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ABSTRACT: Introduction: Since the beginnings of mankind, all 
populations have valued the correlation between health and the 
binomial spirituality-religiosity (S/R), although they have been 
separated in modern medical practice. In recent decades, there 
has been an increase in studies and researches that endorse the 
need to reconsider this integrative approach, with evident increase 
in health care. Objective: The article emphasizes the importance 
and necessity of teaching, research and assistance in medical 
education. Method: Narrative review of the literature conducted 
in 2018 from the publications in MEDLINE (via PubMed) and 
LILACS (via VHL) databases. Results: Describing the panorama 
of the studies that demonstrate the positive effects of the spiritual 
and religious practices on the physical and mental health of the 
individuals, this review evidences that its incorporation to the 
other therapies can increase the coping and the clinical evolution 
in numerous diseases. Conclusion: However, appropriately 
designed research should be conducted to differentiate the specific 
therapeutic effect of spiritual and religious interventions from the 
non-specific therapeutic effect or placebo effect that spiritual and 
religious symbolism arouses in the patients’ psyche.

Keywords: Integral health assistance; Integrative medicine; 
Complementary therapies; Spirituality; Religiosity; Spiritual 
therapies; Education, medical.

RESUMO: Introdução: Desde os primórdios da humanidade, 
todas as populações valorizam a correlação entre a saúde e o 
binômio espiritualidade-religiosidade (E/R), embora tenham 
sido separados na prática médica moderna. Nas últimas décadas, 
têm-se observado um incremento de estudos e pesquisas que 
endossam a necessidade de se reconsiderar essa abordagem 
integrativa, com evidente incremento na atenção à saúde. 
Objetivo: O artigo ressalta a importância e a necessidade do 
ensino, da pesquisa e da assistência da interconexão entre saúde, 
espiritualidade e religiosidade na educação médica. Método: 
Revisão narrativa da literatura realizada em 2018 a partir das 
publicações existentes nas bases de dados MEDLINE (via 
PubMed) e LILACS (via BVS). Resultados: Descrevendo o 
panorama dos estudos que demonstram os efeitos positivos 
das práticas espirituais e religiosas na saúde física e mental dos 
indivíduos, o artigo evidencia que sua incorporação às demais 
terapias poderia incrementar o enfrentamento e a evolução 
clínica em inúmeras doenças. Conclusão: No entanto, pesquisas 
com desenhos apropriados devem ser realizadas para diferenciar 
o efeito terapêutico específico das intervenções espirituais e 
religiosas do efeito terapêutico não específico ou efeito placebo 
que o simbolismo espiritual e religioso desperta no psiquismo 
dos pacientes.

Descritores: Assistência integral à saúde; Medicina integrativa; 
Terapias complementares; Espiritualidade; Religiosidade; 
Terapias espirituais; Educação médica.
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INTRODUCTION

Since ancient times, all civilizations and cultures 
have been trying to understand their spiritual 

essence, their place of connection with the divine, the 
meaning of life and the mystery of death. The so-called 
soul or spirit represents the hope of the continuity of being 
and its life of relationships after the carnal mind, and it has 
an important role in the doctrines of different religions and 
philosophies1. 

At the same time, secular vitalist medical rationalities 
have contributed to broaden the understanding of the health-
disease process, considering non-material factors (vital 
force, mind, soul and spirit, among others) as possible 
causes of human illness, and correlating subjective 
manifestations of individuality (thoughts, feelings and 
emotions) to alterations in physiological systems2.

According to Koenig3, an important researcher 
of the interconnection between health, spirituality and 
religiosity, “religion, medicine, and healthcare have been 
related in one way or another in all population groups since 
the beginning of recorded history. Only in recent times have 
these systems of healing been separated, and this separation 
has occurred largely in highly developed nations; in many 
developing countries, there is little or no such separation”.

In 1946, the Constitution of the World Health 
Organization (WHO) defined health as “a state of complete 
physical, mental and social well-being and not merely the 
absence of disease or infirmity”4. In 1999, an amendment 
to this Constitution included the spiritual aspect in the 
multidimensional concept of health: “health is a dynamic 
state of complete physical, mental, spiritual and social well-
being and not merely the absence of disease or infirmity”5.

Endorsing this definition, several studies show that 
spiritual and religious involvement is positively associated 
with physical and, mainly, mental health indicators. In this 
context, religiosity and spirituality are related to lower rates 
of suicide, depression, anxiety and use of illegal substances; 
better recovery in cases of depression; and greater well-
being; among other benefits that characterize these aspects 
as sources of strength and resilience for patients, including 
those with severe mental disorders6,7.

In view of this evidence, the World Psychiatric 
Association8 and other psychiatric institutions, such 
as the Royal College of Psychiatrists9, the American 
Psychiatric Association10 and the Associação Brasileira 
de Psiquiatria11, started recommending the inclusion of 
religiosity and spirituality in clinical practice and medical 
training.

Valuing the spiritual and religious aspects of 
individuality in mental health care, the American 
Psychiatric Association included “Spiritual and Religious 

Issues” as a new diagnostic category in the fourth edition of 
the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV)12,13, justifying the evaluation of religious and 
spiritual experiences as part of psychiatric investigation, 
without necessarily judging them as psychopathological. 
In this context, spirituality and religiosity are considered 
important factors in clinical care and health promotion. 
Therefore, they must be incorporated into teaching, 
research and assistance activities in the academic medical 
curriculum. 

