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ABSTRACT

Although more than sixty percent of American adults identify as Christian, mainstream counseling models
routinely treat religious identity and belief systems as clinically peripheral. This empirical study examined the
role of identity and belief systems in Christian counseling and tested a faith-integrated model of sustainable
behavioral transformation. A cross-sectional survey with a twelve-month follow-up was administered to 486
Christian counseling clients recruited from church-based counseling centers, faith-integrated private practices
and denominational clinics across twenty-two U.S. states, supplemented by a secular comparison group of 198
clients. Participants completed validated measures of religious identity salience, intrinsic religiosity, religious
coping, faith-integrated counseling practice, therapeutic alliance and behavioral change. Hierarchical regression
showed that identity and belief variables explained an additional 33.5 percent of variance in behavioral
transformation beyond demographics and baseline symptom severity (R-square change = .335, p < .001), with
faith-integrated practice the strongest proximal predictor (beta = .23). Positive religious coping partially
mediated this relationship (indirect effect = .124, 95% CI [.082, .171]), and identity salience moderated the
integration effect (beta = .09, p = .013). At twelve months, high-integration clients retained significantly more
change than low-integration clients and the secular comparison group across all five behavioral domains (p <
.001). Findings support a faith-integrated approach in which behavioral change is explicitly anchored to
Christian identity and theology, indicating that such anchoring predicts more durable transformation than belief-
neutral care. Effect sizes remained robust to controls for therapeutic alliance, and tradition-level analysis showed

that integration dosage varied systematically across Christian streams.

Keywords: Christian counseling®; religious identity?; belief systems®; faith integration®; spiritual coping’;
behavioral transformation®, sustainability of change7.
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1. INTRODUCTION

1.1 The Problem Space: Belief-Neutral Care in a Religious Society

More than sixty percent of American adults identify as Christian, and roughly four in five affirm belief in God or
a higher power, yet dominant counseling paradigms in the United States treat religious identity as a demographic
footnote rather than a clinical resource [22]. This gap matters because the national treatment gap remains wide:
of the 61.5 million U.S. adults who met criteria for a mental illness in 2024, fewer than half received any care [1],
[3]. For clients whose self-narrative is organized around faith, belief-neutral therapy can feel like an invitation to
leave the core self at the door, and premature dropout follows when the counseling room cannot hold the whole
person [11]. The problem this study addresses is therefore twofold: whether identity and belief systems
measurably contribute to counseling outcomes, and whether integrating them produces behavioral change that

endures beyond termination [12], [13].

1.2 Identity and Belief as Engines of Change

Identity theory supplies the mechanism. Erikson framed identity as the organizing structure through which
commitments acquire personal meaning [15], and narrative approaches show that durable change follows revision
of the life story rather than symptom suppression alone [19]. In Christian anthropology the self is understood as
defined in relationship to God, so repentance, confession and sanctification function as identity-level rather than
habit-level change events, reorganizing conduct from the inside outward [13], [14], [24]. Belief systems also
supply the schemas through which setbacks are interpreted: positive religious coping reframes stress as spiritually
meaningful, whereas negative religious coping amplifies distress and delayed recovery [4], [6], [27]. If change is
identity-level, then counseling that engages identity should outperform counseling that bypasses it [23]. Identity
salience, the chronic accessibility of the religious self-concept, should therefore amplify any therapeutic technique

that speaks in the client's own theological language.

1.3 Faith-Integrated Counseling and the Present Study

Faith-integrated counseling operationalizes this logic by explicitly drawing on scripture, prayer, confession and
spiritual formation within the therapeutic contract [12], [13]. Randomized trials of religiously accommodated
cognitive therapies show equivalence or superiority to secular protocols for religious clients [10], yet few studies
test how identity salience and belief content combine to sustain change in routine U.S. practice, where most faith-
integrated care occurs outside academic settings. The present study therefore surveyed 486 Christian counseling
clients over twelve months and tested three hypotheses: (H1) religious identity salience and intrinsic religiosity
predict behavioral transformation beyond baseline severity; (H2) faith-integrated practice predicts transformation
partly through positive religious coping; and (H3) identity salience strengthens the effect of integration on

sustained change [5], [21].

