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ORIGINAL REPORTS: LIFESTYLE CHOICES AND
CARDIOVASCULAR HEALTH

RELIGION, SPIRITUALITY, AND HEALTHCARE CHOICES OF AFRICAN-AMERICAN WOMEN:
RESULTS OF A NATIONAL SURVEY

Objective: This study describes the prevalence
and patterns of use of religion and spirituality
for health reasons among African-American
women.

Methods: Respondents were asked about their
use of religion/spirituality for health reasons as
part of a larger study of the prevalence and
correlates of complementary and alternative
medicine (CAM) use among women. In 2001,
a national survey of 3,172 women, aged 18
and older, was conducted in 4 languages, with
over-sampling among African-, Mexican-, and
Chinese-American participants. This paper fo-
cuses on the sub-sample of 812 African-Amer-
ican women.

Results: Overall, 43% of the African-American
women reported using religion/spirituality for
health reasons in the past year. Factors signif-
icantly associated with the use of religion/spir-
ituality for health reasons included having an
income of $40,000–$60,000, an education
level of college graduate or more, or being 37–
56 years of age; worse health status ap-
proached significance. African-American
women utilized religion and spirituality most
often for serious conditions such as cancer,
heart disease, and depression. African-Ameri-
can women who had used religion/spirituality
in the past year for health reasons were more
than twice as likely to have used some form of
CAM, and also more likely to have seen a
medical doctor during the year prior to the in-
terview, compared to their counterparts.

Conclusion: Religion and spirituality are as-
sociated with health-seeking behaviors of Af-
rican-American women. The use of religion
and spirituality for health reasons warrants ad-
ditional research, particularly its use for chron-
ic and serious conditions, and its role in the
health-seeking behavior of African-American
women in conjunction with the utilization of
conventional medicine and CAM. (Ethn Dis.
2004;14:189–197.)
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BACKGROUND AND
SIGNIFICANCE

Although the influence of religion in
the lives of African Americans is largely
recognized,1–4 our understanding of its
effects on healthcare utilization is still
limited. A religion can be defined as a
set of beliefs and practices, which usu-
ally includes a ritual observance of faith.
A more material definition refers to a
group of individuals who adhere to a set
of beliefs and practices. The Black
Church, made up of the independent
and totally Black-controlled Christian
denominations that emerged in the late
eighteenth century, includes the major-
ity of religious Blacks in the United
States.5 Its influence on African-Ameri-
can culture is well-documented. Histor-
ically, African-American churches have
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functioned beyond a religious scope,
first as the seat of resistance to slavery,
and then as the first Black-owned insti-
tutions and economic cooperatives, pro-
ducing and nurturing major voices of
the Civil Rights struggle, and giving
birth to a range of secular organizations,
including schools, banks, insurance
companies, and low income housing.5

Today, religion continues to be an in-
tegral part of African-American culture6

regardless of church membership or at-
tendance.

Spirituality often refers to a person’s
acknowledgment of, and relationship
with, a higher being, but can also mean
one’s unique sense of connectedness to
the self, others, and nature.7 Spirituality
is a broader term than religion, and
though there is considerable conceptual
overlap, spiritual influences may be
more difficult to qualify, as they are not
necessarily being associated with insti-
tutions, literature-based doctrine, or for-
mal ritual. Those who consider them-
selves to be spiritual may or may not
participate in formal religious practice,
or identify with a religious group; how-
ever, many religious people consider
themselves to be spiritual. Two qualita-
tive studies of spirituality have found
culturally specific attributes for African
Americans.8,9

Health-seeking behavior in African
Americans may be linked to religion
and/or spirituality, particularly in wom-
en, given that they are more religious
than their male counterparts.2,10,11 Cer-
tain denominations, such as Seventh
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Health-seeking behavior in

