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Chapter 26
Integrating Positive Psychology, Religion/
Spirituality, and a Virtue Focus Within 
Culturally Responsive Mental Healthcare

Laura E. Captari, Steven J. Sandage, Richard A. Vandiver, 
Peter J. Jankowski, and Joshua N. Hook

In his groundbreaking book Authentic Happiness, Martin Seligman (2002) 
bemoaned: “Rely[ing] on shortcuts to happiness, joy, rapture, comfort, and ecstasy, 
rather than [achieving] these feelings by the exercise of personal strengths and vir-
tues, leads to legions of people who in the middle of great wealth are starving spiri-
tually” (p. 8). Recognizing this possibility, positive psychologists and psychologists 
of religion/spirituality have explored what constitutes and contributes to the good 
life—which often is referred to as human flourishing (VanderWeele et al., 2019). 
But what makes life good, and who decides what is good? What if one person’s 
pursuit of flourishing brings harm to another? And how do these concerns intersect 
with the realities of suffering and inequity? Such questions have important implica-
tions for mental healthcare in a diverse world (Sue et al., 2019). Drawing on sys-
temic and intercultural sensibilities, this chapter explores some of the complexities 
and dilemmas inherent in integrating the contributions of positive psychology, 
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religion/spirituality, and virtue. To begin, we give an overview of key definitions 
and orient readers to our dialectical, developmental framework. Next, we synthesize 
the evidence for psychological interventions that integrate these domains. Third, we 
offer recommendations for an integrated line of research and practice, emphasizing 
the need for emic approaches that promote culturally responsive care. Finally, we 
discuss innovative clinical and community applications, suggesting that helping 
people and systems grow in the virtues salient within their cultural and spiritual 
context can promote flourishing.

 Getting Oriented: Definitions and Conceptual Framework

We understand mental health to exist on a continuum, ranging from illness (e.g., 
high symptoms, low well-being) to languishing (e.g., low symptoms, low well- 
being) to health/flourishing (e.g., low symptoms, high well-being; Keyes, 2002). 
Flourishing involves not only the amelioration of symptoms but also the presence of 
well-being—an umbrella term broadly including “all different forms of evaluating 
one’s life or emotional experience, such as satisfaction, positive affect, and low 
negative affect” (Diener et al., 2017, p. 87). Although there are many subclassifica-
tions of well-being, here we highlight two broad categories: (a) hedonic well-being 
focuses on personal pleasure and enjoyment (e.g., feeling good), whereas (b) eudai-
monic well-being more broadly emphasizes relational maturity, meaningful life pur-
pose, and communal concerns (e.g., pursuing good). Taken together, holistic 
flourishing is a multidimensional, developmental process that integrates hedonic 
and eudaimonic well-being with personal beliefs, values, and cultural contexts 
(Jankowski et al., 2020; Lambert et al., 2015).

Shifting from a deficit-based, symptom-alleviating medical model to a more 
holistic, capacity-building framework respects the complexity of human experience 
and is resonant with core tenets of many religious/spiritual (R/S) traditions. We 
utilize a pluralistic definition of R/S that includes Spiritual, Existential, Religious, 
and Theological dimensions of human experience (SERT; Sandage et  al., 2020), 
partly in response to the growing number of people who identify as multireligious 
(i.e., interweaving aspects of multiple traditions), spiritual but not religious, or as 
neither spiritual nor religious. Even among this latter group, existential themes (e.g., 
death, loss, meaning) are often relevant. Thus, we consider whatever a person views 
as ultimately most important, whether that be a divine being and/or other spiritual 
entities, cherished principles and values, or other ultimate concerns. This frame-
work opens broad conceptual space to consider both the salutary and harmful ways 
people relate to whatever they consider sacred or ultimate.

Our engagement with positive psychology draws significantly on critical and 
intercultural lenses, often termed positive psychology 2.0 (Chang et al., 2016; Wong, 
2011). Positive psychology 2.0 calls for attention to eudaimonic well-being (e.g., 
cultivating virtue and meaning) as well as contextual (e.g., culture, religious) and 
systemic (e.g., oppression, empowerment) factors. Although positive psychology’s 
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historically etic approach has brought scientific rigor to researching human 
strengths, it is risky to decontextualize these constructs from their sociocultural situ-
atedness. The resulting expectation can be that positive psychology constructs are 
universally positive and promote well-being irrespective of race, ethnicity, gender, 
social location, and other factors. However, a one-size-fits-all approach can be prob-
lematic. For example, R/S people often understand strengths in light of their R/S 
worldview and utilize embedded R/S practices that are not always acculturated to 
psychological language. In addition, for people with less privilege, strengths often 
intersect with minority stress and structural oppression, such that there are some 
cases where a particular virtue could appear counter to flourishing (e.g., gratitude 
and humility may seem like colluding with oppression). Positive psychology 2.0 
attends to these nuances.

Throughout this chapter, we integrate virtue ethics—a framework rooted in 
Aristotelian philosophy and expanded upon by Confucius, Maimonides, Aquinas, 
Al-Ijī, and other diverse traditions (MacIntyre, 2007)—to contextualize positive 
psychology within each person’s culture, worldview, and presenting concerns. A 
core premise of virtue ethics is that flourishing cannot be achieved solely through 
symptom reduction but rather is inextricably connected with virtue development. 
Virtues refer to “qualities of human character and excellence which enhance the 
capacity to live well” (Sandage & Hill, 2001, p. 243); put differently, virtues are 
“morally based [thoughts, feelings, and] actions that enable an individual and his or 
her social world to thrive” (Lerner, 2019, p. 79). The developmental language of 
virtue orients people to reflect on who they are and are becoming in relation to oth-
ers (McMinn et al., 2016). Virtues are often motivated by personal beliefs, values, 
and goals, so understanding a person’s SERT context is vital. Virtue ethics priori-
tizes practical wisdom as a meta-virtue to navigate (a) particularities of when to 
draw on which virtue and (b) the complexity of considering multiple virtues in 
tandem. For example, navigating conflicts may require self-control, honesty, and 
forgiveness, and doing antiracist work often necessitates justice, courage, and cre-
ativity. Dose and behavioral manifestation of each virtue may vary based on identity 
characteristics, R/S worldview, and the present moment.