In line with the growth of medical education 
in Complementary and Integrative Health Practices 
(CIHPs), such as homeopathy and acupuncture14-16, which 
expand the understanding of the illness process and 
improve the treatment of diseases according to vitalist 
anthropological conception1,2, the dissemination of other 
philosophical-spiritual approaches could also contribute 
to the understanding and treatment of the patient/disease.

Similarly, due to the growing importance of the 
correlation between health, spirituality and religiosity, 
doctors and other health professionals must be prepared to 
address the spiritual and religious demands of their patients. 
For this, they should acquire information and engage in 
training on the various aspects and approaches of this vast 
field of knowledge.

With this objective in mind, this narrative review 
proposes a global overview of teaching, research and 
assistance in this area, exemplifying the advances and 
limitations through the Spiritist Doctrine or Spiritism, as 
it is an ideological system of scientific, philosophical and 
religious nature that is spread worldwide and followed 
by 2% of the Brazilian population (around 3.8 million 
individuals), according to the latest demographic census17.

METHOD

This narrative review of the literature on the 
interconnection between health, spirituality and religiosity 
was elaborated using articles selected through a search 
of MEDLINE (via PubMed) and LILACS (via VHL) 
databases, using Health Sciences Descriptors (DeCS) 
and including articles published until June 30, 2018. 
The descriptors used and the search strategies with the 
respective results are described in Table 1. Full-text studies 
in English, Portuguese and Spanish were considered. After 
reading the abstracts, the studies were chosen according 
to their importance and scope in relation to the topics of 
interest. Although not indicated in the initial search filter, 
classic studies were included for their high standard content 
and authors.
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RESULTS

Table 1. Systematic search strategies in the databases until June 2018 and results obtained

Databases Descriptors used / Search strategies Results (articles)

MEDLINE
(via PubMed)

“health” AND “spirituality” 5466
“health” AND “spirituality” AND “medical education” 116
“health” AND “spirituality” AND “psychological adaptation” 1120
“health” AND “spirituality” AND “therapeutic use” 79
“health” AND “spirituality” AND “clinical trial” 88
“health” AND “spirituality” AND “psychophysiology” 16
“health” AND “spirituality” AND “placebo effect” 4
“health” AND “spirituality” AND “integral healthcare practice” 28
“spiritism” 28

LILACS
(via VHL)

“health” AND “spirituality” 356
“health” AND “spirituality” AND “medical education” 12
“health” AND “spirituality” AND “psychological adaptation” 15
“health” AND “spirituality” AND “therapeutic use” 7
“health” AND “spirituality” AND “clinical trial” 1
“health” AND “spirituality” AND “psychophysiology” 0
“health” AND “spirituality” AND “placebo effect” 0
“health” AND “spirituality” AND “integral healthcare practice” 4
“spiritism” 16

In the discussion of each topic of interest to 
the subject matter, the number of studies used was as 
follows: “medical education” (14 articles), “coping with 
health problems” (23 articles), “clinical implications in 
mental and physical health” (27 articles), “psychological 
and physiological mechanisms of action” (4 articles), 
“influence of the placebo effect” (29 articles), “integration 
in health care” (1 article), “contributions of Spiritism to 
the complementary treatment of diseases” (8 articles) and 
“scientific evidence on the efficacy of Spiritist therapy” 
(1 article). 

HEALTH, SPIRITUALITY AND RELIGIOSITY

According to researchers in the field3,18, the 
definitions for the terms ‘spirituality’ and ‘religiosity’ 
are very similar and overlap. Spirituality is defined as a 
personal search for understanding spiritual/existential 
questions (for example, the meaning of life and the mystery 
of death) and their relationships with the sacred and/or 
transcendent (God, Allah, Brahman and Buddha, among 
others denominations), and it is not necessarily related to 
the development of practices or the formation of religious 
communities. On the other hand, religiosity is understood 
as the practice of a religion, which is defined as a system 
of beliefs and activities carried out by a certain community 
and supported by rituals, practiced with the objective of 
coming into contact with the sacred and/or transcendent; 
in general, religions also have specific beliefs about life 
after death (also addressed by spirituality) and rules about 
conduct and relationships within a social group.

Several reasons justify the inclusion of spirituality/
religiosity (S/R) in teaching, research and health care: (a) 
a lot of patients have spiritual/religious beliefs and have 
needs in this area when they are ill; (b) spiritual/religious 
beliefs provide support for patients who face several 
distressing aspects (spiritual/religious coping); (c) spiritual/
religious beliefs and practices promote health and quality 
of life, being complementary to conventional treatments 
and reducing health costs; (d) the spiritual/religious beliefs 
of patients affect their decisions in relation to treatment, 
which may conflict with or influence their adherence; 
(e) spiritual/religious beliefs of doctors can influence the 
decisions they make and the type of care they provide to 
patients; (f) studies show that many patients would like 
health professionals to see them as whole persons and 
to include their spiritual/religious needs in the care they 
receive, which would bring significant benefits to their 
treatment; among other aspects3,19-23.

