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Abstract
Background and aims: Depression is considered a disease which is associated with various complications including suicide and imposes
high costs on the health systems. The present study aimed to determine the effectiveness of group religious intervention on spiritual wellbeing and symptom reduction in patients with depression.
Methods: In this clinical trial, 72 patients with depression were included using convenience sampling technique and then were randomly
divided into patients with depression who underwent pharmacotherapy alone (group I) and those who underwent pharmacotherapy and
religious intervention (group II). In addition, the religious group II participated in 5 90-minute sessions within three weeks and received the
routine drug treatment. Then, a demographic questionnaire, Paloutzian and Ellison’s Spiritual Well-Being scale, and Hamilton Depression
scale were completed. Finally, the data were analyzed by the SPSS software, version 18.
Results: There was no significant difference between the demographic characteristics of the patients (P > 0.05). However, the mean scores
of religious and existential aspects of spiritual health, as well as the mean total score of spiritual health after the intervention were
significantly higher in group II who received religious intervention compared to group I (P < 0.05). Conversely, the mean score of depression
significantly decreased in groups I and II after the study (P < 0.001). In other words, after intervention, the mean score of depression was
significantly lower in group II who received religious intervention compared to the group I (P = 0.038).
Conclusion: In general, religious intervention, reduced the symptoms of depression in patients in addition to increasing the level of the
spiritual health of the patients.
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Introduction
Spirituality is associated with certain concepts such as
altruism, values, morality, and mental health, all of which
are related to whatever is sacred and transcendental (1). In
addition, spiritual health is determined by characteristics
like sustainability in life, calmness, close relationship
with God, and having a purpose in life, and gives the
person’s life meaning and concept (2,3). Therefore,
spiritual health is one of the integral parts of the health
such that Eastern Mediterranean managers added it to
the definition of health at their regional meeting (4).
Mental health of individuals is another important aspect
of health (5). Further, depression is regarded as one of the
most common mental diseases related to different factors
such as personal characteristics and even cultural issues
which causes suicide and early death, as well as physical,
psychological, and social illnesses for the affected person
(6). According to the World Health Organization, around
350 million people at different ages suffer from depression,

most of whom are women (7). There are various chemical
treatments and psychotherapies to treat this type of
disorder (8,9) while religious treatment has not yet
found a position in psychotherapy (10,11). Accordingly,
further studies are needed to clarify this issue. As a result,
the current study sought to evaluate the effectiveness of
group religious intervention on spiritual well-being and
symptom reduction in patients with depression who
referred to Imam Ali Clinic of Shahrekord during 2017.
Materials and Methods
The population of the present clinical trial study included
72 patients with depression who were enrolled by a
convenience sampling technique. Then, patients with
inclusion criteria were randomly included in the study.
The inclusion criteria were the incidence of depression
and attaining a score of at least 17 on the Hamilton
Depression Scale (HAM-D) at the first administration
(12). Furthermore, a diagnostic criterion for depression
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was used based on a structured clinical interview according
to the criteria of the DSM-5 in order to ensure that the
patients suffered from depression (13). Other inclusion
criteria were lack of suffering from other mental illnesses,
psychotic disorders, and severe types of these two diseases.
Moreover, physical well-being and full consciousness for
attending the sessions, and belief in God and the religious
dimension of a man were considered for the purpose of
inclusion. Conversely, Lack of providing consent to attend
the sessions, the existence of suicidal thoughts, and disease
progression were regarded as the exclusion criteria.
After obtaining informed and written informed
consent from the participants, they were randomly
assigned to two groups by using a random number table.
Group I (n=36) included patients with depression who
received pharmacotherapy alone while group II (n = 36)
encompasses patients with depression who underwent
intervention and pharmacotherapy. Additionally, before
the intervention, the level of depression and depression
in patients who met the inclusion criteria were measured
by an interview conducted by the therapist and then,
the patients’ level of depression was followed up for two
months after the intervention.
In this study, a three-part questionnaire was used. The
first part was a demographic questionnaire including
items such as age, sex, marital status, economic status,
level of education, place of residence, family history of the
disease (grade 1), occupation, duration of depression, and
depression. The second part was related to the Paloutzian
and Ellison Spiritual Well-being Scale (1982) which
includes 20 items regarding religious health (n = 10) and
the existential health of an individual (n = 10). The score
on the sum of these two aspects represented the score of
spiritual health ranging from 20 to 120. In addition, the
items of this questionnaire were rated on a 4-point Likerttype scale from Absolutely agree to Absolutely disagree. In
11 items (i.e., 3, 4, 7, 8, 10, 11, 14, 15, 17, 19, and 20),
Absolutely disagree was assigned a value of 1 while in the
remaining 9 items (i.e., 1, 2, 5, 6, 9, 12, 13, 16, and 18) this
option was scored 6. Finally, the spiritual health levels of
the participants were divided into Low (20-40), moderate

