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Introduction

here is a significant body of research documenting the
impact of child maltreatment on physical and emotional
health.? Thereisalso a growing body of research document-
ing the impact of child maltreatmenton spirituality.® In this article,
readers receive a brief overview of the research on the intersection
between religion and health in cases of child maltreatment as well
as suggestions for coordinating medical care with spiritual care.
Using corporal punishment as an example, there is also a discus-
sion of the possibility of collaboration when faith and medicine

are in conflict.

The intersection between medicine
and religion

Throughout history, religious communities have played a signifi-
cant role in the creation of hospitals.? In the United States today,
religious communities continue to support more than one out
of ten of the nation’s hospitals.” Indeed, the traditional medical
symbol of a snake wrapped around a pole reflects an account
from the Hebrew Bible.® Apart from these historic links, there
has been a long-standing belief by many medical providers that
spirituality and health are interconnected.” This belief is reflected
in the fact that 90 percent of medical schools in the United States
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have courses or at least course content exploring the relationship
between health and spirituality.®

Religion, health, and child abuse:
an overview of the research

There are a number of studies finding that religious involvement
can serve as a source of resilience that protects against the potential
impact of child abuse on medical or mental health.” However, these
studies have several limitations including small sample sizes and a
focus primarily on female survivors of sexual abuse.

To correct for these limitations, Reinert and colleagues did
a large study that assessed the impact of multiple forms of child
abuse on medical and mental health as well as the role of religious
involvement in mitigating these impacts. Reinert queried 10,283
men and women identifying as Seventh Day Adventists, on the
experience of five types of early childhood trauma: sexual abuse,
physical abuse, neglect, emotional abuse, and witnessing family
violence.!® Sixty-seven percent of the participants endured mal-
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treatment in at least one of the categories, 9 percent were abused
in at least three categories, and 5 percent were abused in all five
categories.!! Reinert documented a reduction in the medical and
mental health of participants abused in atleast one of the categories
with a “greater reduction in mental health” for those with higher
exposures to trauma and “more than twice a reduction in physical
health” for higher exposures.'

However, the negative impact of child abuse was moderated
by some types of religious involvement. Specifically, the negative
impactof child abuse on mental health was reduced by the following:
e Positive religious coping mechanisms (e.g., “I tried to make

sense of the situation with God’s help.”)

e Intrinsic religiosity (e.g., private prayer, study, church at-
tendance)

* Forgiveness (e.g., “I have forgiven those who hurt me.”)
e Gratitude (e.g., “I have so much in life to be thankful for.”)

Negative religious coping (e.g., “God is punishing me.”) did
not moderate the mental health impact of child abuse nor did it
“significantly exacerbate the association of [child maltreatment]
with worse mental health.”"> Reinert speculates the reason nega-
tive religious coping did not have a greater detrimental impact
on mental health is because this form of coping was very low in
the sample studied.'

With respect to medical health, Reinert found “no strong
evidence” that religious involvement moderated the impact of
child abuse and neglect, but noted that forgiveness was very close
to having a statistically significant impact on medical health.” Ac-
cording to Reinert, a “very likely explanation” for this limited effect
is the “overall good health” of the population studied, reflecting the
strong emphasis in the Seventh Day Adventist faith community
of healthy behaviors such as proper nutrition and exercise, and
the infrequent use of behaviors adverse to health such as smoking,
alcohol or druguse.'® If this is true, then religious involvement may
have a greater impact on medical health in other faith traditions
with less insistence on healthy behaviors.

Implications for medical and
pastoral care providers

There are at least five implications from this research for medical
and pastoral care providers:

1. Hospitals and clinics may want to explore the
integration of quality spiritual care into the health care
treatment of child and adult survivors of abuse.
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Since 2002, the percentage of hospitals providing spiritual care
services has increased from 53 to 70 percent.'” According to a group
of international experts who gathered to discuss this issue, there
is a “silent revolution for creating more compassionate systems of
care through the full integration of spirituality into health care.”'®
At the same time the experts recommended clear guidelines for
spiritual care in a health care setting, rigorous education, and
strong research to support this work."

In a similar vein, hospitals providing spiritual care to child
or adult survivors of maltreatment should develop guidelines for
how this will be done, should make sure spiritual care providers
are trained on working with survivors of maltreatment,® and
should research the efficacy of any spiritual care services offered
or provided to survivors of abuse.

2. Hospitals and clinics, perhaps in concert with
Children’s Advocacy Centers, may want to develop a
process for recommending ongoing pastoral care services
to survivors of abuse.

In 2017, Tishelman and Fontes published a study noting the
“positive aspects of religion” for many survivors of abuse but
also noting that some religious tenets and religious leaders can
be harmful to maltreated children.?’ Accordingly, while it may
be critical to some survivors to receive ongoing pastoral care, it
is also critical to ensure the survivor receives competent pastoral
care. To this end, medical providers and child protection profes-
sionals should, at a minimum, inquire of the capabilities of local
clergy to provide pastoral care in cases of child abuse and also their
willingness to coordinate that care with appropriate medical and
mental health care.