Regarding the acceptance of the beliefs of patients 
in routine health care, studies indicate that most physicians 
neglect their responsibility in this area24-26. Despite the 
historical correlation between mental health, spirituality and 
religiosity3, currently supported by modern psychiatry27, a 
national American (USA) survey found that the majority of 
the psychiatrists consulted rarely or never inquired about 
patients’ spiritual/religious issues; however, they did agree 
with the importance of the topic in the therapeutic context28. 
A similar attitude was observed in surveys carried out with 
psychiatrists from other countries, who considered ‘lack of 
time and training’ as the main obstacle to the incorporation 
of these issues into clinical practice29-31. 



137

Teixeira MZ. Interconnection between health, spirituality and religiosity: importance of teaching, research.

Similarly, a recent survey of 484 Brazilian 
psychiatrists members of the Associação Brasileira de 
Psiquiatria found that, even though most psychiatrists have 
a religious affiliation (67.4%), 55.5% did not inquire about 
their patients’ S/R. The main obstacles described were ‘fear 
of overstepping the role of the doctor’ (30.2%) and ‘lack 
of training’ (22.3%)32. 

Based on the Medical Code of Ethics (Chapter 
5, Article 31 and 32, for example)33, doctors claim that 
religious beliefs can generate conflict between their own 
conscience and that of the patient, disrespecting health 
care decisions made in advance by the patient. However, 
some health professionals and bioethics researchers have 
opposing positions: “Respect for the patient’s autonomy 
must include their religious values. These values must 
not be disregarded or belittled by others, in particular by 
health professionals, despite of their best and most sincere 
interests”. It is worth mentioning that “religious values 
can be a positive force for the comfort and recovery of 
patients if they are sure that they will be respected”34. This 
dilemma reinforces the importance of including activities, 
disciplines and debates on these topics in the education of 
health professionals and in the care of patients35,36.

As examples of this conduct, in the USA, the 
standards set by Medicare37 and by the Joint Commission 
on Accreditation of Healthcare Organizations38 require 
that providers of health care show respect for patients’ 
cultural and personal values, beliefs and preferences 
(including religious and spiritual beliefs). In view of this, 
if health professionals are unaware of those beliefs and 
preferences, they cannot show respect for them and adjust 
care accordingly3.

Thus, in addition to making these topics available 
to medical students39, health professionals must integrate 
these contributions in semiology and conventional 
clinical propaedeutics, through brief spiritual histories 
or anamneses3,40-42, with the objective of expanding the 
understanding of human illness, improving the doctor-
patient relationship and promoting well-being. In addition, 
the incorporation of spiritual/religious practices into 
conventional therapy could increase the resolution of 
modern illnesses and reduce health care costs6,7, as we will 
see in detail below.

Medical education in spirituality and health (S/H)

Several studies point out the benefits of including 
the theme ‘spirituality and health’ (S/H) in the curricula 
of medical schools43-47, as well as in other health-related 
courses48,49. 

A global survey on spirituality in medical education50 
showed a predominance of the subject in the USA over 
other countries. In 1994, only 13% of medical schools in 
the USA offered curricular activities related to spirituality; 
in 1998, this number reached 31% and, in 2004, 67% of 

medical schools offered these activities. In 2008, 67% of 
American medical schools continued to offer activities 
related to spirituality, and 75% of those occurred as a regular 
practice51. In 2010, a national survey indicated that 90% of 
medical schools in the United States had activities related 
to S/H, 73% of those with content in required courses 
addressing other topics, such as Complementary and 
Integrative Health Practices (CIHPs) or Complementary 
and Alternative Medicine (CAM), and 7% with a required 
course dedicated specifically to the topic52.

In the United Kingdom, a survey answered by 53% 
of the medical schools consulted showed that 59% of these 
institutions provided some form of teaching on spirituality. 
The inclusion of these activities occurred in the form of 
lectures, group discussions, patient interviews, follow-up 
with chaplains and specific readings53.

In Brazil, a survey54 answered by 47.7% of the 
medical schools consulted indicated that only 10.5% offered 
courses on S/H and 40.7% had courses or some content 
on S/H. Only two schools offered courses that involved 
practical training and three schools had courses that taught 
how to take a spiritual anamnesis. Most medical school 
directors (54%) believed that S/H should be taught in 
their schools. According to this same survey, the curricular 
content of these courses was quite heterogeneous and 
addressed diverse topics: aspects intrinsic to different 
religions and philosophies, CIHPs or CAM, interface 
between quantum physics and health, among others. 

With the objective of expanding academic education 
by including themes related to S/H, three methodological 
proposals for the implementation of this process with 
health professionals are suggested55: a) “composition 
of disciplines in the curriculum in such a way that the 
interrelationships between S/H are included in the training 
of health professionals”; b) “offer of extension courses 
and other possibilities, such as internships, that can be 
used as complementary activities, as provided for in the 
National Curriculum Guidelines for Higher Education”; c) 
“intersectional approach, in which the components of the 
curriculum address educational practices focused in aspects 
related to spirituality and its relationship with health”.

In addition to medical undergraduate courses, 
courses on S/H are also offered in medical residency 
programs (palliative care, psychiatry, internal medicine 
and family medicine) in the USA, Canada and Europe50, 
providing residents with improved doctor-patient 
relationship, broader understanding of the spiritual needs 
of patients and increased job satisfaction56.