African Americans may be

linked to religion and/or

spirituality, particularly in

women, given that they are

more religious than their

male counterparts.2,10,11

African-American women

[nearly half in this study] are

more likely to utilize religion/

spirituality than women of

other race/ethnicities, such as

Mexican Americans (19%),

Chinese Americans (7%),

and non-Hispanic Whites

(37%).28

Day Adventists, and Jehovah’s Witness-
es, which have substantial numbers of
African-American members, exemplify
the potential influence of religion on
health behaviors and healthcare deci-
sion-making. Seventh Day Adventists
advocate vegetarian diets, and abstain
from alcohol and tobacco use.12 Jeho-
vah’s Witnesses are known for refusing
blood transfusions, organ transplants,
and vaccines.13 Other denominations
may be less overt in their prescriptions,
but have a similar influence on health
behaviors. For example, Baptist and
Methodist weekly sermons frequently
incorporate the topic of health and heal-
ing,10,14 and encourage congregants to
rely on the power of prayer for curing
their ailments. Indeed, prayer is the
most common practice of self-help ther-
apy among African Americans.15 More-
over, the use of prayer as a health re-
source is not limited to churchgoers, but
extends to the significant number of Af-
rican Americans who may not be mem-
bers of an organized religious group, but
who consider themselves to be spiritual.
A cross-disciplinary concept analysis
found that guidance and coping are
prominent and culturally specific attri-
butes of African-American spirituality.8

Spirituality as a source of guidance in
daily life may influence health behav-
iors, and spirituality may have an im-
pact on healing as a source of coping
with, and consolation for, suffering. Per-
sonal and/or cultural philosophies and
faiths may mediate healthcare decision-
making,16 and, for this reason, health-
care providers should make an effort to
understand how such views and practic-
es affect health-services-seeking behav-
ior, self-care, and treatment choices.

The role of religious or spiritual in-
volvement on health-seeking behavior
may be of particular importance among
under-served populations. Thirty years
after the passage of Civil Rights legisla-
tion, significant economic and social in-
equities persist among racial/ethnic
groups.17 In the area of health, African
Americans often receive less-intensive,18

or inappropriate, treatments19 have
more chronic illnesses, and have higher
death rates,4 compared to Whites. Gen-
der further complicates racial disparities
in health, leaving African-American
women, like other women of color, with
a disproportionate burden of disease,
and in a highly disadvantaged position
for receiving adequate health care.4,19 Al-
though religious and spiritual orienta-
tion and/or participation cannot elimi-
nate these inequities, and should not
substitute for commitment to adequate
services, they may play a role in atten-
uating some of the racial disparities in
health care. Forms of religion/spiritual-
ity (eg, the Black Church, Yoruba, San-
teria) have been a healthcare resource in
African-American communities as
mechanisms of social support, as psy-
chological resources, and as a means of
addressing some of the healthcare needs
not met by conventional medical
care.1,20–25

Increased recognition of the role of
religion and spirituality in health has
paralleled a growing interest in comple-
mentary and alternative medicine
(CAM) in recent decades.26 A substan-
tial use of CAM, which refers to the
large array of healing systems and prac-
tices that are not considered part of con-
ventional medicine, has been docu-
mented in the general American popu-
lation,16,27 as well as in national samples
of minority groups.28 Aspects of reli-
gion/spirituality, such as prayer and spir-
itual healing, have been examined in

previous studies of CAM use. Some
doctors have included them under the
broad heading of CAM, or as a mind-
body intervention.16,27,29,30 Others have
not included them, recognizing the use
of religion/spirituality across both CAM
and conventional medicine, and assert-
ing that religion/spirituality should be
considered apart from CAM.31 Those
who use religion/spirituality in relation
to health may share philosophies and
values common among CAM users, and
personal belief systems may, in fact, in-
fluence an individual’s decision to use
unconventional healthcare practices
such as CAM.16,32 Despite the historic
importance of religion and spirituality
among African-American women, our
knowledge of its influence on the use of
medical services, including CAM, is
sparse.

As part of a national study, we asked
African-American women (along with
Whites, Mexican Americans, and Chi-
nese Americans) about a variety of
healthcare practices, including the use of
religion and spirituality. We did not in-
clude religion/spirituality, however, as
part of our measure of overall CAM use.
Here, we report on African-American
women’s use of religion/spirituality for
health reasons. Findings on the patterns
of CAM use among Whites and the
3 minority groups are reported else-
where.28 This study focuses on the sub-
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set of data on African-American wom-
en’s use of religion and spirituality as a
practice complementary to other forms
of health care, and, in some cases, as an
approach used without other medical
treatment and services. The following
research questions were addressed: 1)
How prevalent is the use of religion/
spirituality for health reasons, and for
what health conditions? 2) What socio-
demographic factors are associated with
the use of religion/spirituality for health
reasons? 3) Are women who use reli-
gion/spirituality more or less likely to
use CAM or conventional medicine
compared to women who do not use
religion/spirituality? 4) Are reasons for
CAM use different for religion/spiritu-
ality users than for those who do not
use religion/spirituality?

