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Approach

1. Introduction

Diabetes mellitus is a heterogeneous group of metabolic diseases characterized
by chronic hyperglycemia (ADA, 2009; Koloverou et al., 2014; WHO, 2016) re-
sulting from defects in insulin secretion, insulin action, or both (ADA, 2009) and
metabolic disorders, with type 2 diabetes being the most common form (Kolo-
verou et al., 2014).

DOI: 10.4236/psych.2018.94046  Apr. 23,2018 728 Psychology


http://www.scirp.org/journal/psych
https://doi.org/10.4236/psych.2018.94046
http://www.scirp.org
https://doi.org/10.4236/psych.2018.94046
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

P. Darvyri et al.

Type 2 Diabetes Mellitus (T2DM) is one of the main causes of morbidity and
mortality. Obesity (especially visceral obesity), physical inactivity, stress with the
chronic activation of the hypothalamic pituitary axis (HPA) can lead to severe
metabolic consequences (Koloverou et al., 2014). The American Diabetes Asso-
ciation explains how the chronic hyperglycemia of diabetes is associated with the
long-term damage of various organs (e.g. eyes, kidneys, nerves, heart and blood
vessels) (ADA, 2009).

Its management is extremely important, as it affects millions of patients and
has an increased health care cost (Yazla et al., 2017). T2DM represents 95% of
different types of DM (Spruill, Magwood, Nemeth, & Williams, 2015) and, re-
grettably its prevalence is constantly increasing, with a worldwide projection to
rise to 592 million in 2035 (IDF Diabetes Atlas Group, 2015).

Depression and diabetes mellitus are major contributors to the global burden
of disease and disability measured in Disability Adjusted Life Years (WHO,
2016; Amadi et al., 2016), while the two disorders are frequently comorbidity.
Indeed, T2DM is a typical psychosomatic endocrine disorder (Adriaanse &
Snoek, 2006), characterized by a long asymptomatic period (Harris, 1993), and is
associated with various degrees of insulin resistance, overweight and obesity
(Bjorntorp, 1998).

Diabetic patients are exposed to chronic stress related to their condition.
Generally, everyday issues include anxiety about diabetes’ complications and
apprehension about food, exercise, and diet (Rubin & Peyrot, 2001; Reach et al.,
2015). Additional distress includes misplaced illness beliefs, lack of knowledge,
limited social support and feelings of being overwhelmed by the illness and its
requirements (Hermanns, Kulzer, Krichbaum, Kubiak, & Haak, 2006).

Chronic T2DM-related distress is also associated with increased psychiatric
morbidity, such as anxiety and depression, associated with poor glycemic con-
trol, non-adherence, and development of T2DM-related complications (Melin,
Thunander, Svensson, Landin-Olsson, & Thulesius, 2013; Ornelas Maia et al.,
2013; Palizgir et al., 2013). Thus, the quality of life in these patients demonstrates
signiﬁcant impairment (Porojan, Poantd, & Dumitrascu, 2012).

Complementary and alternative medicine (CAM) approaches in the United
States and the world are substantial (Eisenberg et al., 1998). People use and value
CAM for a variety of reasons. Among some people, religious or cultural beliefs
serve as the motivation to use CAM. For others, the motive behind CAM use is
the desire to improve health and well-being in conjunction with, rather than as
an alternative to conventional medicine. This is frequent because users believe
that CAM treats them holistically, with a focus not only on the physical aspects
of their ill health, but also on the emotional, mental, social, and spiritual aspects
of their illnesses (Weeks & Strudsholm, 2008).

Spirituality has evolved beyond religious considerations to encompass multi-
dimensional and existential perspectives that are integral to maintaining

well-being in the chronically ill (Curlin et al., 2009). Many research studies have
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examined the role of religiosity in the management of diabetes (Ferraro & Al-
brecht-Jensen, 1991; Ellison & Levin, 1998; Koenig, McCulloug, & Larson, 2001;
Williams & Sternthal, 2007; Krause, 2011; Salmoirago-Blotcher et al., 2011;
Krause & Bastida, 2012; Audulv, 2013; Rivera-Hernandez, 2016). These studies
have been performed in a very complex field, granted that there are a number of
possible pathways linking disease management (Rivera-Hernandez, 2016) and
religiosity affecting health outcomes (Koenig, 2001; Tarakeshwar et al., 2006;
Aina, 2006; Agara, 2008; Koenig, 2009).