Use of spirituality/religiosity (S/R) in coping with health 
problems

Spirituality and religiosity (S/R) can help patients 
in their psychological adaptation or coping with health 
problems. Several studies show that spiritual/religious 
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coping helps people to deal with a variety of chronic 
diseases and stressful situations: chronic pain, kidney 
diseases, diabetes, lung diseases, cancer, hematologic 
diseases, cardiovascular diseases, neurological disorders, 
HIV/AIDS, systemic lupus erythematosus, irritable bowel 
syndrome, musculoskeletal disorders, psychiatric disorders, 
end-of-life care and post-traumatic stress, among others3.

Studies have shown that spiritual/religious coping 
is associated with lower levels of discomfort, anxiety, 
hostility and social isolation among cancer patients57-61; in 
addition, it also assists family caregivers62,63. Characteristics 
related to spiritual/religious beliefs or convictions, such as 
hope, optimism, absence of regret and life satisfaction, are 
also associated with better adaptation among individuals 
diagnosed with cancer.

The type of religious coping can also influence 
the quality of life of patients. Studies with patients with 
advanced cancer show that positive religious coping 
(such as ‘benevolent religious appraisals’) is associated 
with better quality of life and greater psychological and 
existential well-being. In contrast, negative religious coping 
(such as ‘anger at God’) decreases quality of life and 
psychological and existential well-being64,65 and increases 
suicidal ideation66. A study with patients diagnosed with 
cancer over the course of 5 years found that spirituality 
was associated with less distress and better quality of life, 
regardless of the perceived life threat; spiritual/existential 
well-being was found to be the main contributor67.

Spiritual/existential well-being, understood as a 
‘sense of meaning for life and inner peace’68, is directly 
associated with the ability of cancer patients to continue 
enjoying life, despite high levels of pain or fatigue. Studies 
with cancer patients indicate that spiritual/existential well-
being is inversely related to anxiety and depression69-71 
and directly related to physical and mental health72. On 
the other hand, measures of religiosity are not related to 
depression71,73, or may predict an aggravation of the disease, 
particularly in cases where spiritual/existential well-being 
is low74,75.

Research in pediatric patients reveals that spirituality 
is an important part of children’s lives, and that it often goes 
deeper than religiosity in the understanding of the context 
and purpose of chronic diseases, suggesting that spiritual 
beliefs help these patients to cope with disease76,77. In short, 
positive religious involvement and spirituality seem to be 
associated with an improvement in health and a longer life 
expectancy, even after controlling for other variables such 
as lifestyle and social support78.

Influence of S/R on mental and physical health: scientific 
research and clinical implications

As previously mentioned, spiritual/religious 
practices and beliefs are commonly used by patients 
and doctors coping with illnesses and other stressful 

life changes. A large body of research shows that people 
with higher levels of S/R are healthier and can adapt 
better to mental and physical disorders that may affect 
them, compared to those with lower levels of S/R. These 
possible benefits for mental and physical well-being have 
physiological consequences that, in turn, have an effect 
on health, on the risk of contracting diseases and on the 
response to treatments. Several qualitative and quantitative 
studies analyzed in systematic reviews and meta-analyzes 
describe these scientific evidences.

In a general and broad systematic review (1872-
2010), Koenig3 analyzed studies on S/R and their clinical 
implications in a variety of mental and physical disorders 
and diseases. The results of this review are described, with 
the addition of other recent reviews.

Influence of S/R on mental health

Around 80% of the studies on S/R address the area of 
mental health. Therefore, there are many general systematic 
reviews on the subject available in the literature6,79-84.

Analyzing studies of high methodological quality 
(score ≥ 7; 0-10 scale), Koenig3 describes the relationships 
between S/R and the development of various mental 
disorders and diseases: depression (178 studies, inverse 
relationships were reported in 68% and direct relationships 
in 7%), anxiety (67 studies, inverse relationships in 55% 
and direct in 10%), suicide (49 studies, inverse relationships 
in 80% and direct in 4%), schizophrenia and psychotic 
disorders (7 studies, inverse relationships in 29%, direct 
in 29% and mixed in 29%), bipolar disorder (2 studies, 
inverse relationships in 50% and mixed in 50%), substance 
abuse (alcohol, 145 studies, inverse relationships in 90% 
and only 1 study with a direct relationship; cigarette, 83 
studies, inverse relationships in 90%; other drugs, 112 
studies, inverse relationships in 86% and direct in only 1 
study), sexual behavior (50 studies, inverse relationships in 
84%), crime/delinquency (60 studies, inverse relationships 
in 82% and direct in only 1 study), marital instability (38 
studies, inverse relationships in 92%), among others.

Other reviews described similar inverse relationships 
with the following disorders: suicide85, schizophrenia and 
psychotic disorders86,87, chemical dependency88-91, eating 
disorders92 and post-traumatic stress93, among others. 
On the other hand, recent studies have also described 
direct (negative) relationships between S/R and anxiety94, 
personality disorders95 and delusions/hallucinations96.

Influence of S/R on physical health

According to Koenig3, there is a growing body 
of evidence proving that stress and negative emotions 
(depression and anxiety, for example) have adverse 
effects on physiological systems vital for the maintenance 
of physical health and healing of diseases; increase 
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susceptibility to or worse outcomes from a wide range of 
illnesses; and may shorten life expectancy. On the other 
hand, social support has been recognized as a protective 
factor against diseases and conducive to increased 
longevity. By reducing stress and negative emotions, S/R 
involvement also increases social support, positively affects 
life, health habits and behaviors, and has a favorable impact 
on several physical diseases and the response of those 
diseases to treatment.

