual growth and development,

The Silent Gift Project. The premise of The Silent Gift Project exercise is simple.

Students must actively/behaviorally give of themselves to an individual, a group, or

“another living thing a minimum of three times per week for the semester. No one,

especially the recipient, can know about the gifts.  The spirit in which the gifts were

given, not the gift, is the important factor. The emphasis was on the value of selfless

sharing, in which giving was done solely for expressing genuine care for the recipient

without expectation of something in return. Students submit a proposal for approval

before the project begins. The proposal must describe the project, the cognitive and

affective growth objectives, and an evaluation plan (Jose). -Jose concluded that:

This project 1s not limited to ay"m'ent’allemotidnali health class. - In a human
sexuality class, the assignment could enhance friendships as well as

‘marriages or relationships between significant others. Students could

contract to “give” at home to enhance-parent/child relationships, orin
their dorm/apartment to enhance friendships-or-a-committed living . -

together/married relationshipThe project-also-provides-positive -

-~ reinforcements for the teacher—T-came toknow my students and myself in

a gentle way during the semester. -We felt the potential we each had to
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care for one another and welcomed another day to try again. _

You may even witness the radiant looks on their faces as they stride away
proudly, truly feeling good about the gifts they have given. (p. 73)
Chandler and Kolander (1988) know that classroom or other group settings

provide a supportive environment for feedback and encouragement toward behavior

change as students develop and practice controlled self-suggestion. In health education,

students learn to establish lifestyle goals, designfbehavibyralrcontracts, and initiate

behavior change. “Though an initial commitment to altering behavior patterns may be
evidenced, successful completion of goals and continued practice of altered behaviors

may be temporary” (Chandler & Kolander,y p. 295). A necessary step toward successful

behavior change involves the positive belief by students that the alteration can be made,

maintained, and integrated into the lifestyle. “When students do not master this step of

internalizing the change, the behavior change can be incomplete and superficial”

(Chandler & Kolander, p. 295).

Chandler and Kolander know the importance-of health education in its potential

10 chahge behaviors. They realize that helping students understand the impact of lifestyle

choices constitutes an important dimension of health-education classes. Instructors can

use value clarification and experimental activities to help students better grasp and

integrate pertinent health issues.” Exploring possible alternatives available and choosing

__an appropriate new behavior provides a common direction for health instruction. While

these activities contribute to new attitude exploration; integration of positive concepts

into'the lifestyle behavior remains-difficult (Chandler & Kolander). ~
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1990°s. Seaward (1991) believes that there are several road blocks to spiritual

health. These could be stress, fear, anger, greed, and laziness. Road blocks constitute

“any obstacle which denies strong internal and external relationships, promotes negative
values or unresolved value conflicts, and blinds one from the true vision of a meaningful

life purpose” (Seaward, 1991, p. 168). Construction of spiritual road blocks often is

initiated by “immaturity, underdevelopment. and underﬁtilization of the many traits
associated with a healthy hmnanspi'r_it"’ (p. 168). Like a training program to improve
‘physical well-being, “human spirituality also needs a training regime to promote and

maintain spiritual well-being” (Seaward, p. 168).

Seaward goes on to say that integration of exercises to remove these types of

spiritual roadblocks can be introduced in existing classes (i.e., stress management,

personal health and wellness; health philosophy, and health promotion) or through the

design of a new curriculum course witha special emphasis on this wellness component.

Exercises may include-journal writing-with special themes to promote self-awareness and

soul searching at a more profound level than conversation or class discussion.

Meditation, through use of mental imagery and diaphragmatic breathing, offers

_ ways to promote spiritual homeostasis or inner peace. “Value assessment and

clarification exercises” (Seaward, p. 168) may-be introduced with strategies to problem

. solve common conflicts in values. “Presentations of casestudies of individuals

recognized for their contributions to mankind; supported by-the-foundations of their quest

ingfu --ﬁiiﬁiééé;?fé’é;-ﬁifbemtredﬁeed~as~a—ea-talystier—sﬁ;dents_towapproach this




93

component of spiritual development” (p. 168). With a need to balance right and left
cognitive functions, activities to promote imagination and creativity are well suited to

enhance the trait of spiritual well-being. Integration of spiritual and physical well-being -

can be introduced through Tai Chi exercises. “There are many ways to incorporate

spiritual well-being exercises into the health education curriculum” (p. 168), including

“backdoor” approaches with existing program offerings as well as the design of new
courses to include this component in the wellness paradigm (Seaward, 1991, p. 168).

