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PEER REVIEWED

Spirituality, often defi ned as the search for meaning 
and connection beyond the self, is a fundamental 
dimension of human experience that has been histor-
ically overlooked in psychiatric practice. (However, 
recent editions of the DSM have acknowledged the 
relevance of religious and spiritual aspects in clinical 
practice. The inclusion of “Religious or Spiritual 
Problem” [V62.89] acknowledges that such concerns 
may warrant clinical attention, even though they do 
not constitute a mental disorder. This designation 
emphasizes the importance of addressing these 
issues within the cultural context of the patient’s 
identity, faith, and values.) Traditional psychiatric 
models have primarily focused on symptom man-
agement and functional restoration, often neglecting 
deeper existential concerns that can signifi cantly 
impact mental health. However, emerging evidence 
suggests that integrating spirituality into psychiatric 
care can enhance therapeutic outcomes and promote 
holistic healing.

Although spirituality is often associated with 
religiosity, it is important to distinguish between the 
2 concepts. Religiosity is characterized by specifi c 
beliefs, practices, and commitments to organized 
religions. It often involves adherence to doctrines, 
rituals, and a structured approach to worship that 
nurtures a sense of belonging within a group. Reli-
gious communities serve as vital support networks, 
alleviating feelings of isolation and loneliness 
through shared beliefs and social interactions. 

Conversely, spirituality presents as a more individ-
ualized journey, focusing on the search for meaning 
and purpose. It transcends the confi nes of religious 
frameworks, allowing for a broader exploration of 
personal beliefs and experiences. While spirituality 
may include elements associated with religion, such 
as a connection to a higher power or an existential 
understanding of existence, it ultimately emphasizes 
individual interpretation and personal growth.

The relevance of spirituality in psychiatry is partic-

ularly evident in several DSM-5 diagnoses, as many 
patients with psychiatric disorders grapple with 
existential questions about suff ering, mortality, and 
purpose. For example, individuals with persistent 
depressive disorders often experience guilt, existen-
tial hopelessness, and loss of faith—where a belief in 
a higher power or a renewed sense of purpose can 
serve as a source of hope.1 Similarly, those with pro-
longed grief disorder may fi nd comfort in spiritual 
beliefs about an afterlife, which can facilitate alleged 
connections with deceased loved ones and provide 
a structured approach to processing grief through 
prayer or ritual. Spirituality also plays a critical 
role in the psychological and psychiatric support of 
patients with terminal illnesses coping with pain and 
fear related to their mortality. 

The intersection of spirituality and posttraumatic 
stress disorder is also a signifi cant area of study, as 
trauma often compels individuals to confront pro-
found existential questions. Many individuals turn to 
spirituality to fi nd meaning, which can facilitate the 
healing process. Research indicates that spirituality 
and religion can play an important role in helping 
individuals cope with overwhelming events, trauma, 
medical and health challenges, loss, and grief.2

Recognizing spirituality as an essential compo-
nent of holistic care encourages clinicians to explore 
its role in their patients’ health and mental health 
journeys. Integrating discussions on spirituality in 
therapy can help individuals articulate their beliefs 
and values, facilitating deeper self-understanding 
and connections with others. This facilitates mean-
ing-making and supports posttraumatic growth by 
empowering individuals to reframe their experiences 
in ways that promote healing and resilience.3

Meaning and Existential Well-Being: 
Lessons From Spiritual Experiences
The intricate relationship between meaning and 
psychiatric disorders is essential for understanding 
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mental health and well-being. Researchers have 
examined the link between existential distress 
and spiritual growth and how this dynamic can 
either foster or hinder well-being.4-6 Studies indi-
cate, for example, that a strong sense of meaning 
is associated with greater life satisfaction and 
happiness, as well as with lower levels of psycho-
logical distress and depression.7,8

This quest for meaning is deeply influenced by 
the contemplation of mortality and how individ-
uals address death and dying. An individual’s 
perception of mortality can significantly impact 
self-esteem, agency, interpersonal relationships, 
and spiritual well-being—all of which contribute 
to an overall sense of meaning.9 Importantly, 
mortality awareness can have both negative and 
positive consequences, depending on how indi-
viduals approach death: whether driven 
by fear and denial or by a willingness to 
confront and accept mortality.