METHODS

Data were gathered as part of a larg-
er study regarding the prevalence and
correlates of CAM use among women.28

A cross-sectional telephone survey of
women, aged 18 and older, and living
in the United States, was designed to
provide nationally representative data on
women’s use of CAM during the year
2000–2001 along with estimates of use
among women in 4 racial-ethnic
groups: White, African-, Mexican-, and
Chinese-American. One question was
also asked about women’s use of reli-
gion, spirituality, and prayer for health
reasons.

Sample
Three sampling procedures were

used in the overall study. Random digit
dialing (RDD) was used to obtain a na-
tionally representative sample. In addi-
tion, geo-targeting, or over-sampling on
telephone exchanges from high popula-
tion areas for each group, was used to
obtain the Mexican- and African-Amer-
ican samples. Telephone numbers were
randomly selected from exchanges that
included census tracts of 40% or more

African- or Mexican-American resi-
dents. This yielded samples that repre-
sented 66% of the African-American
population, and 73% of the Mexican-
American population. Finally, the Chi-
nese-American sample was recruited
with the use of a surname database. The
entire study sample consisted of a total
of 3,172 women.28 The current study
focuses on the sub-sample of 812 Afri-
can-American women, which was ob-
tained through the RDD sample (64
women), and by using geo-targeting
(748 women). The response rate for this
sub-sample was 50%, using a moderate-
ly conservative algorithm.

Only one interview was completed
in each sample household, even when
multiple eligible respondents resided
there. To account for the probability of
selection within households, a weight
was created based on household size.
The weight variable was used in all bi-
variate analyses in this study.

Data Collection and
Measurement

Designing the instrument for this
study was a process that involved both
qualitative and quantitative studies.
Four focus groups were conducted in
1996 with African-American and His-
panic women, providing valuable infor-
mation regarding their health concerns,
as well as their familiarity with, and use
of, CAM.33 A pilot survey was then im-
plemented among 300 women in New
York City.34 These preliminary studies,
as well as extensive literature reviews, in-
formed the creation of CAM domains,
and the health conditions that were in-
cluded in the final survey. Two pre-tests
were also conducted of the final survey
instrument before the final field period.

Interviewer Training and
Interviewing

An extensive interviewer field guide
was collaboratively prepared for use by
investigators from The Richard and
Hinda Rosenthal Center for Comple-
mentary and Alternative Medicine at

Columbia University, survey researchers
from Audits and Surveys Worldwide, a
major survey research firm in New York
City, and consultants with in-depth
knowledge of each racial/ethnic group.
In addition to interviewing procedures,
the guide included a substantive section
on CAM. Colleagues with expertise in
the respective languages and cultures lis-
tened to pre-tests to ensure interviewer
fluency in CAM concepts and termi-
nology. The 5-month field period ex-
tended from April to September 2001.
A large and nationally recognized survey
research firm conducted screening and
interviewing, using Computer Assisted
Telephone Interviews (CATI). Several
Columbia investigators periodically lis-
tened to interviews, as did supervisors
from the survey firm, as a quality con-
trol measure.

Sociodemographic data, such as age,
income, and education level, were col-
lected from study respondents. In ad-
dition, the survey included a number of
questions regarding health and health-
care utilization. Women were asked to
rate their health status (excellent, good,
fair, or poor), whether or not they had
seen a medical doctor in the past year,
and, if so, their level of satisfaction with
the care they received. Additionally,
women were asked whether they had ex-
perienced any of the following health
problems or conditions in the previous
year: back pain, joint pain or arthritis,
headaches, high blood pressure, weight
loss, high cholesterol, insomnia, urinary
tract/vaginal infections, depression,
uterine fibroids, heart disease, osteopo-
rosis, and/or cancer. We asked about
medically diagnosed depression, to dis-
tinguish it from less serious or tempo-
rary mood disorders. We also asked
about menstrual and menopausal symp-
toms, and pregnancy-related conditions.