Analyzing studies of high methodological quality 
(score ≥ 7; 0-10 scale), the author3 describes the associations 
between S/R and physical disorders or diseases: coronary 
heart disease (13 studies, inverse associations in 69% and 
direct in only 1 study), cardiovascular functions (16 studies, 
inverse association in 69%), hypertension (39 studies, 
inverse association in 62%), cerebrovascular diseases (9 
studies, inverse association in 44%), Alzheimer’s disease 
and dementia (14 studies, inverse associations in 57% and 
direct associations in 21%), immune function (14 studies, 
inverse association in 71%), susceptibility to infection (12 
studies, inverse association in 70%), endocrine function (13 
studies, inverse association in 69%), cancer (20 studies, 
inverse association in 60%), pain (18 studies, inverse 
association in 50% and direct in 20%) and mortality (63 
studies, inverse association in 57% and direct in 5%), 
among others. 

Other systematic reviews have described similar 
inverse associations with cancer97, HIV/AIDS98, amyotrophic 
lateral sclerosis99, chronic pain100 and mortality101-103. The 
effects on longevity were stronger among individuals who 
regularly attended religious services, with an average 
increase of 37%, which corresponds to the effects of statins 
and physical rehabilitation after myocardial infarction3.

Mechanisms of psychophysiological action of the E/R 
binomial in health promotion

In general, as primary mechanisms of action, 
studies describe that S/R involvement increases positive 
emotions (well-being, happiness, hope, optimism, self-
esteem, meaning, purpose and sense of control over life, 
among others) and consequent attitudes (humility, altruism, 
compassion, empathy, kindness, gratitude and forgiveness, 
among others), which help to neutralize negative 
counterparts, improving quality of life and providing 
resources to deal with external adversities (difficult and 
stressful conditions) and internal adversities (genetic 
predisposition or vulnerability to mental and physical 
disorders). In addition to these psychological and emotional 
aspects, most religions have rules and regulations on life 
habits (healthy habits, no addictions, practice of prayer and 
meditation, among others) and social relationships, which 
protect individuals from possible disorders and stressful 
events, and provide group support in difficult times3.

As a secondary mechanism of action, positive 

emotions arising from spiritual/religious practices 
influence health and can affect several physiological 
systems (neurological, immune, endocrine, metabolic and 
cardiovascular, among others) and their mediators3,104-106.

In the central nervous system (CNS), S/R increases 
activity in the frontal cortex, cingulate gyrus and thalami, 
and decreases activity in the superior parietal cortex, which 
contains the primary somatosensory area. Increased activity 
in the frontal cortex is related to the focused attention 
required for prayer and meditation, while the decreased 
activity in the parietal cortices reflects the loss of a “clear, 
consistent cognition of the physical limitations of the 
self”, which can result in subjective reports of “unity with 
God”105. 

The meditative state also increases serum levels 
of neurotransmitters, influencing spiritual awareness and 
producing mystical experiences. In addition to the areas 
of the brain previously mentioned, S/R involvement can 
activate brain structures involved in the regulation of 
autonomic nervous system functioning, reducing stress, 
anxiety and panic. In the prefrontal cortex, S/R can regulate 
dopamine levels and imbalances, such as Parkinson’s 
disease, while dopaminergic disorders can influence S/R. 
Dopaminergic neurons also have a regulatory influence 
on the hypothalamic, autonomic and endocrine systems105. 

Given the bidirectional relationship between the 
CNS and the immuno-endocrine system, S/R involvement 
increases the immune response and decreases response to 
stress. In the cardiovascular system, it changes regional 
blood flow and glucose metabolism, reducing coronary risk, 
which is quantified in the reduction of C-reactive protein 
and fibrinogen105. 

In a systematic review, Hulett and Armer106 analyzed 
studies on the effects of spiritually-based interventions on 
neuroimmunological outcomes in breast cancer patients, 
and quantified the changes according to biomarkers: yoga (↓ 
cortisol, IgA, IL-1, IL-1b, IL-6 and TNF-α; ↑CD56); guided 
imagery (↓ IL-1b; ↑IL-2, NK e CD4+/CD8+); mindfulness 
(↓cortisol, IL-4, IL-6, IL-10; ↑IL-2, NK, Th1/Th2, CD4+/
CD8+ and interferon-gamma); among others.

Influence of the placebo effect on the outcomes of S/R 
on health

Etymologically, the term ‘placebo’ originates from 
the Latin placeo, placere, which means ‘please’. The 
placebo effect is related to the improvement of symptoms 
and/or physiological function in response to supposedly 
non-specific and apparently inert factors. This effect can 
be attributed to the ‘symbolism’ that the therapy exerts on 
the psyche of individuals. In addition to the aspects related 
to the placebo intervention, other non-specific factors can 
also have positive effects on the response, such as: therapist-
patient relationship, verbal suggestion, expectations of 
improvement and belief in treatment, among others107-109. 
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The systematic performance of randomized 
controlled trials (RCTs) in the last decades, with the objective 
of evaluating the efficacy of several treatments, found 
significant improvements in control groups, highlighting 
the importance of the placebo effect. Meta-analysis that 
assessed the placebo response (% improvement) in RCTs 
of isolated diseases found placebo effects on ulcerative 
colitis (26.7%)110, Crohn’s disease (19%)111, irritable bowel 
syndrome (40%)112, major depression (29.7%)113, bipolar 
disorder (31.2%)114, chronic fatigue syndrome (19.6%)115 
and migraine (21%)116, among others. A re-analysis of 
general systematic reviews showed that the placebo effect 
is relatively large and robust for ten clinical conditions 
(pain, obesity, asthma, hypertension, insomnia, nausea, 
depression, anxiety, phobia and smoking)117.