(41-49), and high (100-120) categories. Further, Ellison
and Smith obtained an internal consistency coefficient
of 0.89 for the sum of the two aspects (14). Obviously,
this questionnaire was nativized to Iranian people. In a
study by Dastgheyb et al, the Cronbach α coefficient was
estimated at 0.89 for this questionnaire (15).
The third part of the study instrument was the
HAM-D. This scale contained 24 items and was used in
various studies conducted in Iran (16,17), the reliability
of which was confirmed by Cronbach α coefficient of
0.74 (19). Different dimensions of depression such as
behavioral, physical, cognitive, emotional, feeling guilty,
hypochondria, gender issues, work, suicide, and sleep were
examined. The score on each item ranged from 0 to 2 and
0 to 4 and the total score of the scale ranged from 0 to 50.
Based on this scale, respondents with a score of less than
17 were considered without depression. However, those
with a score of 17-24, 25-30, as well as 31 and higher were
considered to have mild, moderate, and severe depression,
respectively (12).
Furthermore, the patient information was kept
completely confidential and the names were stored
as codes. The concurrence with clinical grading for
psychiatric patients indicated moderate to high correlation
coefficients and r = 0.72 and CI of 0.55-0.96. Moreover,
the correlation of Cronbach’s Alpha test was obtained 0.73,
0.76, and 0.76 by (HAM-D), Zong’s Depression Scale,
and MMPI depression scale, respectively (18). Group
II attended religious sessions in five 90-minute sessions
during 3 weeks and received a routine pharmacotherapy
while group I only received a routine pharmacotherapy.
The intervention was implemented by a clergyman
who worked in the medical university and held religious
practices, lectures, group discussions, and slides. The
content of the intervention sessions is provided in Table 1.
The data were collected after encoding and analyzed by
the SPSS software, version 18 using descriptive statistics,
independent t test, paired t test, and chi-square test.
Results
Totally, a number of 72 patients suffering from depression

Table 1. The Content of Educational Intervention in Patients With Depression
Session

The Content of Group Religious Intervention

Equipment

Time (min)

1

The teaching of religious concepts and human relationship with God, God with the man, and the man with
the universe and nature, establishing prayer meetings and recommending to participate in congregational
prayers and religious rituals on a daily basis

Video projector

90

2

The role of hope, trust, forgiveness, patience, and resistance, and divine predestination in Islamic lifestyle;
holding prayer and repentance meetings and offering homework

Video projector

90

3

Reciting Quran and holy religious texts and thematic interpretation of these texts (with an emphasis on
Islamic lifestyle and family and social communication), and offering homework

Quran

90

4

Spiritual meditation and imagination, writing about and discussing spiritual feelings, resolving ambiguities,
worshiping God, and offering homework

Pen & paper

90

5

Ethics and related concepts, healthy religious recreation, summarizing the contents and recommending the
continuation of the content implemented in the future

Video projector

90

10
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were randomly enrolled in the present study and either
received routine pharmacotherapy alone (group I, n = 36)
or underwent religious intervention and pharmacotherapy
(group II, n = 36). The mean age of the patients in the first
and second groups was 36.99±10.20 (18 to 56 years old)
and 32±50.68 (18 to 57 years old), respectively. Based on
the results, no significant difference was observed in age,
gender, marital status, economic status, education level,
place of residence, family (first-degree relatives) history,
occupation, and duration of depression between the two
groups (Table 2).
Based on the results of the paired t test, the mean
scores of the religious aspect and existential aspect of
spiritual well-being, as well as the total spiritual wellbeing after the intervention significantly increased in
both groups (P < 0.001). Additionally, based on the
results of the independent t test, the mean scores of the
religious aspect of spiritual well-being, existential aspect
of spiritual well-being, and the total spiritual well-being
after the intervention were significantly higher in group
II who received religious intervention compared to group
I (P < 0.05). However, the mean scores of depression
significantly decreased in groups I and II (P < 0.001)
and the mean score of depression after the intervention
significantly reduced in group II who underwent religious
intervention compared to group I (P = 0.038). The related
Table 2. The Frequency Distribution of Demographic Variables in
Patients of Both Groups
Group I

Group II

No.

%

No.