When driven by fear and 
denial—generated by the knowledge 
of one’s inevitable death— individuals 
seek meaning and security by embrac-
ing what cannot die, such as religious 
beliefs, social values, and personal 
legacies.10 This approach, known as ter-
ror management theory, suggests that 
individuals cling to cultural worldviews 
that are imbued with value and that 
become abstract or symbolic represen-
tations of the self, with the promise that these 
worldviews can provide a sense of meaning and 
order in an often chaotic existence. 

Central to terror management theory’s frame-
work is the understanding that these worldviews, 
dimensions of which include religion, serve as 
psychological buffers against the distress that 
comes from the awareness of death. By internal-
izing worldviews and living up to their expecta-
tions, individuals gain self-esteem and a sense of 
belonging within their communities.11 Individuals 
engaged in this fear/denial–based process can 
become quite defensive and biased in their think-
ing about themselves and others, as they can view 
any threat to an existing worldview (ie, a religion 
different from theirs) as existentially damaging. 

However, awareness of mortality does not 
necessarily lead to defensiveness and bias. 
An alternative model developed by Cozzolino                     
et al,12 inspired by research on near-death expe-
riences13 and posttraumatic growth,14 suggests 
that confronting mortality directly—rather than 
denying it—can help individuals integrate it into 
their understanding of life. This, in turn, may 
lessen the influence of societal expectations and 
obligations, allowing individuals to take a more 
active role in shaping their own lives. 

This more open and approach-oriented 
reflection on death has been linked to increased 
self-reported spirituality,15 a greater motivation 
to integrate conflicting aspects of identity into a 
coherent self-concept,16 and higher body satis-

faction among young adult women who value 
beauty.17 Additionally, such an attitude has been 
associated with enhanced gratitude,18 greater 
existential well-being—including reduced fear of 
death19—and increased internal motivation, which 
is independent of external influences.20

The Convergence Between 
Neuroscience and Spirituality 
The convergence of neuroscience and spirituality 
presents a compelling framework for exploring 
the biological foundations of spiritual experiences 
and their implications for mental health. As this 
interdisciplinary field evolves, it offers insights into 
the neural mechanisms that shape spiritual expe-
riences, potentially paving the way for innovative 
therapeutic interventions in clinical settings. 

Recent neuroimaging studies have shed light 
on the complex relationship between specific 
brain regions and spiritual experiences, highlight-
ing the medial frontal cortex; orbitofrontal cortex; 
precuneus; posterior cingulate cortex; and, nota-
bly, the default mode network.21-23 The default 
mode network—a subset of regions that are 
functionally connected when individuals are left 
undisturbed and not engaged in any externally 
oriented task—is widely recognized as the neural 
substrate of the self.24 This network is implicated 
in self-referential thought25 and plays a crucial 
role in providing us with a sense of continuity 
across time.26 

The relevance of the default mode network 
extends beyond the realm of spiritual experi-
ences. A growing body of literature has identified 
its dysfunction in various psychological disorders, 
including major depressive disorder,27 Alzheimer 
disease,28 and schizophrenia.29 Such findings 
suggest that this network plays a pivotal role not 
only in our understanding of self and spiritu-
ality but also in the pathology of mental health 
conditions.30 Engaging in spiritual practices that 
positively influence the default mode network 
may present a viable therapeutic avenue for 
individuals with these disorders. By modulating 
its activity, spiritual engagement could potentially 
restore a sense of self and continuity, offering 
relief from the debilitating symptoms associated 
with these conditions. 