 What We Know: Synthesizing the Empirical Evidence

We searched seven major electronic databases to identify meta-analyses comparing 
(a) interventions integrating religion/spirituality, positive psychology, and/or virtues 
with (b) either an alternative active treatment condition or a no-treatment control. 
For the purposes of this review, intervention includes psychotherapy and other men-
tal health supports (e.g., self-help programs). To maintain a reasonable scope, we 
did not include meta-analyses of spiritual direction or ministry, which tend to be 
more loosely defined. Our use of the term integrated specifies drawing substantively 
on the contributions of religion/spirituality, positive psychology, or virtue, which 
have been defined in detail above. Reviewing results available in English as of May 
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1, 2021, we identified 36 meta-analyses. Below we summarize our findings in three 
domains: (a) spiritually integrated interventions, (b) positive psychology interven-
tions, and (c) virtue-based interventions. See Appendix 26.S1 (Tables 26.S1, 26.S2, 
and 26.S3) for more detail.

 Spiritually Integrated Interventions

Integrating clients’ spirituality is an important aspect of evidence-based practice, 
described as a three-legged stool synthesizing (a) research evidence with (b) clinical 
expertise and (c) clients’ values, preferences, and contexts (Shafranske, 2013). 
Spiritually integrated interventions (SIIs) can be conducted in “virtually any psy-
chotherapeutic tradition—psychodynamic, cognitive behavioral, family systems, 
humanistic, and existential” (Pargament et al., 2005, p. 161). Currently, the largest 
efficacy base is in cognitive behavioral approaches adapted by religion, including 
Christian, Muslim, Jewish, Hindu, and Buddhist contexts (Abu Raiya & Pargament, 
2010; Koenig et al., 2015; Milevsky & Eisenberg, 2012); however, there also are 
more pluralistic approaches that incorporate whatever a person considers sacred 
(Koszycki et  al., 2014; Rosmarin et  al., 2019). Furthermore, models have been 
developed to address comorbid distress, such as body–mind–spirit interventions for 
physical and mental illness (McGrady & Moss, 2018) and meaning-centered ther-
apy for end of life (Thomas et al., 2014).

Our review identified seven meta-analyses examining the efficacy of SIIs (see 
Table 26.S1). Broadly speaking, the existing evidence suggests SIIs are effective in 
ameliorating mental health symptoms to a modest or moderate degree, especially 
when people “learn to apply their own religious/spiritual beliefs to their mental 
health” (Smith et al., 2007, p. 653). SIIs are particularly effective in improving R/S 
well-being, such as increasing R/S believers’ sense of meaning and the quality of 
their relationship with whatever they view as sacred. However, much remains 
unclear about the conditions and mechanisms that make SIIs effective (or ineffec-
tive) in routine clinical practice. Although most research has focused on explicit 
integration, including helping clients draw on personally salient practices (e.g., 
prayer, meditation, sacred scriptures, time in nature), implicit integration may also 
occur, as a client internalizes their therapist’s attuned, responsive presence, resulting 
in positive changes in the person’s relational schemas of the divine (e.g., experienc-
ing a higher power as present and responsive, rather than distant and harsh). 
Research is needed to explicate how clients’ SERT concerns may intersect with 
other aspects of their identity and culture, as well as how SERT concerns may lead 
to vulnerabilities or harm when R/S beliefs or practices are used defensively. For 
instance, spiritual bypass (i.e., “the use of spiritual practices and beliefs as a way of 
avoiding dealing with unresolved psychological issues” (Picciotto & Fox, 2018, 
p. 65) could be a barrier to virtue development. Thus, it is vital for clinicians to 
consider how religion/spirituality can both facilitate and hinder flourishing.

L. E. Captari et al.
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 Positive Psychology Interventions

Positive psychology interventions (PPIs) have emerged in response to growing evi-
dence that the medical model, which focuses on symptom reduction, often falls 
short of promoting flourishing. PPIs focus broadly on enhancing well-being and 
attend particularly to the experience of languishing (“emptiness and stagnation, 
constituting a life of quiet despair,” Keyes, 2002, p. 210), through fostering positive 
states (e.g., emotions, cognitions, behaviors) using evidence-based pathways (e.g., 
savoring, meaning, strengths). PPIs can be used as stand-alone (e.g., self-help) 
interventions in nonclinical settings, as adjuncts to mental health treatment (e.g., 
assigned for use between sessions) or as components integrated in individual or 
group therapies. Distinct therapeutic approaches have been developed using a PPI 
lens, such as well-being (Fava et  al., 2005) and positive (Seligman et  al., 2006) 
psychotherapies. Contemporary non-PPI treatments have also begun to prioritize a 
well-being focus, including acceptance and commitment therapy (Trompetter et al., 
2017) and mindfulness-based interventions (Weiss et al., 2016).

Our review identified 12 meta-analyses examining the efficacy of PPIs (see 
Table  26.S2). High-quality studies consistently support the use of PPIs to foster 
hedonic and eudaimonic well-being to a modest or moderate degree, but the evi-
dence is less clear when it comes to reducing symptoms (e.g., anxiety, depression). 
Divergent findings between symptoms and well-being substantiate the need to con-
ceptualize mental health as a continuum (i.e., not a category) that has related but 
distinct dimensions. Overall, PPIs appear more efficacious over longer periods of 
time (rather than as brief interventions) and in the context of psychotherapy (com-
pared with self-help programs). PPIs may have differing relevance to people, based 
on clients’ presenting concerns and level of distress. In mental healthcare, there is 
evidence for multiple change trajectories (Stulz & Lutz, 2007). For some clients, 
attention to strengths early in treatment supports agency and instills hope. For other 
clients, especially when their distress is overwhelming, focusing on symptom man-
agement and reduction may be most helpful before trying to enhance well-being. 
Future research can help clarify which PPI ingredients carry the weight of change 
in symptoms and well-being, for which populations, at which points in time.