Women were asked about their use
of ‘‘remedies and treatments that are not
typically prescribed by medical doctors.’’
Respondents were asked whether or not
they had used any of 11 CAM domains
for health reasons in the past year. Cat-
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Table 1. Demographic and healthcare characteristics by use of religion/spirituality
for health reasons

Study
Sample

Used
Religion/

Spirituality

Did Not
Use

Religion/
Spirituality x2

P
value

N (weighted) 1081 463 (42.8%) 618 (57.2%) — —

Age (mean)* 41.28
Pre Baby Boom (pre 1945)
Baby Boom (1945–1964)
Post Baby Boom (post 1964)

43.6%
36.1%
20.2%

38.0%
42.0%
20.0%

47.8%
31.8%
20.4%

13.36 .001

Income*
Less than $20,000
$20,000–$40,000
$40,000–$60,000
Over $60,000

27.2%
38.0%
17.5%
17.2%

23.7%
35.6%
22.3%
18.4%

30.0%
39.9%
13.9%
16.3%

27.19 .000

Education*
Less than high school
HS graduate/trade school
Some college or 2 year college
College grad or more

16.2%
34.2%
31.7%
17.9%

12.6%
29.7%
33.1%
24.7%

18.9%
37.7%
30.7%
12.7%

33.13 .000

Self-assessed health status
Poor
Fair
Good
Excellent

5.2%
22.3%
55.6%
16.9%

7.0%
21.5%
56.8%
14.7%

3.9%
22.9%
54.8%
18.5%

7.55 .056

Used CAM* 37.9% 54.9% 25.2% 98.05 .000

Saw a medical doctor in the past year* 59.1% 69.8% 51.5% 38.30 .000

Satisfaction with care received from
medical doctors† 6.51 .089
Very dissatisfied
Somewhat dissatisfied
Somewhat satisfied
Very satisfied

2.2%
7.4%

38.6%
51.8%

1.3%
8.5%

41.5%
48.7%

3.2%
6.1%

35.6%
55.0%

* P,.001.
† Based on those who had seen a medical doctor in the past year.

egories of CAM were constructed to
capture use of the many types and styles
of therapies, with listed examples. These
included: vitamins and nutritional sup-
plements; a special diet such as whole
foods, macrobiotic or other vegetarian
diet; medicinal herbs or teas; remedies
or practices associated with a particular
culture (eg, Chinese medicine, Ayurve-
dic Medicine, Native American healing,
Curanderismo); homeopathic remedies;
mind/body therapies, such as: yoga,
meditation, tai ji; chiropractic treat-
ments; manual therapies such as mas-
sage or acupressure; energy therapies
such as Reiki or therapeutic touch; acu-
puncture; or any other remedy or treat-

ment not typically prescribed by a med-
ical doctor. One question included in
the interview was: ‘‘In the past year, did
you use spirituality, religion, or prayer
for health reasons?’’ This combined
measure includes the more broadly de-
fined (spirituality), to the more restric-
tive (religion), and a specific practice
(prayer) common to both. The measure
does not distinguish those who used
spiritual or religious healing adminis-
tered by a practitioner.

To assess overall use of CAM, we
constructed a dichotomous variable that
measured use of no domains vs use of
any one of these 11 domains within the
past year. We excluded spirituality, reli-

gion, and prayer from our overall CAM
measure. Based on statistical power cal-
culations of the parent study, a sample
size of 800 respondents yields sufficient
power to detect prevalence of CAM use
within a 3% sampling error of 50% at
the 95% confidence interval. Prevalence
estimates larger and smaller than 50%
result in smaller sampling errors. Data
were analyzed using descriptive statistics
and x2 tests. Since all measures in this
study were treated as categorical vari-
ables, significant differences of associa-
tions were assessed with x2 statistics.

RESULTS

Sample Characteristics
Respondents were self-identified Af-

rican-American women, aged 18 years
and older. As shown in Table 1, the
weighted sample consisted of a total of
1081 women, with an average age of 41
years. Overall, women in our sample
had a median income of $20,000-
$40,000 and a median education level
of high school graduate, or trade school.
Most of our sample resided in the
southern (60%) or northeastern (19%)
regions of the United States (data not
shown). This is comparable to the dis-
tribution of the African-American pop-
ulation in the United States: 55% in the
South, and 19% in the Northeast.35

Also included in Table 1 are descrip-
tive data regarding respondents’ self-re-
ported health status, and their use of
conventional medicine in the previous
year. Over half of survey respondents re-
ported good health status (56%), and
had seen a medical doctor in the year
prior to the survey (59%). Of those who
had seen an MD in the previous year,
52% were ‘‘very satisfied’’ with the care
they had received.