Religion is an organized (Newlin, Melkus, Tappen, Chyun, & Koenig, 2008)
and common system of beliefs honoring God, which is expressed through exter-
nal rituals of devotion or worship (Casarez, Engebretson, & Ostwald, 2010) and
promotes the relationship of the individual with God or with a higher power
(Newlin, Melkus, Tappen, Chyun, & Koenig, 2008). Religiousness/religiosity or
religious activity represents participation in the observance within a certain reli-
gion. Religious faith, on the other hand, is a fundamental system of beliefs,
which affects our ideology, values and way of life (How, Ming & Chin, 2011).
Edmonson et al. (2008) indicated that religion is beneficial when it aids in the
creation and perseverance of meaning/purpose in one’s life (Jafari, Farajzadegan,
Loghmani, Majlesi, & Jafari, 2014).

Recent research has shown the importance of the role of religious leaders in
promoting health and well-being in their parishes (Webb, Bopp, & Fallon, 2013),
as they can influence health promotion behaviors and the development of health
promotion programs (Rivera-Hernandez, 2015). Such religious leaders with
their advice and guidance, may promote healthy lifestyles and proper health care
of the members of their congregations (Stansbury, Harley, King, Nelson, &
Speight, 2012; Rivera-Hernandez, 2015), by adopting a holistic approach to
health and by linking mental and physical health (Stansbury, Harley, King, Nel-
son, & Speight, 2012; Rivera-Hernandez, 2015). They, thus, can help people with
chronic illnesses, such as T2DM (Stansbury, Harley, King, Nelson, & Speight,
2012; Webb, Bopp, & Fallon, 2013; Rivera-Hernandez, 2015).

Similarly, religion may be a means of dealing with the chronic social and
physical disability resulting from type 2 diabetes mellitus (Rivera-Hernandez,
2015).

Not only religion, but also spirituality may play an important role in the experience
of life and management of a chronic disease, such as diabetes (Namageyo-Funa, Mui-
lenburg, & Wilson, 2015). Religious and spiritual strategies for improving di-
abetes outcomes are faith in God, reading of the Bible or other religious books,
prayer and seeking help from religious or spiritual people. Social support by
members of the church and their religious beliefs may be associated with aspects
of diabetes care (Rivera-Hernandez, 2016; Newlin et al., 2008).

It is very important for healthcare professionals to know the role which reli-
gion plays in the lives of diabetic patients and should take into account religious

factors in the development of health care programs (Heidari, Rezaei, Sajadi,
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Ajorpaz, & Koenig, 2017). These may suggest the application of prayer or the use
of biblical verses and texts (Namageyo-Funa, Muilenburg, & Wilson, 2015).
Thus, they may support and empower patients in making correct decisions
(Heidari, Rezaei, Sajadi, Ajorpaz, & Koenig, 2017; Rivera-Hernandez, 2016).

These findings are in line with the literature on the use of religion or spiri-
tuality and health in African Americans (Chin, Polonsky, Thomas, & Nerney,
2000; Degazon, 1995; Egede & Bonadonna, 2003; Mansfield, Mitchell, & King,
2002; Polzer & Miles, 2007; Reeves, Adams, Dubbert, Hickson, & Wyatt, 2012;
Samuel-Hodge et al., 2000).

The relations between religiosity and fatalism (Jacobson, 1999), religiosity and
domination (Schieman, Nguyen, & Elliott, 2003) and religiosity and locus of
control (Fiori, Brown, Cortina, & Antonucci, 2006) are quite important for dis-
ease outcome. The deterrence of fatalistic feelings and behavior can be a viable
strategy to improve the management of diabetes and to accomplish this we need
a better understanding of the interaction between religiosity and fatalism (Be-
rardi et al., 2016).