 Virtue-Based Interventions

Although PPIs focus on increasing well-being, virtue-based interventions (VBIs) 
are guided by a specific developmental telos, which may or may not be explicitly 
framed using a SERT lens. VBIs explicitly target the development of virtues, based 
on emerging evidence that growth in virtues promotes positive mental health and 
flourishing. Virtue development is thought to interact with other mechanisms of 
change (e.g., positive affect, intrinsic motivation, prosocial behavior), fostering self- 
reinforcing upward spirals of engagement, agency, and meaning that catalyze 
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well- being (Rusk et al., 2018). As Jankowski et al. (2020) have elaborated, “Virtues 
as change mechanisms consist of repeated acts of virtuousness and growing levels 
of dispositional virtuousness over time” (p. 296). This perspective resonates with 
the ancient wisdom of all five major R/S traditions, each of which emphasize per-
sonal growth and transformation as central to flourishing. To date, VBIs fostering 
forgiveness, gratitude, and self-compassion have been studied most frequently, with 
growing research on hope, kindness, and empathy. VBIs can be implemented as 
stand-alone (self-help) interventions in nonclinical settings, as a virtue focus inte-
grated into psychotherapy, or as a virtue-specific therapeutic model. For example, 
loving-kindness meditation can be used as a personal practice or can be integrated 
in treatment (Galante et al., 2014), and the REACH Forgiveness model has similarly 
been utilized both for self-help and in therapy, with greater gains found when SERT 
context was integrated (Wade et  al., 2014). Distinct virtue-based therapeutic 
approaches have also been developed, including compassion-focused psychother-
apy (Gilbert, 2014) and hope-focused couples therapy (Worthington, 2013).

Our review identified 17 meta-analyses examining the efficacy of VBIs (see 
Table  26.S3). Despite emerging support both for increased well-being and for 
symptom reduction, the evidence is less well-established for VBIs than for SIIs or 
PPIs. VBIs have most often been (a) compared to a no-treatment controls, (b) tested 
in nonclinical (e.g., college student) samples, and (c) limited by short duration. 
However, the available evidence suggests that context and dosage are important. 
VBIs may be more readily integrated with students and community members (com-
pared to clinical/psychiatric populations), and longer interventions appear to facili-
tate greater gains. One limitation to date has been interventional focus on a single 
virtue, when, in daily life, virtues likely interact with one other to promote well- 
being. For example, highly R/S people often embrace numerous interlocking vir-
tues, so separating the effects of a single virtue is fraught. Exploration of underlying 
change mechanisms is needed in real-world clinical settings, where chronic distress 
is often intertwined with “significant struggles in… unforgiveness, hopelessness, 
envy, and/or self-criticalness” (Jankowski et al., 2020, p. 301). Ongoing empirical 
work can help explicate the nuances of how and in what ways a focus on virtue may 
promote flourishing.

 What’s Next?: Advancing Integrative, Culturally 
Responsive Research

Readers will notice some overlap in these three intervention areas. However, scant 
attention has been given to the development and implementation of positive psy-
chology and virtue-based interventions that are tailored to and situated within spe-
cific SERT and cultural contexts. One exception is some Christian-focused 
interventions. To date, research has primarily (a) captured the experiences of major-
ity populations who hold substantial societal privilege, relative to racial, ethnic, 
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R/S, sexual, and gender minorities; (b) focused on individual well-being, with less 
attention to couple, family, and systemic functioning; and (c) examined each virtue 
in isolation, without accounting for potential synergistic effects of multiple virtues 
acting and developing concurrently. Next, we discuss priorities for elucidating the 
interplay of positive psychology, religion/spirituality, and virtue in daily life, par-
ticularly among nonmajority groups.

 Test Virtue–Flourishing Links, Considering Intervention Setting 
and Format

To advance the framework of virtue ethics, intervention studies need to continue 
testing the hypothesis that virtue development promotes flourishing. We also know 
very little about potential mediating and moderating factors, even though scholars 
theorize that relational and emotion regulation capacities may play influential roles 
(Jankowski et al., 2020). To date, most interventions have been developed and tested 
as short-term, psychoeducational protocols with college students. Moving the sci-
ence forward will require testing virtue–flourishing links in a variety of settings, 
including individual, couple and family, and group therapies (within mental health 
treatment), as well as in systems-wide interventions, such as within schools, work-
places, and R/S communities. If scientists really want to understand how to help 
people, systems, and communities flourish, they must investigate a number of areas: 
What interventions are most effective, relevant, and feasible for promoting virtue 
development? How does this vary based on personal, cultural, and contextual fac-
tors? Which people benefit from which interventions? Some individuals and groups 
may be more interested in a broad well-being-focused intervention rather than one 
aimed at virtue development, whereas people for whom R/S is very important may 
prefer approaches that translate psychological science into theologically rele-
vant terms.

Furthermore, based on these differences, what delivery format(s) might work 
best? For example, in some more collectivistic contexts, family and group interven-
tions may be more salient and effective. Technologically delivered interventions 
may be more engaging and effective among teens and young adults. In populations 
not acculturated to Western models of mental health, interventions delivered within 
a culturally trusted institution (e.g., an educational setting, faith community, or 
other network with a history of trust and reliability) may increase accessibility and 
effectiveness. Research is also needed to explore the impact of the person or people 
facilitating the interventions, whether that be a psychotherapist, R/S leader, teacher, 
or someone else in the community. There could be potential differences in effective-
ness depending on the intervention’s orientation toward collaboration and interac-
tion (ranging from very structured/didactic to experiential/cocreated). Relatedly, it 
is likely that people who seek out an intervention may more invested—and thus 
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experience greater gains in flourishing—compared to people for whom intervention 
participation is expected (e.g., to meet educational requirements).