Use of Religion/Spirituality:
Prevalence and Health
Conditions

We assessed the overall prevalence of
the use of religion/spirituality for health
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Table 2. Use of religion/spirituality by health condition

Health Condition
% (N) with
Condition

% (N) Who Used
Religion/Spirituality*

Back pain
Joint pain or arthritis
Headaches
High blood pressure
Weight loss
High cholesterol
Insomnia

43.6% (471)
36.8% (397)
34.9% (377)
30.0% (324)
20.5% (222)
17.1% (180)
16.4% (176)

15.5% (73)
22.2% (88)
20.7% (78)
24.7% (80)
10.8% (24)
9.4% (17)

14.2% (25)
Urinary tract/vaginal infections
Depression
Uterine fibroids
Heart disease
Osteoporosis
Cancer

16.2% (175)
8.3% (89)
5.9% (63)
3.9% (42)
1.9% (20)
1.6% (17)

9.1% (16)
41.6% (37)
9.5% (6)

40.5% (17)
35.0% (7)
41.2% (7)

* % Based on those with health condition.

Table 3. Reasons for CAM use by religion/spirituality

Used
Religion/

Spirituality

Did Not
Use

Religion/
Spirituality x2

P
value

Personal beliefs
Using these types of remedies and treatments is

consistent with my beliefs.*
I wanted a natural approach to treatment.†

58.7%
63.8%

30.6%
50.0%

28.60
7.09

.000

.010

Dissatisfaction w/conventional medicines
I couldn’t afford conventional medical treatment. 16.6% 17.2% .03 .890
I tried a conventional medical treatment and it

didn’t work.† 31.1% 18.5% 7.53 .006
I tried a conventional medical treatment and it had

side effects that I didn’t like.* 38.3% 20.5% 13.38 .000

Social influences
Personal: When I was growing up family members

or other people who were close to me used
these types of remedies.* 53.3% 23.6% 32.14 .000

Professional: My doctor recommended it. 30.2% 31.0% .03 .910
Media: I read something or heard something on TV

or on radio that convinced me to use them. 43.3% 40.4% .32 .598

* P,.001; † P,.01.

reasons among African-American wom-
en in our sample. We also examined the
association between the use of religion/
spirituality and various factors, such as
health status and sociodemographic var-
iables. (Results are shown in Table 1.)
Overall, 463 African-American women
(43%) reported using religion/spiritual-
ity for health reasons during the year
prior to the study. Notably, African-
American women who used religion/

spirituality were significantly more likely
to have an income of $40,000–60,000
than to be in higher or lower income
brackets (x2527.19, P,.001), and to
be highly educated (college graduate or
more) (x2533.13, P,.001), compared
to women who had not used religion/
spirituality. They were also more likely
to be in the middle-aged cohort (37–
56) than to be in either the older or
younger group. The association between

self-reported health status and use of re-
ligion/spirituality approached statistical
significance (x257.56, P,.06).

The interviews also included specific
questions regarding whether or not re-
spondents had experienced any of 15
health problems or conditions during
the previous year. Most respondents
(91%) had experienced one or more of
the health conditions included on the
survey. The most commonly cited
health conditions included back pain
(44%), joint pain or arthritis (37%),
and headaches (35%) (Table 2). Cancer
and osteoporosis were the least com-
monly reported conditions, each preva-
lent in less than 2% of the sample. The
use of religion/spirituality to treat health
conditions ranged from 9% to 42%
(Table 2). Only in 3 conditions (high
cholesterol, urinary tract/vaginal infec-
tions, and uterine fibroids) was religion/
spirituality used by fewer than 10% of
those who had the respective health
conditions. Use of religion/spirituality
was particularly common among those
with depression (42%), heart disease
(41%), and cancer (41%). Of the wom-
en who reported symptoms related to
life-cycle conditions, only a small num-
ber (menopause 6%, pregnancy 5%,
and menstruation 9%) used religion/
spirituality for the condition (results not
shown).