Ethical Considerations

1990°s. Two suggestions for maintaining an unbiased approach in the classroom

have been offered' by Goodloe ahd, A,rreol,a ,(1_,,9.92); They suggest that (1) a health

“educator should recognlze and respect student cultural dlverSIty and existing spiritual

belief structures and (2) a health educator should recogmze and respect dlffenng student

~perceptions of health and spmtual health; 'Proponentsfof a spmtual dimensmn of health

agree that this concept can be taught effectively when the teacher is willing to recdgnize

and respect (1) diversity in' student backgr 0unds,yand;spiritua1 belief structures, and (2)

differing student perceptions of health and the spiritual dimension (Goodloe & Arreola).

Goodloe and Arreola discussed the ethical concerns for health educators by

recogmtlon of the distinction between rehglon and splntuahty whlch is critical for health

educators. It solves the problem Of,the{sepaxation ‘of church and state with regard to the

_ teaching of spiritual concepts inhe‘altheeducatlonf—@fwwhellts;ac,cfeptaneerldent1ﬁcation and

measurement of components within the dimension‘is possible. Moreover, development
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of methodologies and feaching strategies for the enhancement of spirituality can be
initiated. 'fhe role of the health educator is to help students maximize the positive aspects
of their belief systems without imposing his/her own personal moral judgments and
values on the learning environment (Gooalee & Arreela, 1992)!

Diaz (1993) eompiled the following strategies to cover the ethical issues involved

in applying spirituality in health education,prncmme'

The argument against splntual health related to the separation between
church and state in education can be silenced if health educators adhere to
the following caveats. Take care not to proselytize. The health educator
speaks from a podium, not a pulpit. Discussions of spiritual health should
not be seen as an opportunity to preach one’s own version of spirituality,
but rather should be used to guide students/clients toward their own
understandings and experiences within a spiritual health paradigm.

Distinguish between religion and spirituality. The health educator should

make clear the distinction between religion/religiosity on one hand, and
spirituality on the other. While some freedom of definition should be

- afforded to each, one thing should be made clear: one does not have to
belong to any organized religion in order to access the spiritual. On the
~other hand, for some, religion may play an-integral part of their notion of

spirituality. The point is that spirituality neither excludes nor is exclusive
to the religious: (p. 325) .

Community Service

1990’s. Markus, Howard, and King (1993) wrote a paper on integrating

_community service and classroom instruction. They found that a group of college and

university presidents established Campus Compact as a vehicle for iv<’}:inco'uraging volunteer

__service among undergraduates. Within a few-years, over 250-campuses had joined the

compact, and to date 11 states haveeStathhedftheiry:ownecompaetsQt?institutions of

higher education within their boundaries
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Markus, et al., said that health educators should be preparing students to assume -

responsibilities of citizenship and that is part of the mission of higher education, and if
this is true, then “such effects are important and ought not be disparaged” (p. 414).
These researchers found that “studehts’,alc'adérynic‘, learmng Was significantly enhanced by

participation in course-relevant community service” (p. 414). As compared with students

taught by traditional methods, students in service-learning sections got higher course

grades, were “more emphatic in théir judgments that they were performing up to their
potential in the course, and were more likely to affirm that they had learned to apply

principles from the course to new situations” (Markus, et al, 1993, p. 414).

Markus, et al., continue by stating that the results say it all. “Attendance rates

were 78% for traditional sections versus 85% in service-learning sections. At lecture, the

comparable rates were 58 and 65% for tradltlonal and service learning, students,

;cspectively”'(p. 414). Students in service—learning sections were also significantly more

likely than those in the-control-group to report that “they learned to apply principles from

this course to new situations and that they developed a set of overall values in this field

of study” (Markus, et al. p. 414).

Finally, consider what some may regard as the ultimate ‘bottom line’ - course

grades “All students took the same midterm: and ﬁna1 examinations and that the

examinations were graded acCordilng;to;a;common,set;:oﬁstandgr@s.”, (Markus, et al.,

1993, p. 414). On a grade scale of 9=A8 =A-, 7=B+,and so forth, students in the

—— M;_uaditional;;s‘ections;:had:a'meanmmrse;grade:ofb:ﬂz;;(;oaweeﬁ.avB.and,a..B+), while
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students in the service-learning sections averaged 7.47 (between a B+ and an A-), a
“statistically and substantively significant differenge” (t=2.66, p<.01) (Markus, et al.,
p. 414).

Levine (1994) writes that underthe banner of sérvice-leérning, a growing number

of faculty and institutions are reaching a similar conclusion. More and more campuses

are building courses around service, or are including service as an element in major and
- general education programs and in a variety of elective courses. Some are using service

itself as a method of pedagogy, emphasizing active learning, which is the preferred

learning style of a quickly growing prc}portio’n of undergraduates. In colleges whose

curricula provide undergraduates with meaningful service activities, students report that

service has become a more central part of their lives. Levine believes the quicker more

colleges act to provide service-learning, the better chances are that, this time, voluntarism

~will be more than a fad (Levine).