 Attend to the Complexities of Real-World Clinical Practice

One limitation of efficacy research is the gap between well-controlled trials and 
real-world practice, where (a) people often present with comorbid diagnoses (and 
hence are excluded from efficacy studies) and (b) therapists frequently integrate 
multiple treatment approaches and modalities to address clients’ needs. Despite the 
evidence reviewed above, there has been a significant lag in dissemination to main-
stream mental healthcare. This dearth is vital to address. Both etic and emic studies 
are needed to investigate generalizable patterns (and exceptions to those patterns) 
unique to particular persons and contexts. For example, although we know that 
attending to spirituality, well-being, and virtues in treatment is generally helpful, 
much remains unclear about the conditions and mechanisms of change that make 
these interventions effective (or ineffective) in day-to-day practice. What are the 
choice points between implicit and explicit integration of these domains in treat-
ment? For which people? At what points in therapy? And what role might the thera-
pist’s embodiment of virtue play (i.e., are virtues taught or caught)?

Although few clients present to therapy with a primary goal of increasing virtue, 
many describe wanting to better manage emotions and navigate relationships, and 
evidence suggests that virtues such as humility, gratitude, and forgiveness are asso-
ciated with affect regulation and secure attachment (Dwiwardani et  al., 2014). 
Interweaving a virtue and well-being focus—contextualized to a client’s SERT con-
text—within clinical formulation and treatment has significant potential, but it is 
much more difficult to study and thus is less empirically developed. As one exam-
ple, a recent practice-based study found that clients in psychodynamic therapy evi-
denced growth in humility, which predicted changes both in symptoms and 
well-being (Jankowski et  al., 2021). For some clients, virtues may be a relevant 
explicit focus (e.g., integrating the REACH Forgiveness model into therapy); for 
others, virtues may emerge within the treatment process (e.g., the therapist embod-
ies humility amidst an alliance rupture). In the former situation, cognitive and 
behavioral foci may facilitate virtue development, whereas in the latter, virtues may 
be internalized via emotional and relational processes of therapeutic action (Schore, 
2014). In real-world practice, treatment responsiveness may matter more than fidel-
ity to a particular intervention (Norcross & Wampold, 2018). To the extent that is 
true, research is needed that (a) tracks facilitators and hindrances of dissemination 
and effectiveness, (b) incorporates longitudinal and mixed-method practice-based 
research designs, (c) uses person-centered analyses to identify subgroups that 
respond well (vs. poorly) to treatment, and (d) explicates conditions for and mecha-
nisms of change in symptoms and well-being.

L. E. Captari et al.
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 Critically Consider Diversity, Equity, and Justice

Expanding positive psychology beyond a Eurocentric perspective requires grap-
pling with how virtue and well-being constructs intersect with structural inequality, 
minority stress, and intersectionality. Most existing models and self-report mea-
sures (e.g., of optimism, gratitude, hope) center the experiences of White individu-
als from a higher socioeconomic status and education level (Paquin et al., 2019). 
However, these constructs “are necessarily embedded in a cultural context” (Sandage 
et  al., 2003, p.  571). The diverse ways that virtues are understood, valued, and 
embodied can vary significantly, often based on the intersections of a person’s cul-
ture, R/S beliefs, and social location, to name just a few areas. Therefore, flourish-
ing needs to be investigated with increased (a) attention to diverse cultural and 
SERT understandings and (b) consideration of systemic and sociocultural factors 
that impact disparities in flourishing. Holistic and communal forms of well-being 
more closely align with the cultural worldviews and values of many clients, rather 
than the medical model’s focus on symptom alleviation (which dominates health-
care in Europe and the United States). Research is needed that (a) examines path-
ways to flourishing for all people, not just dominant group members, and (b) 
interrogates organizational dynamics that perpetuate prejudice and inequities in 
mental healthcare (Paquin et al., 2019).

The interplay between eudaimonic and hedonic well-being holds important 
implications in the face of injustice, as Seligman (2002) has noted: “People who are 
impoverished, depressed, or suicidal care about much more than just the relief of 
their suffering. These people care—sometimes desperately—about virtue, about 
purpose, about integrity, and about meaning” (p. xi). It is vital to explore how 
chronic oppression may tax people’s resilience and compromise their expression of 
virtues. As one example, scholars have begun to explicate the concept of burdened 
virtues, capturing how inequitable societal conditions often necessitate oppressed 
groups developing “a set of virtues that carry a moral cost to those who practice 
them” (i.e., they support survival but not flourishing; Tessman, 2005, p.  1). We 
invite researchers to consider ways to (a) privilege the narratives of individuals who 
have been historically oppressed and systemically affected by poverty, racism, and 
sexism; (b) use community action research designs to engage these populations in 
every stage of scholarly work, from theory building and measurement to interven-
tion design and implementation; and (c) integrate clients’ culturally embedded 
strengths and SERT perspectives about human suffering and well-being into psy-
chotherapy approaches.
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 Elucidate Problematic Applications such as Virtue Bypass

Positive psychology has historically focused on increasing positively valenced emo-
tions, which can perpetuate the myth that enhancing positive aspects of one’s life 
will resolve—or prevent—distress. This does not translate well into real-world clin-
ical practice, where clients often present with long-standing suffering. Failing to 
acknowledge and process life’s hardships can produce toxic positivity, “the exces-
sive and ineffective overgeneralization of a happy, optimistic state across all situa-
tions” that “results in the denial, minimization, and invalidation of the authentic 
human emotional experience” (Quintero & Long, 2019, para. 4). In contrast, attend-
ing to negatively valenced affect—what Lomas (2018, 2019) has called the virtues 
of anger and sadness—can enhance adaptation and well-being over time. Affective 
neuroscience research elucidates the adaptive evolutionary functions of rage, fear, 
and sadness (Panksepp & Biven, 2012), a keen reminder that all emotions lend 
important insight into our desires and needs and thereby can help motivate action. 
Although the dichotomies of positive and negative are useful in research, a dialecti-
cal perspective is often more salient, valid, and useful in practice. Rather than view-
ing positive affect and virtue behaviors as universally beneficial, we need to explore 
the specific function in light of each person’s intrapersonal dynamics and social 
location.

