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Religion can be defined as the collection
of beliefs, practices, and rituals related
to the “sacred” (1). A religious group re-
fers to a large number of people with
shared spiritual values. According to
DSM-5, religion is considered as part of
the cultural context of the illness expe-
rience. However, shared values toward
spirituality may indicate common char-
acteristics among patient populations
across different religious backgrounds.
Providing culturally appropriate mental
healthcare is further complicated by the
fact that any one religious group may
be comprised of a variety of ethnicities,
socioeconomic classes, and subcultures
with their own belief systems.

Religion plays an important role in
American society. According to a na-
tional survey by Pew Research, more
than 70% of Americans report being af-
filiated with a religious group, and 42%
attend religious services weekly or al-
most weekly (2). People with persistent
psychiatric disorders could rely on their
religious beliefs to cope with their con-
dition (3). In a study of 406 patients from
13 Los Angeles County mental health fa-
cilities, more than 80% of the partici-
pants reported using religious beliefs or
activities to cope with daily difficulties
and frustration (4). Another study using
the National Comorbidity Survey data
suggested that a quarter of religious
people seek help from clergy as their
first treatment contact for mental health
problems (5). Several other studies have
shown that religious involvement is as-
sociated with positive mental health
outcomes (6-8).

Patients’ tendencies to use religion
when coping with mental health-related
problems and the involvement of a non-
clinical party can result in a complex
model of mental healthcare delivery.
The current literature regarding the in-
terface of religion and psychiatric care

primarily focuses on the outcome of
the psychiatric treatments. This focus
draws limited attention to religion’s ef-
fect on service access and use. It is criti-
cal to understand the religious barri-
ers to appropriate and efficient mental
health delivery to different populations.
The present review article focuses on
potential barriers to access to mental
health services among people with reli-
gious involvement. Access barriers may
be grouped into three major categories:
the patient level, the psychiatrist level,
and the system level.

ACCESS BARRIERS

Patient-Level

The help-seeking process starts with
an individual’s understanding and con-
ceptualization of psychiatric disorders
(Table 1). Interpretations of psychiatric
symptoms are influenced by a patient’s
cultural experience, which includes reli-
gious beliefs and practices. Historically,
psychiatric disorders were explained by

TABLE 1. Access Barriers to Care

supernatural phenomenon, such as de-
monic possession. Today, some religious
people may believe that psychiatric dis-
orders are caused by a“weaknessin faith”
and that the illness can be overcome or
cured through “willpower” alone, rather
than by seeking professional help from
the mental health system (9). For ex-
ample, in one survey, 85% of African
Americans defined themselves as fairly
religious or very religious, and research-
ers have found that there is a prevalence
of a belief in this population that psychi-
atric disorder can be overcome by he-
roic striving (10). For this reason, some
patients with religious affiliation may
avoid contacting a psychiatrist. Even
after contacting a physician, patients
might avoid discussing their religious
concerns with the provider because of
their perception that psychiatrists are
not sensitive to or knowledgeable about
the religion (3, 10, 11).

Similar to patients, clergy also have
various beliefs about psychiatric care
and the perceived need for treatment

Patient level

Conceptualization of disease

Beliefs in religious help for mental illness
Beliefs about perceived need for treatment
Use of nonpsychiatric forms of services
Fear of challenging religious beliefs

Fear of discrimination

Psychiatrist level

Difficulty recognizing nonpathological expression of religion

Reluctance in obtaining religious history
System level

Clergy’s lack of familiarity with the system
Limited referral from clergy

Limited understanding of clergy

Lack of coordination between faith-based services and formal healthcare

Reluctance of collaboration by faith-based providers
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(12, 13). In a survey conducted among
204 Protestant pastors, a significant
portion of the participants attributed
symptoms of depression to “lack of trust
in God,” and they were less likely to
agree with the biological nature of de-
pressive disorders (12). Another study
conducted on Muslim clergy suggested
that while imams can recognize the
need for psychiatric care in a hypothet-
ical clinical vignette, they could still be
reluctant to make referrals to the men-
tal health system due to concerns about
discrimination based on their religion
(13). Since clergy are a key entry point
for a quarter of religious people, the
clergy’s perceptions of psychiatric dis-
orders can lead to avoidance of referral
to mental health providers.

Additional concerns among reli-
gious people may arise when they need
inpatient level of care. In an observa-
tion study conducted at SUNY Down-
state Hospital, Orthodox Jewish pa-
tients at the psychiatric inpatient unit
experienced difficulties while follow-
ing ward milieu due to conflicts with
religious practice. For example, inabil-
ity to pray at accustomed times exacer-
bated the anxiety of religious patients
(14). For an outpatient treatment such
as psychotherapy, nonreligious thera-
pists can integrate religious compo-
nents into their treatment; however,
patients might have fears that the ther-
apist will challenge their religious be-
liefs. This can be a barrier for patients
who seek long-term treatments like
psychotherapy (15).