%

Male

18

50

13

36.1

Female

18

50

23

63.9

Married

10

27.8

9

25

Single

26

72.2

27

75

Under high school
diploma

4

11.1

5

13.9

High school
diploma

9

25

12

33.3

Associate degree

6

16.7

7

19.4

Bachelors degree

16

44.4

8

22.2

MSc and higher

1

2.8

4

11.1

Employee

3

8.3

5

13,9

Laborer

3

8.3

5

13.9

Self-employee

15

41.7

10

27.8

Unemployed

6

16.7

8

22.2

Housewife

5

13.9

2

5.6

Student

4

11.1

6

16.7

Urban

25

69.4

21

58.3

Village

11

30.6

15

41.7

Weak

26

72.2

24

66.7

Average

6

16.7

8

22.2

Good

2

5.6

3

8.3

Excellent

2

5.6

1

2.8

Yes

8

22.2

8

22.2

No

28

77.8

28

77.8

Variables
Sex
Marriage
status

Educational
level

Job

Habitat

Economic
situation

Anxiety
history

P Value
0.234
0.792

0.297

0.554

0.326

0.826

1

data are presented in Table 3.
Discussion
The current study attempted to investigate the effectiveness
of group religious intervention on spiritual well-being and
symptom reduction in patients afflicted with depression. In
this study, the mean scores of religious aspect and existential
aspect of spiritual well-being, along with the total spiritual
well-being after the intervention were significantly higher
in group II compared to group I. Contrarily, it was found
that the mean score of depression was significantly lower
in group II after the intervention compared to the group I.
Consistent with these results, Lyon et al found that a higher
level of spiritual health indicates a higher quality of life
while a lower level of depression and anxiety in adolescents
with HIV (19). In addition, Dalmida et al reported
a significant relationship between religious-spiritual
practices and the reduction of depression symptoms in
women with AIDS, which necessitates further research to
clarify the ambiguous aspects of this issue (20). Further, a
review was conducted to examine religious and spiritual
interventions on several aspects of mental health care.
Based on the findings obtained from clinical trials in the
field of religious-spiritual interventions, it was revealed
that the benefits of these interventions are manifested by
reducing clinical symptoms, especially in anxiety and thus
such interventions can be used as complementary therapies
in health care filed (21). Furthermore, the results of a
study implemented on Australian women demonstrated
that there was a significant relationship between spiritual
experiences and depression. Moreover, those who reported
higher spirituality had higher social support whereas lower
levels of depression (22). A review article indicated that
although the comparison between and study of spirituality
and religious studies on depression and anxiety was difficult
due to the quality, various methods, and standard group
IIs, paying more attention to religious beliefs and spiritual
dimensions is inevitable among depressed and anxious
outpatients, which should be considered a principle by the
health care providers (23). Additionally, Kopacz examined
the effect of spiritual health on suicide prevention in war
injured and reported that depression-related factors such as
suicidal thoughts were lower in people with higher levels of
spiritual health (24). In addition, Mohammadi et al found
that spiritual psychotherapy in patients with substance
dependence disorder can reduce psychological problems
such as depression and anxiety whereas it can improve the
quality of life of these patients (25). Further, Bolhari et
al studied the effectiveness of the spiritual group therapy
on reducing depression, anxiety, and stress in women with
breast cancer and observed that group spiritual therapy
was significantly effective in alleviating the symptoms
of depression while it improved spiritual health in these
women. Furthermore, in a cohort study investigating
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Table 3. The comparison of mean scores of religious aspect, existential dimension of spiritual and total spiritual well-being, and depression scores
between the two groups in pretest and post-test
Group I

Group II

Mean±SD

Mean±SD

Baseline

33.8±5.6

35.1±5.1

0.335

After intervention

42.3±9.3

47 ±6.1

0.014

Variable

Religious dimension of spiritual health

Existence dimension of spiritual health

Overall spiritual health

Depression

P value

<0.001

<0.001

-

Baseline

35.6±6.3

35.5±6.7

0.957

After intervention

0.027

43.2±8.1

46.6±3.9

P value

<0.001

<0.001

-

Baseline

69.4±10.3

70.6±10

0.621

After intervention

0.011

85.5±16.6

93.6±8.4

P value

<0.001

<0.001

-

Baseline

27.3±5.6

26.8±7.2

0.732

After intervention

22.6±5.4

19.7±5.9

0.038

<0.001

<0.001

-

P value

the effect of spiritual intervention during pregnancy and
determining its effect on postpartum depression, Mann
et al indicated that attending religious ceremonies and
strengthening the spiritual dimension of the studied
women reduced the signs of postpartum depression, which
was due to skill improvement for coping with the stress. As
previously shown, the results of other studies demonstrated
that spirituality of religion can have a preventative effect on
many psychiatric disorders (28). However, the hypothesis
which raised here was that religious and spiritual persons
may be more depressed since they may feel guiltier or
have a stronger feeling of committing a crime due to their
illegitimate deeds (1). The argument should be considered
in designing the curricula and educational protocols.
However, religious interventions may be performed in
various ways in accordance with the religious concepts
of any religion. Clearly, religious programs should help
promote self-esteem and self-efficacy of individuals
and advise certain concepts such as patience and hope,
which can result in resolving many psychiatric disorders,
especially depression. Additionally, patients suffering from
depression can be socially protected by participating in
religious circles and being present in the community. In
addition, they can contribute to promoting their spiritual
and mental health by increasing their social interactions
(29). What is certain is that the symptoms of the disease are
nearly the same in the majority of humans depending on
the type and severity of the disease while such symptoms
should be further studied based on the type of religion.
Finally, various religious practices have different effects on
human mental states since religious beliefs and spiritual
health may have a wide variety of definitions according to
different religions.
Conclusion
In general, religious intervention, reduced the symptoms
of depression in affected patients while increasing the
12

P Value

level of the spiritual health of the patients. Therefore,
such intervention can be employed as a complementary
therapeutic approach to treat patients with depression.
Furthermore, future studies are suggested to investigate the
effect of interventions based on the severity of the disease
and to study individuals in groups with similar disease
severity. Additionally, interventions should be considered
based on various divine religions whereas this should
be performed by developing the relevant educational
content and interventions. Eventually, the impact of these
interventions can be addressed on other mental disorders.
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