We propose the term virtue bypass to describe when virtue language or behav-
iors are used in ways that undermine or are counter to flourishing, such as to (a) 
oppress and subjugate others or (b) repress and deny one’s own emotions and needs. 
Consider a sexual abuse survivor whose faith community urges them to forgive as 
an extension of divine grace. This person may rush to verbalize forgiveness as a 
trauma response that restores equilibrium, bypassing the virtue of justice and 
related emotions of rage and mourning. Evidence-based practice here must synthe-
size positive psychology contributions with evidence that “an optimistic bias can 
put victims in danger” and in some cases “forgiveness [can] increase likelihood of 
further transgressions” (Sinclair et al., 2020, p. 26). Or consider a teen who coura-
geously shares pent-up hurt with their parents, only to have their parents snap back, 
“Stop being dramatic and show some gratitude for all we’ve done for you!” Here, 
emotional invalidation is being dressed up in the clothing of virtue, and attending to 
this parent–child relational dynamic is vital for systemic well-being. Helping the 
family stay with and process difficult emotions together may foster greater under-
standing, trust, and connection—from which gratitude could emerge bidirection-
ally. Taken together, a virtue ethics perspective orients us toward practical wisdom 
and contextual sensitivity, so we can discern whether virtue language is emerging 
out of authentic struggle with and acceptance of reality, or it is being used to avoid 
or contort reality. Intervention frameworks are needed that account for this 
complexity.

L. E. Captari et al.
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 In Real Life: Implementation in Clinical 
and Community Settings

In mental healthcare systems, clinical decision-making is often guided by attention 
to disorders, dysfunction, and deficits, which can reduce people to their diagnosis. 
In one woman’s words, “When all you ask about is my symptoms, it feels like noth-
ing else about me is real!” Positive psychology offers critical contributions to a 
holistic view of flourishing by orienting clinicians toward each client’s and family’s 
strengths and adaptive capacities. Yet, integration in routine practice has been sty-
mied by a primary focus in positive psychology on the individual, forgetting that 
“the conditions in the environments where people are born, live, learn, work, play, 
worship, and age affect a wide range of health, functioning, and quality-of-life out-
comes and risks” (U.S. Department of Health & Human Services, 2021, para. 1). 
Thus, we offer practical recommendations for psychotherapists, spiritual care pro-
viders, and others in helping roles.

First, maintain a dialectical, contextual perspective, recognizing that without cul-
tural humility (Hook et al., 2017), we can miss important aspects of people’s lived 
experience and can enact colonizing and oppressive dynamics. Determining which 
intervention setting and format is most appropriate for a particular person is an 
iterative, collaborative process. Be mindful of power dynamics and the ethical prob-
lems that are embedded in authoritatively communicating—even as part of psycho-
education—that X, Y, and Z virtues will promote clients’ well-being. A majority of 
positive psychology research has been conducted with college students, many of 
whom are White and hold social privilege; thus, findings cannot necessarily be gen-
eralized to nonmajority and clinical populations. We can reshift the center beyond 
Eurocentrism not only in the lab but also in real-world care settings, by using empir-
ical literature as a jumping-off point to spark curiosity and joint exploration about 
embedded cultural strengths and SERT resources that can promote flourishing for 
the person in front of us. Norcross and Wampold (2018) have captured this com-
plexity in describing the need to cocreate “a new therapy for each patient” (p. 1889). 
This is different from assuming that virtue growth in a particular area should be the 
interventional focus. Thus, SIIs, PPIs, and VBIs are best understood as clinical 
resources to guide treatment, rather than scientifically proven parameters to be 
implemented unquestioningly.

Second, reflect on how your work fits into the continuum of catalyzing flourish-
ing at both individual and communal levels. Virtues have intrapersonal and systemic 
impacts, and this influence flows both ways. Psychotherapy is only one of multiple 
potential interventional contexts, and people stand to benefit from a well-being 
focus within their workplaces, schools, and faith communities. One innovative way 
to disseminate psychological science is through adapting these interventions to faith 
and/or learning communities’ needs (Wang et  al., Chap. 29, this volume). 
Considering R/S communities as intervention sites, Bufford et al. (2018) collabo-
rated with Christian church leaders to develop and test a grace-focused intervention 
(e.g., sermon series and small group program), and participants reported growth in 
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grace and self-forgiveness. Targeting a broader systemic context, Griffin et  al. 
(2019) developed a university-wide forgiveness initiative, including active (e.g., 
lectures, movie nights) and passive (e.g., social media) components, resulting in 
student-reported growth in forgiveness. Community-based interventions may have 
particular salience following mass traumas (e.g., natural disasters, school shootings) 
and in meaningfully addressing the impacts of intergenerational trauma. For exam-
ple, African American communities are historically organized around the local 
church—“the oldest and most resilient social institution in Black America…[and] 
traditionally the only Black-controlled institution of a historically oppressed peo-
ple” (Putnam, 2000, p. 68). Religious institutions and community leaders are often 
looked to for guidance amidst turmoil and uncertainty, so they are uniquely posi-
tioned to support positive adaptation (Captari et al., 2019).

Finally, consider pluralistic and intercultural applications relevant to our diverse, 
global society. People increasingly draw on ideas and practices from multiple tradi-
tions, as they differentiate and redefine a new spiritual path across their life 
(Ammerman, 2020). Hence, approaches adapted to specific religions are inadequate 
to meet many people’s needs. At the same time, it is questionable “whether positive 
psychology interventions can ever be characterized as purely secular” (Rye et al., 
2013, p. 503), as perspectives about a particular virtue are shaped by family and 
community SERT influences. Without assuming what’s good for me is good for you, 
virtue ethics provides a shared language for engaging in meaningful dialogue about 
the relevance of positive psychology across cultural and worldview differences. For 
example, recognizing how the COVID-19 pandemic has disproportionately 
impacted racial and ethnic minorities, expressing anger and grief about the impacts 
of systemic racism could be more positive (e.g., creative, generative, and healing) 
than a focus on optimism or gratitude—and it is not up to us to dictate this. By let-
ting clients lead us toward positive psychology resources embedded in their SERT 
framework, implementation science can advance at a grassroots level.