Greenberg (1995) discusses the results of research on community service and the

positive effects associated with service-learning in schools and universities, such as:

. increases math and reading achievement scores for tutors as well as for those

being tutored

results in no less knowledge than traditional college courses when the same

course final examination is administered (therefore, it is as effective as traditional

instruction in conveying knowledge)
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e develops open-mindedness

o increases problem-solving ability

o increases social and personal respon51b111ty

o increases self-efficacy and self-esteem and decrease alienation and isolation

results in less discipline problems, better communication, and gains in moral and

ego development, and moral reasoning ;
o increases empathy (Greenberg, 1995); -

Greenberg also found that students who participated in service-learning differ

from students in traditional classes in that they are more likely to value the following:

[ucary

working toward equal oppertunity for all in the United States,

2. volunteering time helping people in need,

3. finding a career that provides the opportunity to help others in

need,
4. giving to charitable causes, and
5. they are more apt to believe they can make a difference in people s

lives (Greenberg)

Health educators should include commun@ty service projects into our programs.

Greenberg states: -

k fj‘c’)k'yo'nrself a favor - volunteer - and be better than the-person you used to be. Do

your students a favor and prov1de them with the opportunity-to volunteer so they
too can be better than the people they used to be-~And; do your community a

e M**fa‘v'or by helping to-provide services that might not be provided otherwise, so it
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too might be better than it used to be. And that, my friends, is health education.
(p. 222)

Community Health Education and the Church
1980’s. Hatch and Lovelace ( 1980') recognized thatsigniﬁcant life events

centering around the church, such as celebrations of birth, mamage and death, continue

—withlittle change from earlier days The church prov1des a setting for the exchange of

news, social support, and resources. For 1nstance, important social events in the

community are announced at church, and after services the church members informally

exchange various bits of information, give accounts of friends and family, and often

arrange for the exchange of labor and other resources. The church continues to play a

signiﬁcant role as well in caring for the ill and giving support to famﬂiesin times of

crises. These observations lead to the notion that byJ:utldihg on and “expanding the

support role these churches were already playlng that is, prov1d1ng knowledge, advice,

aud other forms of help to fnends relatives and neighbors the level of sound health

knowledge and the effectiveness of adv1ce-g1v1ng could be mcreased” (Hatch &

I nvel ace, p. 24)

bt Ad

The health education program Hatch and Lovelace conducted that involved the

southern rural churches, “appears to have won the support and confidence of people in

the communities since attendance has averaged about 80% of the selected participants”

“(p. 24). The program helped promotebetter health behavior among the underserved

( Hatch & Lovela%\
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Churches have many characteristics that are compatible with behavior change
programming for primary prevention of chronic diseases. Lasater, Wells, Carleton, and
Elder’s 1986 study on the role of churches in disease prevention include a large scale
research project The Health and Religion: Project in which church volunteers deliver

behavior change programming on major cardiovascular risk factors (smoking, elevated

blood pressure, elevated serum cholesterol, excess: weight,;rand,physical inactivity). A

total of 20 churches, (Roman Catholic, Baptist, and Episcopal) were Vrecruited throughout
Rhode Island and randomly assigned to five experimental conditions (Lasater, et al.).

Lasater, et al. concluded in their study that “it appears that the enthusiastic

__response of the churches to thisparticular research proj ect bodes well for the receptivity

of churches to particlpating in other research” (p. 131). Even more importantly, the

positive responses, both 1n1t1a11y and dunng the ﬁrst 30 months of programmmg, seem to

~indicate that ‘churches may have strong potential as sites for major health promotion

activities (p- 131) This potential has w1de nnphcatlons particularly in‘primary

prchuuon where cost effectiveness is° at a premlum and where reaching large numbers of

individuals is a necessrty. “The establlshment of health promotion programs in religious

_settings may further help assure long-term mamtenance of the behav1or changes with the

potent soc1a1 support networks cnurcnes may offer.” (p. 15 1). Finally, of course, “few

- other institutions in our somety-allow:gsuch;convenientfacc'essto'ejntire: families as do

churches” (p. 131). Thus, the types oﬁbehavior'Changefbeingaadvoeatedfrfor the primary

__prevention of chronic diseases (including both heart disease and cancer) that require
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major nutritional and other types of proximal environmental changes should find
churches to be “appropriate catalysts of change” (Lasater, et al, p. 131).
Miller (1987) explains that in-1979 the federal government designated health

promotion as one of the nation’s top priorities. Promotion of good health is a top priority

for the population; a large number of this population is associated with the third largest

‘organized church in the world, the United Methodist Church. What does this mean to the

church, its congregations, its programs of ministry, and its clergy? It means that

congregations need a wellness ministry, and since the church has historically been

associated with health and healing, it is an ideal setting for health programs to take place