Use of Medical Treatments and
Services

As shown in Table 1, African-Amer-
ican women who had used religion/spir-
ituality for health reasons during the
year prior to the study were more than
twice as likely to have used some form
of CAM, compared to their counter-
parts (55% vs 25%, respectively,
x2598.05, P,.001). Women who had
used religion/spirituality for health rea-
sons were also more likely to have seen
a medical doctor in the past year, com-
pared to those who had not used reli-
gion/spirituality (70% vs 51%, respec-
tively, x2538.30, P,.001). Some wom-
en in the sample (6.8%) reported using
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religion/spirituality for health reasons,
but did not see a medical doctor, or use
any CAM during the prior year (results
not shown).

Among those who had used CAM,
we assessed differences in reasons for use
between religion/spirituality users and
non-religion/spirituality users. As shown
in Table 3, reasons for using CAM
differed significantly between these
2 groups. Compared to those women
who did not use religion/spirituality, re-
ligion/spirituality users were more likely
to have utilized some form of CAM be-
cause it was consistent with their beliefs
(31% vs 59%, respectively, x2528.60,
P,.001) and/or because they wanted a
natural approach to treatment (50% vs
64%, respectively, x257.09, P,.01).
They were also significantly more likely
to cite problems with conventional
medicine (eg, side effects x2513.38,
P,.001, or inefficacy x257.53, P,.01)
as a reason for CAM use, compared to
non-religion/spirituality users. Religion/
spirituality users were also more likely
to attribute their use of CAM to having
grown up around family members who
had used CAM (53% vs 24%, respec-
tively, x2532.14, P,.001).

DISCUSSION

Nearly half (43%) of African-Amer-
ican women in this study used religion,
spirituality, or prayer for health reasons
in 2001. African-American women are
more likely to utilize religion/spirituality
than women of other race/ethnicities,
such as Mexican Americans (19%), Chi-
nese Americans (7%), and non-Hispan-
ic Whites (37%).28 This high utilization
may be due to the historic (and current)
influences of the Black Church, and
other churches, since most recognize a
connection between religious and spiri-
tual beliefs and health, and promote
that recognition among members. Oth-
er studies have also found that African
Americans reported more frequent uti-
lization than any other racial/ethnic

group.29,30 However, our prevalence es-
timate of the use of religion/spirituality
for health among African Americans is
higher than those found by previous
studies. The 1999 National Health In-
terview Survey (NHIS), which included
both women and men, found a much
lower prevalence (17%) of use of reli-
gion/spirituality for health among Afri-
can Americans.36 Our sample consists of
women only, which could partially ac-
count for our higher prevalence. Wom-
en are generally more involved religious-
ly than are men, and this may be espe-
cially true for African Americans.37–39 In
fact, our estimate is similar to the find-
ings of a study based in San Francisco,
which reported that 36% of African-
American women used ‘‘spiritual heal-
ing’’ for breast cancer. In addition, we
asked generally about using spirituality,
religion, or prayer for health reasons, or
to treat a specific condition, whereas the
NHIS survey asked about practices
(spiritual healing and prayer).36

The overall prevalence of use of re-
ligion/spirituality among African-Amer-
ican women across a wide variety of
health conditions is consistent with pre-
vious research demonstrating the im-
portant role of religion in the healthcare
practices of African-American commu-
nities. These findings also support the
value of African-American churches in
health-promotion efforts, such as
church-based efforts to increase cancer
screening, or to reduce risk of cardio-
vascular disease through changes in diet
and exercise.7,20–22,40,41

The women in our sample were
more likely to use religion/spirituality
for serious conditions, such as cancer,
heart disease, and osteoporosis, than for
less serious conditions. Depression was
also a condition for which women often
reported turning to religion/spirituality.
Depression may be triggered by stressful
life events, such as a serious or life-
threatening illness. The high prevalence
of religion/spirituality use for depression
may be due to a belief that mental
health conditions are aptly treated by

spiritual and religious practices. It may
also point to the provision of informal
mental health services by the Black
Church, as suggested by a recent study
conducted in the South.42 The strong
religious or spiritual faith of African
Americans, among other protective fac-
tors, may contribute to lower rates of
depression found in African Americans,
relative to Whites.43

For less serious conditions like head-
aches and insomnia, women were less
likely to report the use of religion/spir-
ituality. The use of religion/spirituality
for marker conditions considered to be
risk factors of disease, such as high
blood pressure, high cholesterol, and ex-
cess weight, was also reported less fre-
quently, as was its use for conditions re-
lated to menopause, pregnancy, and
menstruation.