 Conclusions

Positive psychology, religion/spirituality, and virtues each offer a unique lens that 
can help promote culturally responsive mental healthcare. In this chapter, we have 
applied virtue ethics to facilitate a rapprochement between these literatures, situat-
ing positive psychology within the broader landscape of each person’s sociocultural 
and SERT context. We have synthesized the evidence base for spiritually integrated, 
positive psychological, and virtue-based interventions to guide readers in utilizing 
these approaches in their work. These interventions are applicable to clinical prac-
tice, R/S and learning communities, and other applied settings (workplaces, human-
itarian aid, etc.). Attending to an individual’s struggles and strengths in light of (a) 
personal beliefs, values, and goals as well as (b) systemic and sociocultural pro-
cesses helps us avoid the pitfalls of both the medical model and a one-size-fits-all 
approach. Whether you find yourself in a therapy room, classroom, religious 
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community, or boardroom, consider creative ways to incorporate the strengths and 
resources of these domains to help people pursue the good life “through meeting 
suffering head on and transforming it into opportunities for meaning, wisdom, and 
growth” (Emmons, 2003, p.  156). Together, we can create more compassionate, 
just, and empowering communities that promote flourishing for all.

Acknowledgements This project was supported by a grant from John Templeton Foundation on 
“Mental Healthcare, Virtue, and Human Flourishing” (#61603).

Conflict of Interest We have no conflicts of interest to disclose.

References

Abu Raiya, H., & Pargament, K.  I. (2010). Religiously integrated psychotherapy with Muslim 
clients. Professional Psychology, 41(2), 181–188. https://doi.org/10.1037/a0017988

Ammerman, N. T. (2020). Rethinking religion: Toward a practice approach. American Journal of 
Sociology, 126(1), 6–51. https://doi.org/10.1086/709779

Bufford, R. K., McMinn, M. R., Moody, J. A., & Geczy-Haskins, L. (2018). The effects of grace 
interventions in church communities. The Journal of Positive Psychology, 13, 512–521. https://
doi.org/10.1080/17439760.2017.1350740

Captari, L. E., Hook, J. N., Aten, J. D., Davis, E. B., & Tisdale, T. C. (2019). Embodied spiritual-
ity following disaster. In V. Counted & F. Watts (Eds.), The psychology of religion and place 
(pp. 49–79). Palgrave Macmillan.

Chang, E. C., Downey, C. A., Hirsch, J. K., & Lin, N. J. (2016). Positive psychology in racial and 
ethnic groups: Theory, research, and practice. American Psychological Association.

Diener, E., Heintzelman, S. J., Kushlev, K., Tay, L., Wirtz, D., Lutes, L. D., & Oishi, S. (2017). 
Findings all psychologists should know from the new science on subjective well-being. 
Canadian Psychology, 58, 87–104. https://doi.org/10.1037/cap0000063

Dwiwardani, C., Hill, P. C., Bollinger, R. A., Marks, L. E., Steele, J. R., Doolin, H. N., … Davis, 
D. E. (2014). Virtues develop from a secure base. Journal of Psychology and Theology, 42(1), 
83–90. https://doi.org/10.1177/009164711404200109

Emmons, R. A. (2003). Personal goals, life meaning, and virtue. In C. L. M. Keyes & J. Haidt 
(Eds.), Flourishing: Positive psychology and the life well-lived (pp. 105–128). APA.

Fava, G. A., Ruini, C., Rafanelli, C., Finos, L., Salmaso, L., Mangelli, L., & Sirigatti, S. (2005). 
Well-being therapy of generalized anxiety disorder. Psychotherapy and Psychosomatics, 74, 
26–30. https://doi.org/10.1159/000082023

Galante, J., Galante, I., Bekkers, M.-J., & Gallacher, J. (2014). Effect of kindness-based meditation 
on health and well-being: A systematic review and meta-analysis. Journal of Consulting and 
Clinical Psychology, 82, 1101–1114. https://doi.org/10.1037/a0037249

Gilbert, P. (2014). The origins and nature of compassion focused therapy. British Journal of 
Clinical Psychology, 53(1), 6–41. https://doi.org/10.1111/bjc.12043

Griffin, B. J., Toussaint, L. L., Zoelzer, M., Worthington, E. L., Jr., Coleman, J., Lavelock, C. R., 
McElroy, A., Hook, J. N., Wade, N., Sandage, S., & Rye, M. (2019). Evaluating the effective-
ness of a community-based forgiveness campaign. The Journal of Positive Psychology, 14(3), 
354–361. https://doi.org/10.1080/17439760.2018.1437464

Hook, J. N., Davis, D., Owen, J., & DeBlaere, C. (2017). Cultural humility. APA.
Jankowski, P. J., Sandage, S. J., Bell, C. A., Davis, D. E., Porter, E., Jessen, M., Motzny, C. L., 

Ross, K. V., & Owen, J. (2020). Virtue, flourishing, and positive psychology in psychotherapy. 
Psychotherapy, 57(3), 291–309. https://doi.org/10.1037/pst0000285

26 Integrating Positive Psychology, Religion/Spirituality, and a Virtue Focus…

https://doi.org/10.1037/a0017988
https://doi.org/10.1086/709779
https://doi.org/10.1080/17439760.2017.1350740
https://doi.org/10.1080/17439760.2017.1350740
https://doi.org/10.1037/cap0000063
https://doi.org/10.1177/009164711404200109
https://doi.org/10.1159/000082023
https://doi.org/10.1037/a0037249
https://doi.org/10.1111/bjc.12043
https://doi.org/10.1080/17439760.2018.1437464
https://doi.org/10.1037/pst0000285


426

Jankowski, P.  J., Captari, L. E., & Sandage, S.  J. (2021). Exploring virtue ethics in psychody-
namic psychotherapy: Latent changes in humility, affect regulation, symptoms and well-being. 
Counselling and Psychotherapy Research. https://doi.org/10.1002/capr.12389