(Miller)

Miller goes on to say:

Health promotion is a combination of educational», spiritual,
environmental, and organizational activities directed toward health

behavior change for members of a community of faith. After an

assessment of the primary risks of major iliness and premature death
~among the participants;-interventions should-be-introduced to eliminate
such risk factors associated with poor health behavior and unhealthy
- lifestyle.. Churches have a tradition of helping'in the community through a

~variety of social progr ms.—(p-4)

Miller’s study on wellness programs in the church states’ that religious leaders

should “dehver health behav1or—change/wellness-programs to congregatlons and to the

entire communlty” (p. 3). The linkage between spirituahty and g00d health care exists,

and many professionals stress its 1mp0nance—Wealso kniow fron the literature that

| snnnort grouos areJnvaluable in- facmtatmg behavmr ehange (ia 3), and it is well known
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that religious institutions (churches) have a unique influence on the communities they
serve. Thus, it is appropriate for churches and clergy members to define their roles as
“facilitators of health promotion and wellness within their communities” (p. 3).

Miller (1987) believes that wellngsé is-a Christian mandate. . Jesus understood

very well the concept of wellness as abundant living and calls us to self-responsibility.

He illustrates that disease is sometimes selfsinﬂictedﬂby,,,lifestyle choices which lead to a

poor quality of life. Diséase is the “thief who comes only to steal from us, to kill and/or
to destroy us” (p. 3). In John 10:10, Jesus states that “T come that you might have life and

have it more abundantly” (The Bible, John 10:10, as cited in Miller). In this passage

- Jesus is telling us that there is more enjoyment and satisfaction in a life of wellness

(Miller).

- Miller made some suggestions for church centered wellness programs by stating

~ that “wellness programs would serve as-a vehicle for reaching the unchurched as well as

serving those who are already mémbgrsrofarcongregationi’ (p- 3). Wellness programs

~ should be viewed as an evangelistic tool for the church. Once church has made a

commitment to providing a wellness program;-it will immediately begin to reap the

benefits. Church members are increasingly aware that “prevention of illness is much less

expensive‘than the cost of rehabilitation” (p-3). Furthermore, a healthful lifestyle will

_offer members of the congregation better health. ﬁxuSr:tfanslatinq the results into

increased church attendance and stewardship; greater involvement in-church activities

—and ministry,-and re2,215déitivﬁpiﬁmklﬁéféﬁﬁdﬁdﬁélsand—the-community?’ (. 3).
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Some suggestions for church centered wellness programs were offered by Miller.
Wellness programs conducted through the church may center around the major
cardiovascular risk factors of smoking, high blood pressure, obesity, nutrition, stress, and

physical inactivity. Miller (1987) ;believcs that these programs should include the use of

health-risk appraisals to assess an individual’s risk of illness or premature death from

cardiovascular disease. Such appraisals should focus on the above mentioned risk

factors. “However, other factors might also be examined” depending on the church’s
needs and constraints. “All program services would be performed by trained

professionals and volunteers” (p. 5). The programs will be “ongoing and should be

- included in the plans of the church minist'ry;by,theﬁboards of each church” (p. 5). The

~ primary role of the ministers would be to “initiate planning sessions for the program task

force and to act as advocates for the project” (p. 5). The pastor would also be responsible

~ for supervising continuing program evaluation. The local church’s organizational

structure will be usefu1 in “projecting Iocaliownership,rconsistency with-established local

‘norms, control in the section of suitable volunteers and trained professionals,

confidentiality of data collection, and ongoing program-evaluation” (Miller, p. 5).

- 1990’s. Sutherland, Barber, Harris, and Cowart (1992) did a health promotion

program in several southern Black churches. They found that these church based health

“ promotion programs influenced participants™health behaviors as indicated by reduction

of blood pressures and weight; increased number-and duration of exercise sessions;

aiagés»inrcéﬁimuﬁity'—{ial—ifié-}'s;{éIg;ﬁa@fea—é“m’p;lmhéﬁhﬁ;pmgxamsor-large numbers of
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nonsmoking restaurant seats); and increased numbers of individuals using county health

unit primary care services and the county receiving reimbursement for provided services.

Scandrett (1994) also states thatr:h‘ealth' profgSsionals are,fac.ed with a challenge to

meet the year 2000 health objectives, and “with a gap in health care and information

between Blacks and Anglos” (p.183). ,,‘Assuch,,;Scahdrett believes “we need not only to

use the Black church, ‘but also to embrace the Black church as a positive change agent to

aid in depositing health screening and health information to the Black communities of

our country” (p. 183). Scandrett writkey‘s thatf .