Moreover, spirituality has been closely linked 

to the modulation of the salience network,22 a 
large-scale network that is primarily composed 
of the anterior insula and the anterior cingu-
late cortex. This network plays a vital role in 
integrating sensory, emotional, and cognitive 
information, thereby facilitating essential func-
tions such as communication, social behavior, 
and self-awareness.31

Spiritual practices are posited to enhance 
an individual’s capacity for emotional regula-
tion and interpersonal connectivity, which may 
provide pathways to improved mental health 
outcomes. This is particularly relevant given that 
disruptions in the salience network have been 
implicated in stress-related disorders, highlight-
ing the potential of spiritual engagement as a 
therapeutic intervention.

Integrating Spiritual Care into 
Clinical Practice
Despite some patients’ desire to share 
their spiritual perspectives with health 
care providers, spirituality discussions 
are frequently overlooked in clinical 
settings.32 A key reason for this is 
physicians’ discomfort in addressing 
differing beliefs, compounded by time 
constraints.33,34 However, the most 
significant barrier is the lack of training 
in spiritual care, underscoring the need 
for targeted educational initiatives that 
equip clinicians with the skills and 

confidence to navigate these discussions.33 
By acknowledging patients’ spiritual lives, 

clinicians can cultivate trust and support holis-
tic, compassionate care. This acknowledgment 
not only strengthens therapeutic relationships 
but also empowers patients on their journey 
toward healing and self-discovery. Addition-
ally, it strengthens doctor-patient relationships 
and enhances clinicians’ understanding of how 
patients’ spiritual beliefs may influence their 
treatment decisions.32,34,35

One effective method for facilitating these 
discussions is the adoption of structured spiritual 
assessments, such as the Faith, Importance, Com-
munity, Address (FICA) Spiritual History Tool. 
The FICA Spiritual History Tool was created by 
Christina Puchalski, MD, in 1996, in collaboration 
with 3 primary care physicians (Daniel Sulmasy, 
MD, PhD; Joan Teno, MD, MS; and Dale Mat-
thews, MD, FACP), and provides a way for the 
clinician to efficiently integrate open-ended ques-
tions into a standard medical history to be used 
by health care professionals. It is a straightfor-
ward framework for clinicians to explore patients’ 
faith, the significance of their spiritual beliefs, 
their involvement in spiritual communities, 
and their preferences for addressing spirituality 
in care.36

Therapeutic modalities that explicitly incor-
porate spirituality—including meaning-centered 
psychotherapy, acceptance and commitment ther-

The convergence of 
neuroscience and spirituality 

presents a compelling 
framework for exploring the 

biological foundations of 
spiritual experiences and their 
implications for mental health.



CME 13
A

u
g

u
s

t
 2

0
2

5

apy, and mindfulness-based interventions37—can 
significantly improve patient outcomes and 
well-being. Meaning-centered psychotherapy, 
originally developed for patients with advanced 
stages of cancer, encourages individuals to engage 
with existential questions related to their life 
purpose, attitudes, and legacy, which can allevi-
ate depressive symptoms by cultivating a sense 
of purpose.38,39

One of the standard meaning-centered psycho-
therapy modules includes open and direct dis-
cussions about one’s fears of death in the face of 
terminal illness and contemplations about one’s 
legacy.40 By helping individuals connect with 
their sense of meaning, particularly when facing 
life-threatening illness or existential distress, 
this approach can reduce psychological suffering 
and increase the quality of life.40 In addition, 
meaning-centered psychotherapy can support 
patients in confronting fears related to death and 
loss, fostering emotional resilience by reinforcing 
the idea that life remains meaningful even in the 
most challenging circumstances.