Keyes, C. (2002). The mental health continuum: From languishing to flourishing in life. Journal of 
Health and Social Behavior, 43, 207–222. https://doi.org/10.2307/3090197

Koenig, H.  G., Pearce, M.  J., Nelson, B., Shaw, S.  F., Robins, C.  J., Daher, N.  S., … King, 
M. B. (2015). Religious vs. conventional cognitive behavioral therapy for major depression 
in persons with chronic medical illness: A pilot randomized trial. The Journal of Nervous and 
Mental Disease, 203(4), 243–251. https://doi.org/10.1097/NMD.0000000000000273

Koszycki, D., Bilodeau, C., Raab-Mayo, K., & Bradwejn, J. (2014). A multifaith spiritually based 
intervention versus supportive therapy for generalized anxiety disorder. Journal of Clinical 
Psychology, 70(6), 489–509. https://doi.org/10.1002/jclp.22052

Lambert, L., Passmore, H.-A., & Holder, M. D. (2015). Foundational frameworks of positive psy-
chology: Mapping well-being orientations. Canadian Psychology, 56, 311–321. https://doi.
org/10.1037/cap0000033

Lerner, R.  M. (2019). Character development: Four facets of virtues. Child Development 
Perspectives, 13(2), 79–84. https://doi.org/10.1111/cdep.12315

Lomas, T. (2018). The quiet virtues of sadness. New Ideas in Psychology, 49, 18–26. https://doi.
org/10.1016/j.newideapsych.2018.01.002

Lomas, T. (2019). Anger as a moral emotion. Counselling Psychology Quarterly, 32(3-4), 341–395. 
https://doi.org/10.1080/09515070.2019.1589421

MacIntyre, A. (2007). After virtue: A study in moral theory. University of Notre Dame Press.
McGrady, A., & Moss, D. (2018). Integrative pathways. Springer.
McMinn, M. R., McLaughlin, P. T., Johnson, B. C., & Shoup, R. (2016). Psychotherapy and the 

theological virtues. Open Theology, 2, 424–435. https://doi.org/10.1515/opth- 2016- 0035
Milevsky, A., & Eisenberg, M. (2012). Spiritually oriented treatment with Jewish clients. 

Professional Psychology, 43(4), 336–340. https://doi.org/10.1037/a0028035
Norcross, J. C., & Wampold, B. E. (2018). A new therapy for each patient: Evidence-based rela-

tionships and responsiveness. Journal of Clinical Psychology, 74(11), 1889–1906. https://doi.
org/10.1002/jclp.22678

Panksepp, J., & Biven, L. (2012). The archaeology of mind. W. W. Norton.
Paquin, J.  D., Tao, K.  W., & Budge, S.  L. (2019). Toward a psychotherapy science for all: 

Conducting ethical and socially just research. Psychotherapy, 56(4), 491–502. https://doi.
org/10.1037/pst0000271

Pargament, K. I., Murray-Swank, N. A., & Tarakeshwar, N. (2005). An empirically-based rationale 
for a spiritually-integrated psychotherapy. Mental Health, Religion and Culture, 8, 155–165. 
https://doi.org/10.1080/13694670500138940

Picciotto, G., & Fox, J. (2018). Exploring experts’ perspectives on spiritual bypass: A con-
ventional content analysis. Pastoral Psychology, 67(1), 65–84. https://doi.org/10.1007/
s11089- 017- 0796- 7

Putnam, R. D. (2000). Bowling alone. Simon and Schuster.
Quintero, S., & Long, J. (2019). Toxic positivity: The dark side of positive vibes. The Psychology 

Group. https://thepsychologygroup.com/toxic- positivity/
Rosmarin, D. H., Salcone, S., Harper, D., & Forester, B. P. (2019). Spiritual psychotherapy for 

inpatient, residential, and intensive treatment. American Journal of Psychotherapy, 72(3), 
75–83. https://doi.org/10.1176/appi.psychotherapy.20180046

Rusk, R. D., Vella-Brodrick, D. A., & Waters, L. (2018). A complex dynamic systems approach to 
lasting positive change: The synergistic change model. The Journal of Positive Psychology, 13, 
406–418. https://doi.org/10.1080/17439760.2017.1291853

Rye, M. S., Wade, N. G., Fleri, A. M., & Kidwell, J. E. (2013). The role of religion and spirituality 
in positive psychology interventions. In K. I. Pargament (Ed.), APA Handbook of Psychology, 
Religion, and Spirituality: Vol. 2 (pp. 481–508). APA.

L. E. Captari et al.

https://doi.org/10.1002/capr.12389
https://doi.org/10.2307/3090197
https://doi.org/10.1097/NMD.0000000000000273
https://doi.org/10.1002/jclp.22052
https://doi.org/10.1037/cap0000033
https://doi.org/10.1037/cap0000033
https://doi.org/10.1111/cdep.12315
https://doi.org/10.1016/j.newideapsych.2018.01.002
https://doi.org/10.1016/j.newideapsych.2018.01.002
https://doi.org/10.1080/09515070.2019.1589421
https://doi.org/10.1515/opth-2016-0035
https://doi.org/10.1037/a0028035
https://doi.org/10.1002/jclp.22678
https://doi.org/10.1002/jclp.22678
https://doi.org/10.1037/pst0000271
https://doi.org/10.1037/pst0000271
https://doi.org/10.1080/13694670500138940
https://doi.org/10.1007/s11089-017-0796-7
https://doi.org/10.1007/s11089-017-0796-7
https://thepsychologygroup.com/toxic-positivity/
https://doi.org/10.1176/appi.psychotherapy.20180046
https://doi.org/10.1080/17439760.2017.1291853


427

Sandage, S.  J., & Hill, P.  C. (2001). The virtues of positive psychology: The rapprochement 
and challenges of an affirmative postmodern perspective. Journal for the Theory of Social 
Behaviour, 31, 241–260. https://doi.org/10.1111/1468- 5914.00157

Sandage, S.  J., Hill, P. C., & Vang, H. C. (2003). Toward a multicultural positive psychology: 
Indigenous forgiveness and Hmong culture. The Counseling Psychologist, 31, 564–592. 
https://doi.org/10.1177/0011000003256350

Sandage, S. J., Rupert, D., Stavros, G. S., & Devor, N. G. (2020). Relational spirituality in psycho-
therapy: Healing suffering and promoting growth. APA.

