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To what extent, if any, does religion and/or spirituality impact rehabilitation patients after a traumatic brain injury?  As far as a psychosocial resource, is there any difference between religion and spirituality?  How does one distinguish between the two?  These are some of the questions this particular study addressed.  

The purpose for this research project was to:

· Describe the extent to which religious practice and spirituality  offer unique benefits  in the rehabilitation process;
· Discover any predictive value which religion/spirituality may have regarding functional outcomes.

Eighty-eight adults, who had experienced a TBI anywhere from 1-20 years before the study, comprised a sample group for research.  Most in the group were male (76%), African American (75%), and Christian (76%).  

To distinguish between religion and spirituality, the following presuppositions were made:

1. Spirituality and religion are similar; yet not the same.

2. Spirituality can be experienced either within or outside the context of an organized religion.
3. Religion can be practiced independently without a spiritual component. 

A Spiritual Well-Being Scale (SWBS) assessed spiritual well-being in two different dimensions: 

· A direct, personal relationship with God (religious well-being; “RWB”)

· A sense of life purpose devoid of any specific religious reference (existential well-being; “EWB”)

A series of other instruments were used to quantify various social and medical issues (Social Provision Scale-12, Brief Symptom Inventory-18, Patient Competency Rating Scale, Satisfaction with Life Score, the Symbol Digit Modalities Test, et al).  Using hierarchical multiple regression, analyses revealed that religious well-being (RWB) was the most unique variance in predicting life satisfaction after a TBI (p < 0.001).  The second most unique predictor of general distress was existential well-being (sri2 = 0.02).  While religious well-being was the most significant predictor for rehabilitation outcomes, religious practice (religion lacking personal depth of spirituality) was not – even after accounting for demographics, injury-related characteristics, and social support.
In discussing their findings, the authors concluded that:
· “Specific facets of religious and spiritual belief systems play important and unique roles in predicting rehabilitation outcomes after TBI.”
· A person’s subjective experience of connectedness to a higher power (RWB) not only minimized the person’s general feelings of distress, it also impacted objective functional outcomes.
· Religious well-being and spiritual well-being are related; yet definitely distinct from one another.
The authors speculate that, “Feeling supported by a higher power likely enhances positive outcomes in part through the mechanism of enhancing feelings of general support.”  They go on to state that a person’s subjective sense of connectedness to a higher power cannot be reduced to feeling supported in general or to social activities associated with religion, even though such factors do positively contribute to improved functional outcomes.
The authors quickly point out one key limitation of their study – the vast majority of the sample group came from Christian denominations.  They encourage additional study to see if other world religions (Islam, Judaism or Buddhism) yield similar results.  Would existential well-being be more influential within one group (e.g., Judaism or Buddhism) rather than religious well-being?
They also report that no sense of causality or directionality can be assumed based on their research.  They report an association of some kind; while stopping short of saying one thing causes the resulting effect. 

As far as clinical applications, the authors:

· Encourage patients to utilize whatever resources are available to them, including spiritual resources, to cope with the aftermath of any traumatic event.

· Consider religious belief systems when evaluating the psychosocial resources of the patient.

· Realize rehabilitation professionals who understand their client’s worldview – including religious and spiritual perspectives and preferences – will work most effectively in the rehab process.
· Incorporate the person’s belief system as natural supports throughout the whole continuum of care.

· Ask your patient/client about his or her belief system – Do you have a sense of personal connection to a higher power?  How are you able to use that connection at this point in life?  Such awareness contributes to “spiritually conscious care” which the authors maintain is an important factor in the recuperative process.

In closing, this reviewer offers two important recommendations to the reader:
1. Get and read this article in its entirety.  Discover more about this research.
2. Consider including a chaplain as a member of your Interdisciplinary Care Team.

While various members on the Rehabilitation Care Team each bring specific skills, education and expertise to the patient, including a professional chaplain contributes an additional depth of insight, care and resources to the team and the patient.
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