Among the main psychological mechanisms of the 
placebo effect, unconscious conditioning and conscious 
expectation stand out118-120. In unconscious conditioning, 
the placebo response appears after repeated associations 
between sensory stimulus (type of treatment, color or 
shape of pills, among others) and effective treatment 
interventions (red morphine pill for pain treatment, for 
example). According to behaviorist principles, after the 
placebo intervention, the sensory stimulation triggers an 
automatic response similar to the effective treatment121,122. 

Including faith and belief in therapy, whatever 
it may be, the conscious expectation of improvement 
with a given intervention has an essential role in the 
placebo response and can be increased by positive 
verbal suggestions123. Studies indicate that unconscious 
conditioning and conscious expectation are adjunct and 
synergistic mechanisms of the placebo effect, as they act 
in different neurophysiological systems124,125.

According to Fricchione and Stefano126, thalamic 
sensory input induced by the expectation of active 
improvement activates the prefrontal cortex, stimulating 
the release of endorphins in the brain opioid system and 
the release of dopamine in the ventral tegmentum of the 
midbrain, a region originating from the mesolimbic-
mesocortical dopaminergic system, which projects the 
stimulus to dorsal and ventral striatum. Thus, positive 
expectations increase the release of neuromodulators 
in brain areas responsible for movement, pleasure and 
physical or psychological pain, generating a placebo 
effect in Parkinson’s disease, depression and pain 
disorders, respectively. On the other hand, stimulation 
of the mesolimbic-mesocortical dopaminergic system 
also modifies the stress response controlled by the 
hypothalamic-pituitary-adrenal and the amygdala-lateral 
hypothalamus-locus coeruleus axes, leading to placebo 
response in many psychosomatic disorders (hypertension, 
angina, inflammatory bowel disease and asthma, among 
others).

In depression, the placebo effect induces responses 
similar to antidepressants, with an increase in the release 

of the neurotransmitter serotonin in the prefrontal cortex, 
parietal cortex, anterior cingulate, posterior cingulate and 
posterior insula, and decreased serotonin in the thalamus, 
parahippocampus and subgenual cingulate127-129. 

As previously mentioned105, studies suggest that 
spiritual experiences and practices involve a variety of 
neural systems that can induce neurophysiological effects 
similar to those involved in the placebo response. As in 
the placebo effect, the symbolism exerted by spirituality 
on the patient’s faith, belief or conscious expectation 
indicates a possible mechanism of action of spiritual 
interventions and is considered a global and fundamental 
psychological concept that can explain the psychological 
and physiological mechanisms involved in the effects of 
S/R on health130-132.

Therefore, in spiritual practices, the placebo 
effect can be associated with significant and impactful 
therapeutic effects, which must be valued in the clinical 
responses observed, so that specific effects of the different 
interventions can be distinguished from the non-specific 
effects generated by their symbolism133,134. 

Fundamental aspects for the integration of S/R in 
health care

According to Koenig3, health professionals should 
be aware of the reasons for integrating S/R into patient care, 
familiar with the existing scientific evidence and trained to 
do this in a sensitive and routine manner. Regardless of any 
specific training of students and health professionals, some 
basic aspects should be observed so that spiritual issues can 
be addressed in an ethical and natural way in daily clinical 
practice and patient care.

Among these aspects, the author highlights that 
the health professional should: take a brief spiritual 
history and document it in the patient’s medical record, 
so that other professionals can know about it; respect the 
patients’ spiritual/religious beliefs uncovered during the 
spiritual history, without prejudice or criticism; conduct 
a spiritual history or contemplate a possible spiritual/
religious intervention always in an impartial way, centered 
on the patient’s will, avoiding any coercion or imposition 
of personal beliefs (or lack of belief); if the patient requests 
spiritual/religious interventions, confirm that their needs 
have been addressed and observe the evolution of their 
health status; among others.

In conclusion, Koenig3 reiterates that “health 
professionals should learn about the beliefs and practices 
of different spiritual and religious traditions that relate to 
healthcare, especially the faith traditions of patients they 
are likely to encounter in their particular country or region 
of the country”, as these “will have a direct impact on the 
type of care being provided, especially when patients are 
hospitalized, seriously ill or near death”.

Following this indication, we will describe the 
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beliefs and practices of the spiritist doctrine or spiritism 
that relate to health care and health promotion, in view of 
the importance of this spiritual/religious approach in our 
environment. Serving as a synthesis of the knowledge on 
Spiritism that should be provided to health professionals, 
similar contents of other spiritual and religious traditions 
should be part of their training and/or specialization.

SPIRITIST DOCTRINE OR SPIRITISM

The spiritist doctrine or spiritism is a scientific, 
philosophical and religious doctrine that emerged in France 
in the middle of the 19th century, based on the studies 
and observations of the French educator Hippolyte Léon 
Denizard Rivail, also known by the pseudonym of Allan 
Kardec (1804-1869).