Social pressures may constrain
health-seeking behavior in minority
populations.44 An assumption often un-
derlying this concern is that those who
utilize unconventional healing practices
may forgo conventional medical treat-
ments for serious conditions when they
most need them.45 In our study, Afri-
can-American women who used reli-
gion/spirituality for health reasons were
more likely to have used CAM in the
past year, and were also more likely to
have seen a medical doctor. These find-
ings support previous research suggest-
ing that personal beliefs, and/or reli-
gious involvement, may encourage a va-
riety of health-seeking behaviors, rather
than limiting them.2,11,16,37

The tendency to seek out, and en-
gage in, a variety of healthcare practices
is influenced by a patient’s values, world
view, and beliefs regarding the nature
and meaning of health and illness46;
however, the opportunity to exercise this
tendency is increased by higher income
and education levels. We found that
middle-income African-American wom-
en and those with higher education
were most likely to utilize religion/spir-
ituality to influence their health. Our
data indicate that these associations hold
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for CAM use as well (reported else-
where).28 Although regional studies have
found greater spiritual beliefs and reli-
gious participation among the poor and
those with less education,47 an analysis
of the 1999 National Health Interview
Survey indicated that use of religion/
spirituality was highest among Blacks
with a college education or more.36

The use of medicines, treatments,
and health services is often associated
with poorer health status.16,48 Health
status is a significant predictor of CAM
use for all racial/ethnic groups in our
larger study.28 The association between
the use of religion/spirituality or prayer
with poorer self-assessed health status
approached, but did not reach, signifi-
cance in this sample. Therefore, the Af-
rican-American women in this sample
who were particularly vulnerable, due to
acute illness, chronic health conditions,
or low socioeconomic status, were not
significantly more likely than their
counterparts to utilize religion/spiritu-
ality to treat illnesses, or to influence
their health. Our data do not support
the notion that African-American wom-
en naively turn to religion or spirituality
in lieu of medical treatment when they
are most vulnerable,10 but rather that
more-educated women with some dis-
posable income engage in a variety of
healthcare practices.

The African-American women who
had turned to religion/spirituality for
health reasons were more likely than
those who had not to cite their ‘‘person-
al beliefs’’ as a reason for using uncon-
ventional therapies. They were also
more likely to attribute their CAM use
to a preference for ‘‘natural approaches
to treatment,’’ a concept consistent with
a definition of spirituality as a sense of
connectedness to self, others, and na-
ture,7 and also embraced by certain re-
ligious groups.12,13 Astin’s 1998 study of
reasons for CAM use in a general pop-
ulation found that one predictor of
CAM use was classification in a cultural
group identified, in part, by its interest
in spirituality or personal-growth psy-

chology. This led the author to conclude
that the use of alternative health care is
part of a broader value orientation and
set of cultural beliefs, one that embraces
a holistic, and, sometimes, spiritual ori-
entation to life.16 In our sample of Af-
rican-American women, the use of reli-
gion/spirituality for health was signifi-
cantly associated with CAM use; more
than twice as many women who used
religion/spirituality for health reasons
also engaged in CAM practices, com-
pared to those who did not. The asso-
ciation of higher education and income
levels with both religion/spirituality for
health, and CAM use, may indicate that
education and economic access to choic-
es promotes medical pluralism in those
with certain types of personal philoso-
phies. Some of the psycho-social char-
acteristics that predict pluralistic health
practices in the general population may
also be influential regarding the health
choices of African-American women.

Women of the middle-aged cohort
(37–56), the ‘‘baby-boom’’ generation,
were more likely than older or younger
women to say they used religion/spiri-
tuality for health reasons.. The 1960s
and 1970s were characterized by a
prominence of the Black Church in the
Civil Rights movement, as well as a
Black-consciousness movement that
supported naturalistic health care.3 Baby
boomers may hold personal philoso-
phies influenced by their generation that
predispose them to explore a variety of
health practices. In addition to these po-
tential cohort effects, our data also sug-
gest the possibility of inter-generational
influences in the use of CAM. The
women in this sample who utilized re-
ligion or spirituality for health reasons
were also more than twice as likely as
those who did not to cite the influence
of family members as a reason for their
use of CAM.