2. SURVEY OF RELATED LITERATURE

2.1 The Religion-Health and Religious-Coping Literature
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Four decades of research link religious involvement to mental and physical health. Meta-analytic syntheses report
small-to-moderate protective associations between religious involvement and mortality [8], service attendance
and longevity [9], and intrinsic orientation and psychological adjustment [7], [25]. Pargament's research program
identified religious coping as the process through which belief becomes clinically active: positive religious coping,
collaborative and benevolently reappraising, consistently predicts better adjustment to stress, whereas negative
religious coping, marked by spiritual discontent and punitive appraisals of adversity, predicts deterioration across
clinical and community samples [4], [5], [6]. These findings establish belief not as a background demographic but
as a measurable coping mechanism that counseling can deliberately recruit in the service of change [27].
Longitudinal community studies likewise show that religious participation predicts later declines in depressive

symptoms and substance misuse.

2.2 Integration Research and Identity-Development Warrants

A parallel experimental literature has modified standard therapies to incorporate clients' faith. Captari and
colleagues' comprehensive meta-analysis of religiously and spiritually integrated psychotherapies found modest
but reliable advantages over non-adapted treatments for religious clients, with stronger effects when integration
matched client preference [10]. Survey work confirms that most religious clients want their faith addressed and
rate therapists who accommodate it as more competent and trustworthy [11], [26]. Identity-development research
adds the developmental warrant: identity commitment, not exploration, is the status component most strongly tied
to well-being across adolescence and adulthood [17], and social identity theory explains why group-anchored
identities stabilize behavior under threat and ambiguity [18]. Sudden-transformative-change studies further
suggest that identity-level reorganization can reorder conduct rapidly and, importantly for this study, durably [20].
Importantly, these effects appear strongest when integrated content matches the client's own tradition, implying

belief specificity rather than generic social support.

2.3 What Remains Unanswered

Three limitations recur across this literature. First, outcomes are typically post-test symptom scores rather than
behavioral maintenance at follow-up, so durability remains untested [10]. Second, identity salience is rarely
modeled alongside practice variables, so the field cannot say whether integration works because of technique or
because it activates identity and belief systems already present in the client [7], [24]. Third, samples are short-
term and convenience-based, leaving sustainability, the question clients actually ask of counseling, largely
unexamined in the American context [25], [26]. The present survey was designed to close these gaps by measuring
identity, belief, practice, coping and twelve-month behavioral maintenance within one U.S. sample drawn from
real service settings [2], [29]. No existing U.S. study has modeled identity salience, integration dosage and twelve-

month behavioral maintenance within a single design.
3. METHODOLOGY

This study employed a quantitative, cross-sectional survey design with a nested twelve-month longitudinal follow-
up, situated within a post-positivist paradigm that treats religious constructs as measurable psychological
variables. The design permitted simultaneous estimation of direct, mediated and moderated paths from identity
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and belief systems to sustainable behavioral transformation, while a matched secular comparison group
benchmarked maintenance rates against belief-neutral care. Procedures were reviewed and approved by an
institutional review board (protocol 2024-117), with informed electronic consent obtained from every participant
before enrollment. Pilot testing with 42 clients confirmed item clarity, face validity and completion times under

twelve minutes.

Participants were 486 adult clients (62.6 percent female; mean age 39.6 years, SD = 11.6) receiving counseling at
church-based counseling centers, faith-integrated private practices and denominational clinics in twenty-two U.S.
states, recruited consecutively between March 2024 and February 2025; 388 completed the twelve-month follow-
up, a retention rate of 79.6 percent. A comparison sample of 198 clients from secular community practices
completed the identical protocol. Inclusion required Christian self-identification, age eighteen or older, and at
least six completed counseling sessions. Attrition analyses showed non-respondents did not differ from retained

participants on any baseline variable (all p > .10).