Kardec initially dedicated himself to the study of 
magnetism and scientific investigation of the so-called 
‘table-turning’, events in which the movement of tables 
and other objects without human interference was observed. 
Then, Kardec became interested in other paranormal 
events or anomalous experiences and noted that many of 
them were not ‘pathological’, but rather events caused 
by disincarnate spirits or invisible intelligences that used 
individuals (‘medium’, from Latin ‘intermediate’) endowed 
with a particular feature (‘mediumship’ or ‘ability to 
mediate’) to manifest themselves in the corporeal world135. 
It is worth mentioning that several experiments demonstrate 
the existence of these paranormal events, spiritual 
experiences, altered states of consciousness or anomalous 
experiences135-140, which are the focus in national141,142 and 
international research centers143.

After systematically studying hundreds of 
mediums and their various manifestations and comparing 
and analyzing the information obtained (premises of 
experimental and scientific methods), Kardec recognizes 
mediumship as a peculiar and inherent characteristic of the 
human being, a property evidenced in modern neurological 
studies144-147. He classified mediumistic phenomena 
according to their effects: a) of material, physical or 
objective effects, in which the medium has a passive 
participation in the phenomenon, only providing the fluidic 
body or ectoplasm* so that it can occur (materialization, 
transfiguration, levitation, apport, direct voice, direct 
writing, typtology and sematology, among others); b) 
of intelligent or subjective effects, in which the medium 
actively participates in the phenomenon, capturing and 
transmitting aspects and content from the spiritual plane 
through his own sensitive ability (intuiton, clairvoyance, 
clairaudience, psychography and psychophony, among 
others).

According to spiritism, mediumship is a psychic 
faculty that can be manifested in less or more intense 
manners and through a significant variety of types of 
manifestations. Kardec used mediums and their respective 
mediumships, mainly those related to phenomena of 
intelligent effects, to capture the knowledge transmitted 
by disincarnate spirits or invisible intelligences. This 
was an investigative and systematic method that allowed 
structuring a broad doctrine that addresses several scientific, 
philosophical and religious aspects of humanity. 

As a result of Kardec’s questions and dialogues 
with spirits or spiritual entities of high hierarchy, the 
spiritist codification is based on five fundamental works: 
The Spirits Book (1857)148, which addresses the spiritist 
philosophy or the principles of the spiritist doctrine; The 
Book on Mediums (1859)149, on experimental spiritism or 
mediumship; The Gospel According to Spiritism (1863)150, 
which addresses ethical and moral maxims of christianity 
according to spiritism and its applications to different 
circumstances of life; Heaven and Hell (1865)151, on Divine 
Justice according to spiritism; and The Genesis, Miracles 
and Premonition According to Spiritism (1868)152, which 
addresses the spiritist view of these biblical concepts.

A doctrine based on the existence, manifestations 
and teaching of spirits, spiritism seeks to integrate science, 
philosophy and religion to the understanding of the reality 
around us, providing explanations on topics that are 
difficult to understand, at least according to materialist 
perspectives, such as: cause and origin of human suffering 
according to the law of karma or the law of cause and effect; 
immortality and moral and intellectual evolution of spirits 
through successive reincarnations; plurality of inhabited 
worlds; existence of spiritual planes for disincarnate spirits; 
possibility of communication between disincarnate and 
incarnate spirits through mediumship; triple nature of 
human beings (spirit/perispirit/substantial unity between 
physical body and vital principle); spiritual, psychological 
and emotional causes of physical and mental illnesses; 
influence of spiritual/religious beliefs and practices in 
coping with diseases and health promotion; among others.

Contributions of spiritism to the complementary 
treatment of physical and mental diseases

Spiritism is the third most common religion in 
Brazil (behind only catholicism and protestantism) and 
its therapies have been used by millions of people around 
the world as adjunct and complementary treatment of 
various physical and mental illnesses. These therapeutic 
practices include prayer, laying on of hands (passes or fluid 
therapy), fluidic or magnetized water, practice of charity/

* The term ‘ectoplasm’ (from the greek ektós, ‘outside’, and plasma, ‘mold’ or ‘substance’: substance or plasma exteriorized from the body) was introduced 
in parapsychology by the physiologist Charles Richet (Nobel Prize in Physiology or Medicine in 1913) to denote a whitish substance exteriorized from 
the body of certain individuals with special characteristics (sensitive or mediums), which allows the occurrence of paranormal events.
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volunteering, spiritual education (incorporation of ethical 
and moral values) and disobsession (spiritual liberation)153. 

Spiritism includes a ‘spiritual’ origin for 
mental disorders, in addition to the well-known social, 
psychological and biological factors. Originated from 
past incarnations and negative influences of disincarnate 
spirits with whom the patient was associated in the past, 
this spiritual cause is called ‘obsession’ or ‘possession’ and 
is the result of the psychic interference of these spiritual 
entities in the physical and mental health of incarnate 
people. To dissolve this association between incarnate and 
disincarnate spirits (spiritual liberation), Spiritism uses 
disobsession as a spiritual therapy154. 