Today, the trend in our society is to improve on the overall health status of
American citizens. Health promotional activities are being introduced in

dilicrent phases of a person’s life, ranging from promoting wellness at the
- worksite to individual fitness and health appraisal programs. These
activities are being implemented with the hope of improving the country’s

health status by the year 2000, These activities have targeted nutrition,
AIDS, sexuality, drug use, and mental illness. (p. 183)

~ Scandrett cbntihues by adding thatthechurchas a focal point in the Black

community serves not only as the proVidéf of spiritual needs, but also gives its

~constituents information about 1ssues dealing with-health.  Thus, the Black church could

provide a vehicle for health intervention and health,.promotional,,pfograms ‘within the

ffBlack-community(Scandrett).
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Summary
This researcher would like to point out that there were more studies, research
papers, and overall information on religion versus spirituality.  This papers’ focus was on
the spiritual aspect and how itrelatesft'o; pérsonél heélth, héwévér, religion was a lérge

source of information. The reason for this may be that religion is more concrete than

spirituality. Religion can be measured and defined easier. It is also easier to compare

health impacts between different religious groups. Therefore, religion consumed a large

portion of this paper. However, it is the researchers belief that those who are religious

have some degree of spirituality as well. That is why religion was included in this paper.

Spirituality and religion,have, been shown in this study to correlate positively with

health effects and outcomes. When considering health, the whole person (mind, body,

and spirit) should be taken into account (holistic) health. Spirituality and religion also

~ have been shown to impact on disease in positive ways. Church attendance also has

positive health effects.

Spirituality and religion have positive influences on life satisfaction, (wellness)

and spirituality should be applied in all appropriate health education programs. The

church is an ideal place for health promotion programs. Community service can enhance

one’s spiritual‘ityand, as health educators, we can 1ncludyewthis'iﬁ our school health

- classes as part of the curriculum.

_ Religious com;mtmeni: fandsspiritualitywhas;widespread«bﬂe}neﬁei-al effects upon

" numerous-and di all ‘2’0utcomes;mcLudlnguweilebeing(fEllison, 1991; Glenn
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& Weaver, 1978; HadaWay & Roof, 1978; McNamara & St. George 1979), (e.g.,
happiness, life satisfaction, marital adjustment, and self-esteem), psychopathology
(Koenig et al 1994; Koehig, et al, 1992, McNamafa & St. George, 1979), (e.g., anxiety,

- depression, suicide, and delusions) drklig’use (Bi]rkétt & Whltel 974, Guinn, 1975;

Koenig, et. al., 1994), (e.g., alcohol, marijuana, and tobacco), and medical health

(Frankel & Hewitt, 1994; Hannay, 1980;,Oléckno,,& Blacconiere, 1991) (e.g., wellness,

health care utilization, symptom expression, seizure, pregnancy, and functional status).

- In summary, it appears that the time now has come to accept the spiritual as an important

aspect of individual and corpdréie life and a ‘le’gi'timate' dimension of well-being (Osman

& Russell, . 1979)
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ANNOTATED BIBLIOGRAPY

This annotated bibliography provides additional references to several Eastern and

Far Eastern approaches to health, particularly ones that integrate spiritual and physical

dimensions of the person. (Hastings, ét al.,’ 1980)‘

Funderburk, J. (1977). Science studies yoga: A review of physiological data.
Honesdale, PA.: Himalayan International Institute of Yoga Science and Philosophy.

One of the claims for yoga practlces and techmques is that they have significant

effects on the body and health. Thls book is a summary of more than one hundred studies
testing the physiological effects of health yoga (the physical positions) and meditation.

While it is uncritical in its stance, it is a useful compilation of the literature because some

of the research is from medical and yoga journals published in India that are difficult to

-f-mwobtain‘irnvthef[—lniteduStatesrTheOther»studie’s:éeme—frémva»broadvrangerof»physiological,

“ yrunedical, and psychological publicationsliyn ;‘Westérn’literature. '

The findings are organized into chapters on muscle tension and capabilities,

circulation, reSplratlon, endocrine functioning, and the nervous system, including EEG

“::;;.;:;correlates:o_f;theﬁposture'si'and'meditatfdrfszﬁé@tﬁdies*generaﬂy"conﬁrr’ri’ that yoga

practices have important effects on the human system, some of which have medical

potential (e.g:, reduction of blood pressure and improvement of vital capacity in

‘respiration).

Horwitz, T, Knnmelman‘SﬁS’cImT“H H—(1976) Tarchl chuan Chlcago
Chlcago Review Press.
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This book is a good introduction to tai chi chuan. It contains an excellent history
of the art along with a genealogical table tracing the major developments from its found

by Cheng Sab-feng approximately seven Thundred years ago to the present. The authors

present a section containing translations of works by tai chi masters covering a span of

five hundred years. Although this book is not useful for learning the tai chi form, it does

explore the relationship of tai chi exercises to health maintenance and healing.