Instruments comprised the Religious Identity Salience Scale, the eight-item intrinsic subscale of the Religious
Orientation Scale [21], the Brief RCOPE [5], the twelve-item Faith-Integrated Counseling Practice Scale, the
Working Alliance Inventory-Short [28], the Sustainable Behavioral Transformation Index, and the PHQ-9 [16]
and GAD-7 [30] as baseline severity covariates. Data were screened for missingness, normality and common-
method bias, then analyzed through reliability estimation, Pearson correlations, hierarchical multiple regression,
bootstrap mediation and simple-slope moderation tests at alpha = .05 using SPSS version 29 with the PROCESS
macro. Harman's single-factor test returned 31.2 percent of variance, below the conventional 50 percent threshold,

indicating that common-method bias was not a dominant artifact.
4. DATA COLLECTION AND ANALYSIS

Data were collected in two waves: a baseline battery completed within two weeks of the sixth session, and a
twelve-month follow-up battery measuring behavioral maintenance across five life domains. The analytic
sequence moves from sample description (Table I) and measurement quality (Table II), through bivariate structure
(Table III) and incremental prediction (Table IV), to maintenance of change (Table V), while Figures 1 to 5
visualize the tested model and its principal results. Every statistic reported below was computed from the study
dataset, and each table is interpreted against the title's claim that identity and belief systems are the active

ingredients of sustainable, faith-integrated transformation in the American counseling context.
4.1 Sample Composition and Measurement Quality

Table 1: Composition Of the Faith-Integrated Analytic Sample (N = 486)

Characteristic n / value % Characteristic n %
Female / male 304/182 62.6/ Region: South 189 38.9
37.4
Age, M (SD), years 39.6 (11.6) 19-79 Region: Midwest 133 274
Education, M (SD), years 149 (2.4) - Region: West 94 19.3
4|Page
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Married or cohabiting 264 543 Region: Northeast 70 14.4
Employed full-time 299 61.5 Presenting: 166 34.2
anxiety/depression
Prior counseling episode 127 26.1 Presenting: relational conflict 105 21.6
Evangelical Protestant 200 41.2 Presenting: addiction recovery 82 16.9
Non-denom. / Charismatic 106 21.8 Presenting: trauma or grief 60 12.3
Catholic 66 13.6 Presenting: anger / impulse 44 9.1
Mainline Protestant 53 10.9 Setting: church center 215 442
Black Protestant 33 6.7 Setting: faith-integrated 163 335
practice
Orthodox / LDS / other 28 5.8 Setting: denominational clinic 68 14.0

Table 1 shows a sample that mirrors the practicing Christian counseling population of the United States:
predominantly female, mid-life, and drawn from evangelical, charismatic and Catholic streams in proportions
close to national religious demography [2]. Anxiety and depression dominated presenting concerns, matching
national prevalence patterns [1], while nearly half of clients were served by church-based counseling centers,
confirming that faith-integrated care in the USA is delivered mainly through congregational rather than clinical

infrastructure [29].

Table 2: Descriptive Statistics and Internal Consistency of Study Measures (N = 486)

Variable (instrument) Scale M SD Skew Alpha
Religious Identity Salience Scale (RISS-5) 1-5 4.13 0.63 -0.44 0.91
Intrinsic Religiosity (ROS-I, 8 items) 1-7 5.57 0.94 -0.28 0.85
Positive Religious Coping (Brief RCOPE) 7-35 27.69 4.65 -0.27 0.93
Negative Religious Coping (Brief RCOPE) 7-35 11.63 3.45 0.51 0.87
Faith-Integrated Counseling Practice Scale 1-5 3.92 0.63 -0.25 0.93
Working Alliance Inventory-Short (WAI-SR) 1-7 5.69 0.79 -0.37 0.92
Sustainable Behavioral Transformation Index 12-84 | 67.74 10.07 -0.21 0.90
PHQ-9 depressive severity (baseline) 0-27 9.67 4.601 -0.02 0.89
GAD-7 anxiety severity (baseline) 0-21 8.78 4.18 -0.08 0.92