In Brazil, as well as in other countries, the tendency 
to consider anomalous experiences of trance and obsession 
as pathological disorders is historical. In the second half 
of the 20th century, Brazilian psychiatrists classified 
these experiences as symptoms of mental disorders155. 
More recently, specific diagnostic criteria and protocols 
have been developed to help differentiate pathological 
manifestations from healthy and culturally accepted 
spiritual manifestations138,156, bringing a new understanding 
to these experiences. However, health professionals do not 
receive adequate training to deal with the spiritual aspects 
of their patients, including these anomalous experiences 
of trance and obsession. Such training could help avoid 
incorrect diagnoses and iatrogenesis139.

Over the course of the 20th century, dozens of 
Spiritist psychiatric hospitals have appeared in Brazil. These 
hospitals seek to integrate conventional medical treatment 
and complementary spiritual or Spiritist therapy, with their 
own operational structure that involves health professionals 
and spiritual therapists. A study on this approach conducted 
in six important Brazilian spiritist psychiatric hospitals 
concluded that, although spiritual therapies are provided to 
those who are interested, the lack of standardized treatment 
protocols and scientific studies that prove the effectiveness 
of the approach remains a barrier to evaluate the impact 
of this integrative and complementary Spiritist treatment 
on mental health, quality of life, adherence and perceived 
quality of treatment157.

Another study158 assessed the characteristics of the 
spiritual treatment offered in spiritist centers in the city of 
São Paulo, with the objective of understanding how physical 
and mental health problems were addressed. Among the 365 
spiritist centers that received the questionnaire, 55 (15.1%) 
were included in the final analysis. There was a mean of 
261 people per week attending spiritual sessions in each 
center, totaling approximately 15,000 participants per week 
in the analyzed sample. The most common complementary 
spiritual treatment was disobsession (92.7%); the least 
common was spiritual surgery, present in only 5.5% of 
centers. The most frequent health problems reported by 
the participants were depression (45.1%), cancer (43.1%) 
and diseases in general (33.3%).

With the objective of describing the model of 
spiritual care for depression offered in Spiritist centers, 
Lucchetti et al.159 carried out a descriptive study of the 
activities developed at the Spiritist Federation of the State 
of São Paulo (FEESP). The researchers visited the spiritual 
intervention sections, observed the therapies provided, 
listened to the spirits’ communication and interviewed two 
patients. The assistance consisted of a 90-minute spiritual 
treatment session, which included lectures on spiritual 
education, disobsession, passes and individual advising on 
moral and ethical conduct. Both patients reported remission 
of depression during the interviews.

Therapeutic efficacy of complementary spiritist 
treatment: scientific evidence

With the objective of proving the therapeutic 
efficacy of the different integrative and complementary 
spiritist treatments, Lucchetti et al.153 conducted a 
systematic review of scientific literature, selecting studies 
with the best methodological quality according to inclusion/
exclusion criteria and to the Newcastle-Ottawa and Jadad 
score scales.

Due the low methodological quality of the 1,998 
studies available, only 50 articles met the minimum 
selection criteria and were included in the final analysis: 
prayer (6/467), laying on of hands (11/288), fluid therapy 
(2/16), volunteering (10/283), disobsession (0/49) and 
spiritist education (21/961). It is worth noting that studies 
on volunteering describe the influence of the practice of 
brotherly love and charity on physical and mental health, 
while those related to spirit education highlight the impact 
of a virtuous life, based on moral values and positive 
emotions and attitudes, on health outcomes.

According to the authors153, there is moderate to 
strong evidence that volunteering and spiritist education 
are linked to better health outcomes. Furthermore, laying 
on of hands and prayer also seem to be associated with 
positive results. However, the authors did not find studies 
of high methodological quality that evaluated the efficacy 
of fluid therapy and disobsession, even though these are 
the most common complementary spiritist treatments in 
spiritist centers (more than 90% of cases). 

CONCLUSION

With this review, we sought to highlight the 
influence of S/R on physical and mental health and to 
describe the global overview of teaching, assistance and 
research in the area. Given the clinical importance of this 
phenomenon, doctors and other health professionals at 
all levels of education and care should be aware about its 
various aspects.

A number of reasons support this proposal, such as 
patients’ beliefs and their demands in coping with diseases, 
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complementation of responses to conventional treatments 
and reduction of health costs, among others. In the field 
of bioethics, the autonomy of patients extends to their 
spiritual and religious values, which must be respected both 
in relation to the conduct and therapies proposed by health 
professionals and to their requests for complementary 
interventions in the area.

Studies in several countries demonstrate the 
benefits of including the topic of S/H in the training of 
doctors, nurses and other health professionals, observing 
the increasing inclusion of such subject in undergraduate 
and graduate courses and medical residency, in addition 
to extension courses, internships with practical training, 
informative lectures and other teaching-learning modalities. 

In the field of research, studies indicate that S/R involvement 
helps patients deal with a variety of illnesses and stressful 
situations, such as chronic pain, anxiety, depression, 
substance abuse, cancer and end of life, among others.

However, considering the evident non-specific 
therapeutic effects (placebo effect or response) produced 
by spiritual and religious symbolism in the patients’ 
psyche, studies with appropriate designs on all spiritual and 
religious interventions used regularly in health promotion 
should be carried out, so that specific therapeutic effects 
can be differentiated from improvements related to faith, 
belief or positive expectations, allowing to quantify the 
efficacy and effectiveness of such practices on different 
health conditions.
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