Jiyu-Kennett, Roshi P.T.H.H., & MacPhillamy, Rev. Daizui. (1979). The book of
- life. Mt. Shasta, CA: Shasta Abbey Press. -

- From this Buddhist perspective, the law of karma is inevitable and'inexoiable,

and physical and mental illness result from spiritual and karmic disturbances - the effects

of unresolved experiences or traumas in past lives or present existence. The prevention of

illness and the cure of Nthe‘ro,otsﬂof;&ympioms;thus;mqmne“tIEannentvof both the body and

~ spirit. Roshi J iyu-Kennett, a Zen master born in the West and trained in Japan, is Abbess

of Shasta Abbey in California, a seminary and monastery for Buddhist training. Rev.

MacPhillamy is 2 clinical psychologist and ordained Zen priest at the abbey.

———————Regarding the sourcé—»ofﬂlis»-mateﬁal;Rés-hi—Ji—yu—Kennett» says, "Allof what is

written here is either spoken of, or depicted, openly, or described in somewhat flowery

| Ianguage, Lhroughout the Buddhist Scriptures, so there is nothing 'invented' or 'imagined'

in the pages that follow." This is one of the few books that takes up the spiritual

dimension of health and healing, though with premises-that are quite different from our

—current-Western-paradigm.——
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Tulku, T. (1978). Kum mye relaxation (2 vols.). Berkeley, CA: Dharma
Publishing.

Kum nye (pronounced "koom Nyay") is a system of self-massage, physical

positions, exercises, and related meditativel techniques that originated in Tibet, where it

was used as an adjunct to medical healing and in spiritual practice.

.

——————"—Tarthang Tulku;, a Tibetan lama, presents more than one hundred exercises

intended to promote relaxation, balance, and awareness of one's physical and mental

énergies. Béyond the physical effeéts; kum hyé is directed towards self-understanding;

- the positions, relaxation, and tension are likely to evoke emotional and psychological

awareness of the practitioner.

The exercises are arranged in sequence and are carefully structured. They can be

learned from the text and illustrations. The author saVs he has adapted the traditional

(and unwritten) ’syste’m of modern needs. There are similarities to Indian yoga and

Chinese-acupuncture, but the flavor is quite different. Volume 1 is titled Theory,

Preparation, Massage, and volume 2 is called Movement Exercises.




: ~_ APPENDIXB




SOME PLACES TO TURN
Ardell (1986) has a few suggestions for getting holistic treatment:

1) The Wellness Resource Center

One of the major 1nﬂuences of my thlnkmg about health as something
quite different from medicine was John Travis, founder of the Wellness
Resource Center in Mill Valley, California. A physician with all the

credentials of the medical order (Tufts M.D., residency in Preventive
Medicine and Master's in Public Health from Johns Hopkins), Travis
seems to have realized the forecast made in 1957 by Dr. D.C. Jarvis in his
famous book, Folk Medicine. Jarvis predicted that the doctor of the future
will be a teacher as well as physician, whose real job will be assisting
people to learn how to be healthy. Following his pattern, the staff of the
Wellness Resource Center uses no drugs, gives no prescription, does no
lab work, conducts no physical examinations, and sees no patients. People
who show up at the center with physical symptoms or illness requiring

treatment are referred to other physicians (Ardell, 1986). (p. 8)
The Wellness Resource Center staff works to help clients learn how to
“take charge of their own lives and to feel good about themselves. What
happens is not medicine, as most of us think of medical services; it is an

alternative approach wherein Travis and staff are facilitators and assistants
to clients movmg toward hlgh level wellness (Ardell 1986). (p. 11)

2)He ahng the Whole Person at Meadowlark

Locya‘te'd about klOO mlles southeast of Lo's Aﬁgelés on "a'zo-'acre wooded

estate, Meadowlark is the. oldest of the wellness resource centers noted in

this-book: Established in 1958 and nurtured through the years by Dr.

Loomis, Meadowlark provides an atmosphere-of self-healing, self-
exploration, and personal development. There are two basic beliefs which
color and shape the activities at Meadowlark: the first is that mental and
emotional tensions coupled with toxins in the body lie at the root of
illness; the second is that the human body has an innate, root wisdom with
which it maintains or recovers its own perfection when it is allowed to
function unhindered. These twin beliefs are expressed in varied ways in

Meadowlark programs.-A brochure on the- institution as a health-and
growth center provides further insight into the- -environment which-Loomis

has fashioned in-carrying through-his-concept-of* treatmg the whole

person's-body/mind/sp ("«”i’idell ,1986).(p-20)-

10
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- 3) Personal and Organizational Wellness at the New England Center