Acceptance and commitment therapy is a 
therapeutic approach that focuses on the psycho-
logical processes underlying patients’ distress 
and that aims to expand their psychological 
flexibility.41 Rather than prescribing a fixed set of 
techniques, this approach provides a framework 
for addressing various struggles, including those 
related to one’s spirituality, and incorporates 
elements from spiritual traditions.42 Its core prin-
ciples include fostering open acceptance of one’s 
emotions and thoughts, including those related to 
mortality, being mindfully present as life unfolds, 
transcending thoughts and emotions, and com-
mitting to actions that align with one’s values.41

The psychological flexibility cultivated by 
acceptance and commitment therapy prac-
tices has led to improved job performance and 
improved pain management among chronic pain 
patients.41 Additionally, it can greatly alleviate 
individuals’ spiritual struggles, which involve 
conflicts and doubts stemming from their beliefs 
and sense of purpose in life.42 For example, a 
patient questioning their faith while experiencing 
a terminal illness can benefit from this therapy 
by learning to accept these doubts as part of 
their experience, rather than viewing them as a 
failure of their spirituality. Someone struggling 
with grief over the loss of a loved one may also 
benefit from this practice by acknowledging the 
pain and uncertainty of the loss while committing 
to actions that honor the deceased’s memory in 

ways aligned with their values. These approaches 
recognize spirituality not only as a resource for 
healing but also as a crucial element of personal 
growth and well-being.

Mindfulness-based interventions, such as 
mindfulness-based stress reduction and mind-
fulness-based cognitive therapy, incorporate 
elements of both Eastern spiritual traditions 
and contemporary psychological practices. 
Mindfulness encourages individuals to remain 
present in the moment, encouraging awareness 
and acceptance of their thoughts, emotions, and 
bodily sensations. The spiritual dimensions of 
mindfulness—nonattachment, compassion, and 
equanimity—can provide individuals with a sense 
of inner peace, even amidst external challenges. 
These practices have been widely shown to reduce 
pain, stress, anxiety, and depression, and help in 
the treatment of substance use disorders.37

Concluding Thoughts
With approximately 80% of Americans identify-
ing as spiritual and/or religious (including 22% 
who identify as spiritual but not religious),43 psy-
chiatric professionals need to prioritize dis-
cussions about spirituality in clinical settings. 
Integrating spirituality into therapy provides 
individuals with a space to explore their beliefs 
and values, cultivating greater self-awareness and 
strengthening interpersonal connections.

By confronting the realities of death head-on, 
rather than shying away from it, individuals can 
achieve a more profound engagement with their 
search for meaning, ultimately empowering 
them to address existential concerns with greater 
autonomy and personal growth. This conscious 
awareness of mortality not only enriches one’s 
sense of purpose but also promotes resilience in 
navigating life’s inherent uncertainties. Impor-
tantly, such engagement is a core component of 
various therapeutic modalities that intertwine 
spirituality. 

Collectively, research data suggest that spir-
itual practices can have a notable impact on 
mental health outcomes, with the intersection of 
neuroscience and spirituality offering a prom-
ising avenue for exploring this relationship. By 
examining the neural connections underlying 
spiritual experiences, we can develop innovative 
therapeutic strategies aimed at enhancing mental 
well-being for those facing a spectrum of psychi-
atric challenges. 

Ultimately, the integration of spirituality 
into clinical care transcends being an ancillary 

enhancement; it stands as an essential compo-
nent of comprehensive health care. By prioritizing 
spiritual discussions and implementing struc-
tured assessments that encompass spirituality, 
health care providers can foster more meaningful 
connections with patients, facilitating over-
all well-being. This holistic approach enables 
individuals to navigate the complexities of life, 
cope with suffering, and cultivate peace and 
purpose amid adversity, thereby empowering 
them to build resilience and lead richer, more 
fulfilling lives.

Dr Pehlivanova is a research assistant professor of psy-
chiatry and neurobehavioral sciences at the University 
of Virginia. Dr Weiler is a neuroscientist and an assistant 
professor of psychiatry and neurobehavioral sciences 
at the University of Virginia. Dr Penberthy is the Chester 
F. Carlson Professor of Psychiatry and Neurobehavioral 
Sciences in the Department of Psychiatry and Neuro-
behavioral Sciences. She is also the associate director 
of the UVA Health Clinician Wellness Program and the 
codirector of the Effective Coping and Communication 
Skills for Clinicians Program. Dr Cozzolino is a research 
associate professor of psychiatry and neurobehavioral 
sciences at the University of Virginia. 
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