Women who utilized religion/spiri-
tuality for health were more likely than
those who did not to indicate negative
reactions to conventional care as a rea-
son for choosing CAM practices. This

tendency may be due to variations in
expectations and meanings of medical
encounters. Patients who value religion
or spirituality as agents of healing may
be less satisfied with a system of medi-
cine that emphasizes materialistic inter-
pretations and mechanisms, and ignores
their belief systems. As the African-
American women in this sample who
used religion/spirituality had higher lev-
els of education, this is consistent with
research suggesting that people with
more education are more critical of con-
ventional health care.49

Study Limitations and Future
Needs

A number of qualifications may lim-
it the interpretation of these findings.
Our response rate was 50%, and results
only apply to households with tele-
phones and to English-speaking Afri-
can-American women. Also, the geo-tar-
geting strategy used to obtain our study
respondents does not yield a national
random sample. Our sample may con-
sist of a higher proportion of urban res-
idents, women of higher socioeconomic
status, and fewer immigrants, than does
the national population of African-
American women. Nonetheless, the geo-
targeted sample represents the majority
of African-American women living in
the United States.

In addition, our measure of religion/
spirituality was limited in its specificity.
We were unable to distinguish between
religion and spirituality, in general, and
between religion/spirituality for health
that was personally interiorized, reli-
gious and spiritual practices by women
for self-care, and treatments by religious
and spiritual healers. In addition, there
may be some overlap between religion/
spirituality and other CAM categories,
such as ‘‘yoga, meditation, and tai ji,’’
‘‘remedies and practices associated with
a specific culture, (eg, Chinese medi-
cine, Ayurvedic medicine, Native Amer-
ican healing, Curanderismo),’’ or ‘‘en-
ergy therapies, such as Reiki or thera-
peutic touch.’’ Given the dearth of data
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in this area, the combined measure of
religion, spirituality or prayer for health
reasons used in this study provides valu-
able descriptive information.

Future research should be aimed at
the development of more discrete mea-
sures of religion and spirituality, which
would further our understanding of the
possible means by which they affect
health and healthcare choices, and how
they may mediate the health of African-
American women. This additional re-
search should include topics such as: 1)
lifestyles and health behaviors; 2) social
resources; 3) coping resources and be-
haviors; 4) attitudes, beliefs, and emo-
tions; and 5) generalized beliefs about
the world.2 Studies exploring these
mechanisms would advance our knowl-
edge of both the positive and negative
effects of religion and spirituality on
health.

Our findings suggest an association
between the use of religion/spirituality
and a pluralistic approach toward health
care, such as the use of both CAM and
conventional medicine. The tendency to
seek a variety of services and types of
medical care must be better understood.
Does involvement with religion and
spirituality enhance health-seeking be-
havior and access to care? Can such in-
volvement influence disease? If clinical
studies with experimental designs iden-
tify direct effects of religion and spiri-
tuality on health outcomes, what are the
ethical implications for those providing
medical services? Should medical pro-
fessionals and institutions interact with
religion and spirituality, both as a social
force and as an interiorized world view
of many African Americans?

Religion and spirituality are associ-
ated with health-seeking behaviors of
African-American women, as evidenced
by their use across a number of health
conditions, and by the overall preva-
lence found in this study. Although
cross-sectional, large-scale studies pro-
vide important information about pop-
ulation trends and associations, multi-
disciplinary research designs with tem-

poral dimensions should also be em-
ployed. Prospective studies assessing the
influence of religion and spirituality
would be particularly useful, regarding
causal pathways and disease outcomes.
In addition, qualitative studies, elabo-
rating the generalities of quantitative
data, are necessary to explore the mean-
ing of religion and spirituality for com-
munities and individuals.

Both religion/spirituality and health
are multi-dimensional concepts that
need to be elaborated carefully for their
interaction to be understood. Cross-cul-
tural concepts of health, health-seeking
behavior, and religion/spirituality, are
necessary if studies are to have specific-
ity and meaning. The use of religion
and spirituality for a range of conditions
and life-cycle segments should be ex-
plored to further anchor theoretical con-
structs in the health conditions and ex-
periences of African-American women.
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