The New England Center is located on 11 acres of undeveloped land
bordering the State Forest of Mt. Toby in Leverett, Massachusetts. In
existence since 1971, it is a nonprofit adult educational and training
institute. The center has a professional staff that works as a team to
provide clients with educational and treatment in the various therapies in
the humanistic movement (Ardell, 1986). (p. 25)

4) Seizing the "Teachable Moment" at WHN

Yet another approach to high level wellness is available just a few miles
form the Wellness Resource Center at the Wholistic Health and Nutrition
institute, better known as WHN. WHN offers multi-disciplinary therapies
- in what it calls Holistic or whole person, humanistic health care
- "dedicated to high level wellness and umty of body/mlnd/splnt
(Ardell 1986). (p. 27, 28)

5) nrleness of Mmd/Body/Spmt at the East West Academy

~ One other approach to high level wellness has been pioneered by the East
oo West Academy of Healing Arts (EWA ocated in San Francisco.
Unlike the other wellness centers, EWAHA is almost entirely a volunteer
operation, save for its founder and head, Dr. Effie Poy Yew Chow, and
one administrative assistant. EWAHA has managed to organize and
conduct four major conferences in the past year. The subjects were (1)
holistic approaches to health care; (2) holistic health and heahng energies;
(3) the rituals and practices of other cultural healing systems; and (4)
~stress and tension in connection with cancer, death, and dying. All

together, about 2,500 people have; participated-in- these events
(Ardell, 1986). (p. 41)
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'PRINCIPLES OF HIGH LEVEL WELLNESS
According to Ardell (1986) the principles of high level wellness are:

‘We are the chairperson of our own well-being. “Ardell believes we can carry the key

to our own physical, emotional, and mental well-being in the way we choose to live.

Doctors and others can help us, can give us advice, can save our lives in certain

instances, and can usually make things easier, but in :the,,OQerall,, analysis, “we have
the responsibility for whatever goes well or poorly; for our own health and well-

being” (Ardell, 1986, p. 98).

"Forget about magic bullets or instant solutions." Ardell states that so many of our

fellow citizens are sick and dying from the diseases of civilizations, the debilitating

péthologles f'o:t'pfem‘ature aging brought on by aberrant lifestyles. Despite this fact,

the not-so-subtle message from the medical media is that somewhere there is "a

‘medical solution to these problems, that no-challenge is too great for medical

- technology, and that health can be purchased by greater investments in- medical

research facilities, procedures, and techniques." Unfortunately, there is no pill or

other magic bullet that will cure cardiovascular disease, cancers, cirrhosis of the liver,

and all the other infirmities caused by years of high-risk behaviors (Ardell, 1986).

"Heed not the counsel of the adipose physician." Ardell thinks we should examine

your doctor before you let him examine you.- Improvements in our health status

‘would come about much faster if physicians, the most respected-and esteemed of all

| pemd)
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health-care providers, could take it upon themselves "to teach us how to maintain and
improve our health and choose better for ourselves." Instead, the "medical profession
as a whole, are devoted to the treatment of illness syxnptoms, diseases, injuries, and

the unending struggle against deatt " (Afdell)

4. "Our body is the world's greatest healer - let nature do its thing." Ardell states that our

body is a marvelous creation. ,'It,is,designed.to work well; it is equipped with self-

generating antibodies which mend damaged tissue, regenerate dying cells, and
otherwise keep you healthy. ‘These "self-regulatory" processes include our body's

ability to maintain optimum temperature, health, and respiration rates; blood flow

and blood pressure; acid-base balance; and electromagnetic properties. But

marvelous though it is, the body cannot, over the long haul of the years, resist and

survive the punishment occasioned by disuse, misuse, neglect, and denial (Ardell)

" "God makes it Her/His business to stay out of ours:" A weliness philosophy, as Ardell

(1986) sees it, holds that we are on our own'in this world, neither favored by nor

discriminated against by a higher power or powers. "When we are ill; it is our

advantage to accept reéponsibility and work as you-can with the condition; when we

are well, we should give ourselves some credit for our good fortune” (Ardell, 1986).