Spirituality can be concisely defined as “related to the ideas of transcendence,
meaning, hope and cohesion” (Unantenne, Warren, Canaway, & Manderson,
2013) and includes personal systems of beliefs referring to a higher power or ex-
istence as a dynamic, personal process and experience (Lynch, Hernandez-Tejada,
Strom, & Egede, 2012). It is a highly subjective notion, based on which every
person discovers their own existential meaning of life (Unantenne, Warren, Ca-
naway, & Manderson, 2013). Spirituality is focused on the internal status of our
existence and may or may not concern religious structures or traditions (Casa-
rez, Engebretson, & Ostwald, 2010).

Research has shown that religiosity and/or spirituality are a major determi-
nant of quality of life, while it assists with coping with a chronic disease, pro-
motes optimism and a positive will for life, prevents, depressive symptomatology
and allows better coping with stress (Jafari, Farajzadegan, Loghmani, Majlesi, &
Jafari, 2014).

The religious dimension of spirituality includes participation in a series of ac-
tivities based on faith, official religious activities, personal religious practices, as
well as the feeling of spiritual cohesion with nature (Unantenne, Warren, Cana-
way, & Manderson, 2013). Spiritual beliefs may depend on whether people be-
lieve in a higher power and may include the feeling of having a relationship with
such a power. When people do not believe in a higher power, spiritual beliefs are
based on the meaning of their life experiences (Cattich & Knudson-Martin,
2009).

Spirituality is different than religiosity as it refers to the notion of coherence
and life purpose and is independent from faith in a certain religion. Religiosity
can function as a foundation for spirituality, but at the same time, certain indi-
viduals may be spiritual based on their interpretation of experiences, even

though they are not followers of a certain religion (Jafari, Farajzadegan, Logh-
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mani, Majlesi, & Jafari, 2014).
This systematic review has one main goal: to summarize the evidence re-
garding T2DM outcomes, as they are related to religiosity or spirituality of

diabetics.

2. Methods
2.1. Eligibility Criteria—Information Sources

This study includes papers which aspired to examine the relation between
spirituality/religiosity and the outcomes of T2DM, such as glucemic control or
depression. No restriction on age, time or type of study was used, except for
human participants. We searched the Pubmed database to identify relevant pa-

pers, using string key words such as “Spirituality & Diabetes Type 2”, “Spiritual-
ity & HbAlc”, “Religiosity & Diabetes Type 2”, “Religiosity & HbAlc”.

2.2. Study Selection - Data Collection Process - Data Items

Two reviewers separately assessed the title and abstract of studies for inclusion,
and subsequently, the full text of retrieved articles. Subsequent to careful search,
studies that did not fulfill the inclusion criteria were not selected. Any disagree-
ment between the authors was resolved after careful examination and considera-
tion.

The number of files initially detected by searching on the PubMed database is
96. Full text articles evaluated for eligibility are 64. The final number of studies
included in the qualitative composition is 26. In the flow diagram we describe

the numerical stages until the final selection of the articles (n = 26).

2.3. Statistical Analyses/Risk of Bias/Quality Assessment

No statistical analysis was used due to the nature of the studies retrieved. Quality
analysis was performed using Newcastle-Ottawa Scale for cohort studies, Qualit-
ative Evaluation Checklist (Michael Quinn Patton available at

https://wmich.edu/evaluation/checklists) for Qualitative studies and Strobe

Statement for Cross-sectional studies.

3. Results

3.1. Characteristics of the Studies Included in
the Current Systematic Review

Our search included 26 publications (Table 1) out of 96 examined. The flow-
chart of the study selection process is demonstrated in Figure 1 (Figure accord-
ing to Prisma statement). More than half of the studies (13 studies) included
were qualitative (Samuel-Hodge et al., 2000; Daaleman, Kuckelman Cobb, & Frey,
2001; Iwasaki et al., 2005; Devlin et al., 2006; Polzer & Miles, 2007; Cattich & Knud-
son-Martin, 2009; Casarez et al., 2010; Unantenne, Warren, Canaway, & Manderson,
2013; Gupta & Anandarajah, 2014; Pitaloka & Hsieh, 2015; Rivera-Hernandez, 2015;
Namageyo-Funa, Muilenburg, & Wilson, 2015; Spruill, Magwood, Nemeth, &
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Table 1. Characteristics of the studies included in the systematic review.