In making this inquiry, the following questions may be helpful:
e What, if any, training on child maltreatment did you have at
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seminary or in another setting?

e What, if any, training on child abuse have you had since you
graduated seminary?

e What, if any, child protection policies does your church/
synagogue/temple have? Do these policies address all forms

of child abuse?

*  Have you ever delivered a sermon or conducted a Bible study
on child maltreatment?

e What, if any, child abuse training do you require of staff
working with children?

*  What is your familiarity with basic research on the impact
of child abuse (e.g., Adverse Childhood Experience/ACE

research, etc.)??

*  What experience have you had in working with an abused
child or adult survivor of abuse?

*  Are you familiar with the concept of “poly-victimization”??

e What is your approach for coordinating pastoral care with
medical and mental health care?*

e Are you theologically opposed to medications for any mental
health conditions a child may have?

* Are you theologically opposed to mental health counseling?

e Are you theologically opposed to medical care for maltreated

children?

e Whatare your views of corporal punishment? (Some survivors
of physical abuse struggle with any church that still urges
parents and other adults to hit children).”

As a result of this inquiry, a community is likely to discover
that it has very few clergy with seminary or other training on child
maltreatment. If this is the case, the community can explore op-
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tions for growing a base of clergy qualified to work in this area. As
one example, the Children’s Advocacy Center in Greenville, South
Carolina, hired a full-time chaplain with specialized training in
responding to child maltreatment.”® In turn, this chaplain works
with the area clergy in providing training and other assistance in
growing the knowledge and skills of faith leaders in the community.

3. When making mental health referrals for someone
who has experienced abuse and who is indicating faith
is important, medical and pastoral care providers
should look for mental health counselors utilizing
evidence-based treatment and who are fluent in

the research on the intersection between health and
spirituality.

Although it is essential to refer victims of abuse to counselors
trained and skilled in utilizing treatment models supported by
research, it is also possible to utilize these models to address
spiritual questions a survivor may be struggling with.” To this
end, the American Psychological Association has published two
treatises to assist clinicians.?®
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4. When making a medical referral for a child or adult
impacted by abuse, clergy should proactively seek a
medical provider trained and skilled in responding to
trauma and who is sympathetic to the client’s desire to
use his or her faith as a means of coping.

Just as not every member of the clergy is qualified to work with
a survivor of child maltreatment, not every doctor is qualified. A
pastor, for example, may be working with a survivor who has mul-
tiple health conditions that could be related to the trauma—such
as sleep disorders, anxiety, and depression. When this happens,
the pastor may be tempted to urge his or her client to discuss a
history of trauma with the client’s medical provider. Before making
this recommendation, it is important to make sure the medical
provider knows something about responding to trauma and its
influence on health.

If a pastor is unsure whether a particular doctor is skilled in
working with patients who have suffered child maltreatment, a
local children’s advocacy center may be able to assist the pastor
in finding area medical providers who are trauma-informed; any
hospital afliliated with the National Child Traumatic Stress Net-
work® is also likely able to provide guidance. At a minimum, a
pastor can advise a victim to ask some questions about a doctor’s
familiarity with the impact of abuse on health and, if he or she
is not familiar with this research, making an appropriate referral.

5. Medical and pastoral care workers need to
collaborate in instances where faith and medicine

collide.

There are myriad instances in which faith and medicine may be
in conflict; when this happens, the ability to help a survivor of
abuse or to prevent abuse may depend on the ability of doctors
and clergy to collaborate.

As one example, there is a growing body of research that
corporal punishment is an ineffective form of discipline and
elevates the risk for poor medical and mental health outcomes.*
As a result, pediatricians are increasingly discouraging parents
from employing a practice that research shows to be detrimental
to a child’s health.>! Unfortunately, many conservative Protestant
parents believe the Bible requires them to employ corporal pun-
ishment and will not yield to health care providers on this issue
unless they are given a sound theological reason to do so0.*> How-
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ever, when conservative Protestants are presented with a plausible
theological argument for not physically disciplining children,* the
attitudes of many begin to change and they are much more open
to considering research documenting the physical and emotional
risks of hitting children as a means of discipline.*

This promising research on changing the attitudes of conserva-
tive Protestants on corporal punishment suggests it may be possible
for doctors and theologians to find common ground even when
the respective disciplines come into conflict.

Conclusion

There is research documenting the importance of spiritual care for
many patients, with an emerging sub-set of research documenting
the importance of spiritual care for children and adults who have
been victims of child abuse or neglect. As we move in this direction,
it is critical to have in place appropriate guidelines and to ensure
that medical and pastoral care providers are trained in working
with victims of child abuse and that each discipline respects the
role of the other. In cases of child maltreatment in which faith
and medicine sometimes are in conflict, the importance of col-

laboration may be particularly important.
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