Schore, A. N. (2014). The right brain is dominant in psychotherapy. Psychotherapy, 51, 388–397. 
https://doi.org/10.1037/a0037083

Seligman, M. E. P. (2002). Authentic happiness. Free Press.
Seligman, M.  E. P., Rashid, T., & Parks, A.  C. (2006). Positive psychotherapy. American 

Psychologist, 61, 774–788. https://doi.org/10.1037/0003- 066X.61.8.774
Shafranske, E. P. (2013). Addressing religiousness and spirituality in psychotherapy: Advancing 

evidence-based practice. In R. F. Paloutzian & C. L. Park (Eds.), Handbook of the psychology 
of religion and spirituality (pp. 595–616). Guilford Press.

Sinclair, E., Hart, R., & Lomas, T. (2020). Can positivity be counterproductive when suffering 
domestic abuse?: A narrative review. International Journal of Well-being, 10(1), 26–53. https://
doi.org/10.5502/ijw.v10i1.754

Smith, T. B., Bartz, J., & Richards, P. S. (2007). Outcomes of religious and spiritual adaptations 
to psychotherapy: A meta-analytic review. Psychotherapy Research, 17, 643–655. https://doi.
org/10.1080/10503300701250347

Stulz, N., & Lutz, W. (2007). Multidimensional patterns of change in outpatient psychotherapy. 
Journal of Clinical Psychology, 63, 817–833. https://doi.org/10.1002/jclp.20397

Sue, D. W., Sue, D., Neville, H. A., & Smith, L. (2019). Counseling the culturally diverse: Theory 
and practice. Wiley.

Tessman, L. (2005). Burdened virtues: Virtue ethics for liberatory struggles. Oxford 
University Press.

Thomas, L. P. M., Meier, E. A., & Irwin, S. A. (2014). Meaning-centered psychotherapy: A form of 
psychotherapy for patients with cancer. Current Psychiatry Reports, 16(10), 488–499.

Trompetter, H. R., Lamers, S. M. A., Westerhof, G. J., Fledderus, M., & Bohlmeijer, E. T. (2017). 
Both positive mental health and psychopathology should be monitored in psychotherapy: 
Confirmation for the dual-factor model. Behaviour Research and Therapy, 91, 58–63. https://
doi.org/10.1016/j.brat.2017.01.008

U.S.  Department of Health & Human Services. (2021). Social determinants of health. https://
health.gov/healthypeople/objectives- and- data/social- determinants- health

VanderWeele, T. J., McNeely, E., & Koh, H. K. (2019). Reimagining health—Flourishing. Journal 
of the American Medical Association, 321, 1667–1668. https://doi.org/10.1001/jama.2019.3035

Wade, N. G., Hoyt, W. T., Kidwell, J. E. M., & Worthington, E. L., Jr. (2014). Efficacy of psycho-
therapeutic interventions to promote forgiveness: A meta-analysis. Journal of Consulting and 
Clinical Psychology, 82, 154–170. https://doi.org/10.1037/a0035268

Weiss, L. A., Westerhof, G. J., & Bohlmeijer, E. T. (2016). Can we increase psychological well- 
being? The effects of interventions on psychological well-being. PLoS One, 11, e0158092. 
https://doi.org/10.1371/journal.pone.0158092

Wong, P. T. (2011). Positive psychology 2.0: Towards a balanced interactive model of the good 
life. Canadian Psychology, 52(2), 69–81. https://doi.org/10.1037/a0022511

Worthington, E. L., Jr. (2013). Hope-focused marriage counseling. InterVarsity Press.

26 Integrating Positive Psychology, Religion/Spirituality, and a Virtue Focus…

https://doi.org/10.1111/1468-5914.00157
https://doi.org/10.1177/0011000003256350
https://doi.org/10.1037/a0037083
https://doi.org/10.1037/0003-066X.61.8.774
https://doi.org/10.5502/ijw.v10i1.754
https://doi.org/10.5502/ijw.v10i1.754
https://doi.org/10.1080/10503300701250347
https://doi.org/10.1080/10503300701250347
https://doi.org/10.1002/jclp.20397
https://doi.org/10.1016/j.brat.2017.01.008
https://doi.org/10.1016/j.brat.2017.01.008
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://doi.org/10.1001/jama.2019.3035
https://doi.org/10.1037/a0035268
https://doi.org/10.1371/journal.pone.0158092
https://doi.org/10.1037/a0022511


428

Open Access  This chapter is licensed under the terms of the Creative Commons Attribution 4.0 
International License (http://creativecommons.org/licenses/by/4.0/), which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, as long as you give appropriate 
credit to the original author(s) and the source, provide a link to the Creative Commons license and 
indicate if changes were made.

The images or other third party material in this chapter are included in the chapter's Creative 
Commons license, unless indicated otherwise in a credit line to the material. If material is not 
included in the chapter's Creative Commons license and your intended use is not permitted by 
statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder.

L. E. Captari et al.

http://creativecommons.org/licenses/by/4.0/

	Chapter 26: Integrating Positive Psychology, Religion/Spirituality, and a Virtue Focus Within Culturally Responsive Mental Healthcare
	Getting Oriented: Definitions and Conceptual Framework
	What We Know: Synthesizing the Empirical Evidence
	Spiritually Integrated Interventions
	Positive Psychology Interventions
	Virtue-Based Interventions

	What’s Next?: Advancing Integrative, Culturally Responsive Research
	Test Virtue–Flourishing Links, Considering Intervention Setting and Format
	Attend to the Complexities of Real-World Clinical Practice
	Critically Consider Diversity, Equity, and Justice
	Elucidate Problematic Applications such as Virtue Bypass

	In Real Life: Implementation in Clinical and Community Settings
	Conclusions
	References