No

10

11

12

13

Authors-Date Study type

Samuel-Hodge et Qualitative
al., 2000.

Daaleman, Qualitative
Kuckelman

Cobb, & Frey,

2001.

Grey, Berry, Prospective
Davidson, Galasso, cohort
Gustafson, &

Melkus, 2004

Iwasaki et al., Qualitative
2005.

Devlin et al., Qualitative
2006.

Polzer & Miles,  Qualitative

2007.

Arcury et al., Cross-sectional

2007.

Newlin et al., Cross-sectional

2008.

Cattich &
Knudson-Martin
,2009.

Qualitative

Newlin et al., Cross-sectional

2010.

Casarez et al.,
2010.

Qualitative

How et al., 2011. Cross-sectional

Unantenne et al., Qualitative
2013.

Participants

70 Southern
African-American
women.

35 women.

41 participants.

26 Aboriginal
participants.

80 middle-aged
native American
tribes sample.

22 African
Americans.

701
community-dwelli
ng elders.

109 Black females.

20 heterosexual
couples.

45 Black females.

18 African American
men and women
and be aged 40
years and older.

212 patients.

69 people with
type 2 diabetes
and/or
cardiovascular
disease.

Diadetes Outcome

Focus group interviews.

Focus groups interviews.

BMI, HbAlc, CDI

HBQ

Focus groups interviews.

Focus groups interviews.

Minimally structured interviews.

SF-12/CES-D

HbA1c/DSSS /Diabetes-specific SWBS-EWB.
emotional distress.

Semi-structured interviews.

CES-D SWBS
In-depth interviews.

Latest three fasting plasma glucose BV

(FPG) levels and HbAlc.

In-depth interviews with open-ended
questions.

Private Religious Practices.

Spirituality/Religiosity Questionnaire

This shared social context is linked to
disease management such that instead
of educational interventions targeting
the family member with diabetes, they
are directed at relationships within the
family structure.

Interrelationships existed among the
categories of patient-reported
spirituality, with spirituality being a
core component of well-being.

Spirituality ratio increased along with
variables of glycemic control.

Spirituality needs to be embedded in
diabetes healthcare practice.

Spirituality shaped diabetes
experiences and self-care practices in
all four populations.

This study brings forth an expanded view
of the relationship between God and
participants, as it describes not only the
expectations of God but also those of the
men and women with diabetes as they
worked together in self-management.

Variation in participation in public
religious practice among rural older
adults is related to physical health and
functional status, along with religiosity,
while private religious practice among
these rural elders is related to personal
characteristics and religiosity.

Spirituality has not contributed much
to the model of diabetes control.

Religious coping helps when there is a
strong bonding between the couple.

The existential component of spiritual
well-being demonstrated an
ameliorative relation to mental health.

Spirituality provides support for
people dealing with chronic illnesses.

Those with higher religiosity amongst the
Moslem population had significantly
better glycaemic control. Patients who
had church-going religions had better
glycaemic control compared with
those of other religions.

The resulting emphasis on relationship
to God, to others and to self may have
important health consequences
especially with regard to coping with
chronic illness.
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Continued
14 Lynchetal, Cross-sectional 201 patients ofan ~ Depression-CES-D DSES Significant inverse relationship
2012. indigent clinic of an between spirituality and depression.

15

16

17

18

19

20

21

22

23

24

25

26

Jafari et al., 2014.

Gupta &
Anandarajah,
2014.

Pitaloka & Hsieh,
2015.

Rivera-Hernande
z,2015.

Namageyo-Funa,
Muilenburg, &
Wilson, 2015.

Amadi et al.,
2015.

Spruill,
Magwood,
Nemeth,
&Williams, 2015.

Rivera-Hernande
z, 2016.

Amadi et al.,
2016.

Berardi et al.,
2016.

Yazla et al., 2017.

Heidari, Rezaei,
Sajadi, Ajorpaz,
& Koenig, 2017.

Cross-sectional

Qualitative

Qualitative

Qualitative

Qualitative

Cross-sectional

Qualitative

Cross-sectional

Cross-sectional

Cross-sectional

Cohort study

Cross-sectional

academic medical
center.

223 patients.

18 patients, all
with type 2
diabetes mellitus.

30 women
with type 2
diabetes.