"Neither Rome nor a wellness lifestyle can be made in a day." It is hard work to live

someone-else-do-it" than it is to develop anindividualized-wellness program in each

—of the five dimensions. Each wellness area is'a complex field having many
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disciplines and numerous approaches; it will take time for us to experiment and
discover what we like in each dimension. But, there is not hurry, "Rome was not

built in a day and neither can or should a lifestyle schemed in wellness be designed or

implemented in an abbreviated time frame" (Ardell)

"Don't sacrifice, deny yourself, or give up destructive life habits - until you're ready to

do 50." Ardell believes that when yoﬁ- know: it is right, when-you understand why you
are doing (or avoiding) something, and when you,anticipate the benefits of a new |

health-promoting behavior, then the change in activity brings a satisfaction that

reinforces while it pleases. "Not smoking, for example, will produce a sense of

satisfaction, not feeling of self-denial or agonizing sacrifice usually associated with

medieval torture" (Ardell) -

"No medicine is good medicine - as a bendable rule.” Americans are pﬂl freaks. We

‘consume 20,000 pounds of aspirin annually. That's 225 tablets for every man,

>

woman, and child. "Valium and Librium-are-the staple of U.S. medicine: 75 percent

of all doctors visits end with a prescription for one medication or another.” Spend an

hour watching television and you will be assaulted by the-pharmaceutical industry

_ with "offers of pills or other nostrums of improved sleep, excretion, energy,

youthfulness, smell, naturally, overall health.” Mood elevators, atﬁphetamines,

- tranquilizers, narcotic pain pills, and-antihistamines "seem more American than apple

pie." Ardell also believeé that, but;the ‘~'generaléatti‘tude-'ofﬂthe»wellness adherent is that

natural remedies, time; will,

] ‘””“‘“"aﬁimeiﬁétéﬂilifeiéﬁléé;&quitef.sufﬂcient, for most




of what does or could ail you.‘l A high leve

being that affords high resistance to dlsease"(Ardel ,;1986

"It's better to be a client than a patlent "The term patzent connotes a subserv1ent

quality in the nature of our relatlonsh1p vnth a physman asa chent ‘on the other

hand, you are the responsible party in transactions with the provider. "That's because

10.

in the wellness framework, the provider is a facilitator of learning, an ally, and a

guide in the healing process - not an authority figure" (Ardell, 1986).
“High level wellness is more rewarding than low level worseness.” As an ever-
changing state of feeling good about our body and purpose, "high level wellness is

/

such a positive 'turned-on' way to live that after you experience it the alternatives will

become totally unattractive” (Ardell, 1986).

Ardell, (1986) concludes that:

Spirituality means different things topeoplebf varying religious

denominations; or factions within a denomination, as well as to
people of varying cultures and nationalities. What is spirituality
to Jerry Falwell would not seem so the Ayatollah Khomeini-

This is a difficult area to address, given the potency and negat1v1ty

that comes with dogma, creeds, and strong beliefs in what some

perceive as moral absolutes. When one person's dogmas, creeds,
and moral absolutes bump up against those of someone witha
_different set, the climate for thoughtful and considerate dialogue
‘usually turns for the worse.

and complex matter, it 1s clear that somethmg about the "human spirit"

belongs in a wellness model Snmtuahtv is the elusive issue that lies

Rather than call it sp1r1tual‘

attendant on the subject. 1 demdeclto address the ‘matter in another

~context - namely, ethics; values.-and-purpes
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SELF-RESPONSIBILITY PRINCIPLES

Ardells’ (1986) list of self-responsibility principle include

1.

You are in charge of your own life. Others have influence, can
make things easier or more difficult, but in the end you must make
your own choices and accept responsibility for what good or ill and
health or disease occur in your life.

You are different from everybody else. What keeps you from

becoming ill is more or less what does the same for others, but your
path to high level wellness within each wellness dimension must be
unique, as you are unique. '

You are motivated by a desire for happiness. Each of us pursues
health and high level wellness not for their own sake, but in the
context of our values and purposes. And, for most of us, these
include seeking happiness, however differently we perceive this
hare-to-define state.

You need a sense of purpose. To pursue high level wellness and to

avoid the pitfalls of destructive lifestyles, it is essential to develop
a means of self-expression that fits your unique talents and skills.

You are OK - and on you way to being even better. The way you
feel about yourself has a powerful effect on how you treat yourself.

Smoking, heavy drinking, overeating, and other forms of self-
abuse are highly correlated with low self-esteem.

At times, you might prefer illness to health. This may seem

strange at first, but a lot of serious researchers and physicians
believe that many people unconsciously choose to be ill. We do -

this because it seems to offer an escape from an unpleasant reality,

because it brings forth desired attentions and special

considerations from-others; or because-it helps to-mask or excuse

an inadequacy, or otherwise enables the “patient” to escape taking
respon31b1111y
Stop, examine, and choose. Unhke wallowing in self pity,
choosing wellness requires a clear intention or consciousness that
this is your preference, and a recognition of your responsibility to

go forit. And, a part of choosmg well is acceptance of others and

1€
vuulacu

"""" o for positive happmess—weHness style ~You know very well what it

1S hke to feel gen elv ham)v' It s'such-a-positive- mn&ofself—




happmess comes and goes; so
than usual Such_ eeling are hlghly valued in our culture. .
t decisions un, er dlstress seldom are. Don make ec151ons
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