Psychiatrist-Level

It is also important to note how psychi-
atrists relate religion and health. Clini-
cians’ views of religion can shape how
they interact with their patients (16)
(Table 1). In a national survey, it was
found that psychiatrists were less likely
to be religious compared with nonpsy-
chiatry physicians (15). Although psy-
chiatric care promotes better under-
standing of patients’ beliefs, patients
still report difficulty finding a psychia-
trist with an understanding of their re-
ligious beliefs. This can be especially
prominent in religions with a relatively
low percentage of psychiatrists within
the population (2).

KEY POINTS/CLINICAL PEARLS

PREVIOUS

* More than 70% of Americans report being affiliated with a religious group.

e A quarter of religious people seek help from clergy as the first contact for men-

tal health.

* Religious beliefs continue to be an important part of individuals’ attitude to-

ward seeking psychiatric care.

¢ Clinicians can use the HOPE questionnaire to assess patient’s religiosity.

Psychiatrists frequently encounter
patients with pathological expressions
of religion, such as religious delusions
(17). Psychiatrists may have difficulty
separating normal and pathological
expressions of religiosity, which be-
comes a barrier to understanding their
patients. In an interview study, psy-
chiatrists reported discussing religion
with their patients in only 36% of cases,
although they reported feeling com-
fortable talking about religion in 93%
of the cases (3). None of the clinicians
initiated the topic themselves. Patients
in the same study reported avoidance
of talking about their spirituality, es-
pecially when it overlapped with their
positive psychotic symptoms. In the
same study, psychiatrists discussed
community resources of the religion
with their patients but had difficulty
discussing the subjective experience of
their patients’ religiosity.

System-Level

While religiosity and spirituality in
American society have increased (2),
there has been an increase in the use of
nonpsychiatric forms of mental health
services and a decrease in the use of
psychiatric services (5). Because clergy
are often the first entry point to men-
tal health for religious people (5, 18), it
is important to understand the role of
religious institutions in service deliv-
ery. Despite the fact that use of clergy
for mental healthcare is associated
with good outcomes (19), we have lim-
ited understanding of the structure of
faith-based service delivery. A cross-
sectional survey found that counseling
provided by clergy has low frequency,
even for individuals with serious psy-
chiatric or substance use disorders
(5). In addition, coordination between
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faith-based services and formal health-
care has often been lacking (Table 1). A
survey on clergy suggested that faith-
based providers were found to be reluc-
tant to collaborate with formal health
services due to several reasons, includ-
ing lack of demand from their commu-
nity, financial limitations, and lack of
specialized training (20). Even among
clergy who have a willingness to refer
an individual to a mental health pro-
vider, the lack of familiarity with the
mental health system may remain a
barrier (13).

IMPLICATIONS

The goal of this review was to raise
awareness of access barriers to mental
health treatment for religious people.
Several barriers were identified and
categorized according to patient, psy-
chiatrist, and system levels. It is im-
portant for clinicians to be aware of
these barriers and seek ways to edu-
cate themselves, their patients, and the
community about the role of religion in
mental health delivery. Different inter-
ventions can be used to overcome these
barriers, especially at the psychiatrist
level, such as assessing and under-
standing patients’ beliefs and collabo-
rating with clergy (17).

Assessing religious beliefs is now a
standard part of psychiatric history.
There are different protocols for how to
assess patients’ religiosity. One of them
is the HOPE questionnaire [sources
of Hope, Organized religion, Personal
spirituality and practices, Effects on
medical care and end-of-life issues], a
protocol for asking patients questions
about spirituality (21). The HOPE ques-
tionnaire could be a good guideline for
residents. It is critical to understand
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and discuss how patients shape their
responses based on their religiosity. A
psychiatrist should be aware of the ob-
stacles and opportunities with regard
to the religion-related issues during
the interview. By understanding poten-
tial barriers at different levels, we can
build individual and system-level ap-
proaches to improve mental health ser-
vice delivery.

CONCLUSIONS

For a substantial part of the popula-
tion, religious beliefs continue to be an
important part of an individual’s atti-
tude toward seeking psychiatric care.
As psychiatrists, we should be aware of
both the opportunities and barriers for
patients with religious involvement to
receive appropriate care. In particular,
understanding religiosity and its effect
on service use suggests that we need to
build new approaches to improve the
service delivery to patients who have
religious involvement and coordinate
with the faith-based services. From a
research standpoint, there is a strong
need to understand faith-based fac-
tors that may improve access to mental
healthcare.

Dr. Ayvaci is a third-year resident in the
Department of Psychiatry, University
of Texas Southwestern Medical Center,
Dallas.
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