10 male Mexican
religious leaders.

12 diabetic Black
men.

112 participants
with diabetes and
depression.

52 participants, most
were female and all
Gullah and/or
African Americans.

364 diabetic
Mexican older
adults.

112 participants
with diabetes
mellitus.

183 Jewish adults
with severe
diabetes.

100 patients
diagnosed with
type 2 diabetes
mellitus

154 Iranian
diabetic patients.

Patient Health Questionnaire-2
(PHQ-2).

Focus-group participants.
Hope questions for spiritual
assessment.

Focus group participants.

Qualitative semi-structured
key-informant interviews.

In-depth interviews.
Semi-structured interviews.

Chronic Illness
Therapy-Spiritual

Well-Being (FACIT-Sp)

Scale.

Brief RCOPE, Mental Adjustment to ROS-R

Cancer Scale (MAC), Disability Scale

(SDS), Sheehan’s Disability Scale
(SDS), Becks Depression
Inventory-II (BDI-II).

Interviews

A questionnaire that included
several variables, such as socio
demographic data, health, religion,
health care, social support, housing,
income, assets and pensions.

Sociodemographic Questionnaire.

Self-administered questionnaires
assessed diabetes management
behaviors and demographic/personal
characteristics, HbA1c laboratory
tests.

Problem Areas in Diabetes Scale
(PAID), Beck Depression Inventory
(BDI), State-Trait Anxiety Inventory
(STALI), Audit of Diabetes-Dependent
Quality of Life (ADDQoL), blood
glucose and HbA1c test results.

Demographic questionnaire,
diabetes self-care activities
questionnaires.

Religious Orientation Scale
(ROS), Religious Orientation
Scale-Revised (ROS-R) or
Intrinsic/ Extrinsic-revised
(I/E-R), Brief Religious
Coping Scale (Brief RCOPE).

Fatalism Diabetes Scale
(DFS), Self-reported

religiosity.

Scale of Forgiveness and

Religiosity (SFR).

The results of this study showed poor
QOL and spiritual well-being and high
prevalence of depression in Iranian
patients with type 2 diabetes.

In general, participants thought of
spirituality more as a source of
strength than as a specific motivator
for diabetes self-management.

Through the performance of
submission, participants demonstrated
spirituality and religiosity as essential
elements of health.

Religious leaders can support the
health promotion of elderly people
with diabetes.

Religion and spirituality as a coping
strategy for diabetes management. These
coping strategies are: prayer and faith in
God, the reading of the Bible and the help
of religious or spiritual people.

High intrinsic and extrinsic
religiosities are associated with better
treatment outcome in both diabetes
mellitus and depression.

Spirituality is a multidimensional
cultural resource and coping strategy
for African Americans diabetics.

Religion has a positive correlation with
the care, control of diabetes and the
behavior of self-care.

Religion is a reliable coping method,
which is commonly used by the elderly
and depressed women. Positive
religious coping is more common
among diabetic who are in the low
occupational status.

Addressing fatalistic attitudes may be a
viable strategy for improving diabetes
management, but call for a better
understanding of the interplay between
religiosity and fatalism in this context

Forgiveness by patient himself or
others reduced the emotional
problems which were experienced
related to diabetes by reducing stress
levels and could increase QOL.

Private and public religious A relationship between religious

practices.

practices and self-care in diabetic
patients.

Notes: Cross Sectional studies evaluation - Strobe Statement, Qualitative studies evaluation - Qualitative Evaluation Checklist (Michael Quinn Patton availa-
ble at https://wmich.edu/evaluation/checklists), Cohort studies: Newcastle-Ottawa Scale.
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PRISMA 2017 Flow Diagram

IS MV
M
g
& Records identified through
1
= database search
E= (n=96)
=]
D
=)
l
o
Record d Records excluded
& ecor s_ s6creene (n=6)
E (n=64) Reviews (n= 6)
5
75}
l
— Full-text articles
Full-text articles excluded, with reasons
Z assessed for eligibility , Theme (n=30)
2 (n=58) Spanish Language (n=1)
& No access to full text
= (n=1)
—
)
Studies included in
51 qualitative synthesis
= (n=26)
o)
=
—

From: Moher D., Liberati A., Tetzlaff J., Altman D.G., The PRISMA Group (2009). Preferred Re-
porting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med, 6(6):
€1000097. Doi: 10.1371/journal.pmed1000097.

Figure 1. Prisma flow diagram of the systematic review.

Williams, 2015). Two of the studies included were cohort studies (Grey et al.,
2004), while 11 studies were cross-sectional (Arcury et al., 2007; Newlin et al.,
2008; Newlin et al., 2010; How et al., 2011; Lynch et al., 2012; Jafari et al., 2014;
Amadi et al., 2015; Rivera-Hernandez, 2016; Amadi et al., 2016; Berardi et al.,
2016; Heidari, Rezaei, Sajadi, Ajorpaz, & Koenig, 2017).

3.2. Systematic Review Main Findings

Our findings suggest that women of low socio-economic status exhibit greater
rates of religiosity/spirituality and lower rates in depression and, thus, greater
control over their diabetes (Lynch, Hernandez-Tejada, Strom, & Egede, 2012;
Kilbourne, Cummings, & Levine, 2009).
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Religiosity seems to contribute to life in an altruistic approach, which in turn
helps with diabetes management, as stress levels are reduced. This was not in
agreement with findings of patients who believed that God punished them for
their deeds (Unantenne, Warren, Canaway, & Manderson, 2013).

Spiritual practice may also improve diabetes self-management; with some pa-
tients believing that their struggle is helped by God. Attending Church seems to
have an ameliorating effect on social bonding and social support, while prayer
seems to stabilize the patients’ symptoms (Polzer, 2007).

Religious and existential well-being was directly related to mental health of
African American women with T2DM, as their existential well-being was de-
pendent on their religiosity/spirituality. Coping in this study seemed to be cor-
related with social bonding, which was strengthened by their attendance to
Church (Newlin et al., 2010). Moreover, it has been shown that religiosity relates
to physical well-being (Jafari, Farajzadegan, Loghmani, Majlesi, & Jafari, 2014).

In another study it was suggested that patients with T2DM consider religiosi-
ty/spirituality as a source of hope/strength in order to cope with the disease
(Gupta & Anandarajah, 2014). Also, in another study, positive coping skills and
high intrinsic - extrinsic religiosity were associated with better treatment out-
come in both diabetes mellitus and depression (Amadi et al., 2016).

Yazla et al. (2017) found that forgiveness by the patient himself or others re-
duces the emotional problems experienced by diabetics, because there is a reduc-
tion in stress levels and, hence, an increase the quality of life (Yazla et al., 2017).

Heidari, Rezaei, Sajadi, Ajorpaz, & Koenig (2017) found significant positive
correlations between religious practices and self-care activities, as well as some
religious practices and levels of self-maintenance in patients with type 2 diabetes.
Couples in which one of the two suffered from T2DM, demonstrated similar re-
sults; the couples’ bonding, however, seemed to be of extreme importance, as far
as religiosity/spirituality is concerned (Cattich & Knudson-Martin, 2009).

Another study (Newlin, Melkus, Tappen, Chyun, & Koenig, 2008) found that
spirituality/religiosity is of utmost importance when it comes to glycemic con-
trol. Porzer (2007) found that the relationship with God is of a dynamic nature
and definitely affects T2DM management. In the same direction the Najmeh et
al. study (2014) indicated that inner peace and stamina protects the diabetics
from negative emotions and can lead to better management and glycemic con-
trol.

When other religious disciplines were examined (Devlin, Roberts, Okaya, &
Xiong, 2006) it was found that participation in religious acts reduced stress le-
vels, which affected directly the glycemic control and there was some hint about
the implementation of these techniques in the daily medical practice, in the case
of native American patients with type 2 diabetes. Comparable results were those
of Iwasaki, Bartlett, & O’Neil (2005).

In the case of preventive medicine, in prepubertal children, it was found that

variables, which measured the prevention outcome, had the same increment
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with religiosity scores (Grey et al., 2004).

Daaleman et al. (2001) tried to explore the patients’ perspectives in relation to
spiritual beliefs and diabetes’ management. They found that religiosity/spirituality
was an important factor in glycemic control, but not the only one, as mentality
about religion and God seem to play a key role in the diabetes’ management ap-
proach.

In another qualitative study (Samuel-Hodge et al., 2000), interventions that
aimed at self-management improvement should implement spirituality as a gen-
eral life anti-stress strategy, to address the psychological impact of diabetes.
These findings suggested that family-centered and church-based approaches to
diabetes care interventions are appropriate.

In a recent study (How, Ming, & Chin, 2011) it became explicit that religiosi-
ty/spirituality is a very important component of glycemic control, especially
when the attendance of church was mandatory.

Arcury et al. (2007) found that public religious practice is dependent on phys-
ical strength and vice versa, since variation in participation in public religious
practice among rural older adults is related to physical health and functional
status, along with religiosity, while private religious practice among these rural
elders is related to personal characteristics and religiosity.

Last but not least, by examining women’s experiences with type 2 diabetes,
Pitaloka & Hsieh (2015) explored how the illness can provide resources to con-
struct meanings of everyday life in Javanese culture. They conducted in-depth
interviews with 30 female participants in Central Java, Indonesia, and adopted
grounded theory for data analysis. They identified four themes that served as
resources for women in Indonesia to 1) ameliorating suffering, 2) resist social
control, 3) accept fate, and 4) validate faith. They concluded by noting three
unique aspects of Javanese women’s illness management. First, through the per-
formance of submission, participants demonstrated spirituality and religiosity as
essential elements of health. Second, diabetes empowered individuals in every-
day suffering through two divergent processes: embracing submission and re-
sisting control. Finally, diabetes provided opportunities for individuals within a

social network to (re)negotiate social responsibilities.

4. Conclusion

This systematic review tries in detail to evaluate the impact of spirituality/religiosity
on T2DM management. The diversity of the retrieved papers was large. Many of
them were of qualitative nature and thus classic meta-analysis was excluded as
an option. Studies which were included in the current systematic review exam-
ined only the low socio-economic ranks and mostly African-American women.

Limitations obviously result from selection of studies. The nature of the stud-
ies included is mostly qualitative and limited to the PubMed database. No statis-
tical analysis was used due to the nature of the studies retrieved.

Our findings suggest that participation in church and spiritual beliefs, which
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imply the belief in the existence of God, seems to have an ameliorating effect on
stress levels and, thus, on glycemic control of these patients.

Religiosity and spirituality as sources of emotional support (Samuel-Hodge et
al., 2000; Berardi, 2016), are protective against negative feelings, way of life and
behavior, as they strengthen type 2 diabetic patients in order to face everyday
challenges caused by their disease in a more effective way, and to achieve bet-
ter glycemic control. Therefore, levels of morbidity and mortality due to type 2
diabetes are lowered through better self-management and self-care (Lynch,
Hernandez-Tejada, Strom, & Egede, 2012).

The relation between spirituality and depression is statistically significant and
inverse. According to earlier results, people with high levels of transcendence or
spirituality are less likely to experience depression, as spirituality provides them
with inner strength and peacefulness, which protects them from negative feelings.
Treatment of depressive symptoms in type 2 diabetes patients may thus be facili-
tated by incorporating spiritual values and beliefs (Lynch, Hernandez-Tejada,
Strom, & Egede, 2012).

Spirituality, as a mediating factor to achieve self-management (Casarez, En-
gebretson, & Ostwald, 2010), helps T2DM patients to improve glycemic control
(Newlin, Melkus, Tappen, Chyun, & Koenig, 2008; Jafari, Farajzadegan, Logh-
mani, Majlesi, & Jafari, 2014), because it helps them accept their personal re-
sponsibility of self-management, as well as it provides them with strength and
support to make the right everyday decisions regarding their disease manage-
ment (Casarez, Engebretson, & Ostwald, 2010).

According to all of the above, the spirituality role in the management of
T2DM is very important, as it helps patients achieve better glycemic control. Fu-
ture studies should focus on using interventional programs, including a spiritual
component, as this practice will be beneficial to both patients and caregivers: for
patients, because they will be more focused on their disease’s self-management
and for caregivers, because they will be more sensitive to their diabetic patients
(Casarez, Engebretson, & Ostwald, 2010).
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