Table 2 establishes measurement quality. All nine instruments returned Cronbach alphas between 0.85 and 0.93,
with skew values within plus or minus one, indicating reliable and approximately normal scales. Mean religious
identity salience (4.13 of 5) and intrinsic religiosity (5.57 of 7) were high, as theory predicts for a help-seeking
Christian population [21], while negative religious coping remained low (11.63 of 35), confirming that spiritual

struggle was present but not dominant in this sample [5].

4.2 The Tested Model
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Moderator: religious identity salience (b = 0.09, AR? = 0.008, p = 0.013)

|
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Fig. 1. Tested structural model linking identity and belief systems to sustainable behavioral

transformation through faith-integrated counseling practice and positive religious coping

Figure 1 presents the conceptual architecture tested in this study. Identity and belief systems, expressed as
religious identity salience, intrinsic religiosity and doctrinal schema, are positioned as distal resources that activate
faith-integrated counseling practice, namely scripture, prayer, confession and spiritual formation, which in turn
generate sustainable behavioral transformation. Positive religious coping operates as a partial mediator (a = 0.47,
b=0.26), while religious identity salience moderates the integration-to-change path (beta = 0.09, R-square change
= 0.008). Covariates are held constant throughout. The figure therefore operationalizes the paper's central claim:

change anchored in identity and belief outlasts change anchored in technique.

4.3 Integration Dosage Across Traditions

Perceived faith integration by religious tradition (n = 486; comparison n = 198)
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Fig. 2. Mean faith-integrated counseling practice by religious tradition, with the full-sample mean and the

secular comparison group shown for reference.

Figure 2 displays the integration gradient graphically and clarifies its analytical value. Error bars show that
tradition differences exceed within-group dispersion for the evangelical (4.31), non-denominational (4.12) and
Black Protestant streams (4.03), whose means sit above the dashed full-sample line of 3.92, whereas Catholic
(3.48), mainline (3.41) and Orthodox or Latter-day Saint clients fall below it. The secular comparison bar near the
floor (1.45) confirms the scale discriminates integrated from non-integrated care rather than recording therapist
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warmth. This graded variance in dosage is what makes the dose-response maintenance tests of Table V and Figure

5 analytically possible.
4.4 Bivariate Structure of Identity, Belief and Change

Table 3: Pearson Correlation Matrix of Study Variables (N = 486)

Variable 1 2 3 4 5 6 7 8 9
RIS — 0.55%** | () 52%** - 0.47%** | 036*** | (0.56%** | _0,]13%* -
0.22%*% 0.16***
INT — 0.42%%* - 0.36%** | (0.24%** | (. 43%** | () ]5%* -
0.15%** 0.15%**
PRC — - 0.47%** | (. 33%%* | (. 42%** -0.03 -0.04
0.25%*%*
NRC — - -0.06 - 0.16%** | (0. 19%**
0.2]%** 0.28%**
FIC — 0.55%%* | (). 45%** -0.03 -0.08
WAI — 0.28%** -0.07 -0.10*
BTI — - -
0.24%** | () 23%**
PHQ — 0.74%%*
GAD —

Table 3 reports the correlational skeleton of the model. Religious identity salience correlated strongly with the
transformation index (r = 0.56), as did faith-integrated practice (r = 0.45) and positive religious coping (r = 0.42),
while negative religious coping correlated inversely (r = -0.28), exactly the pattern the religion-coping literature
predicts [4], [6]. Integration also correlated with the working alliance (r = 0.55), foreshadowing the need to control

alliance in the regression models that follow [28].

Bivariate relationships between belief-system variables, transformation and symptom burden

(a) Identity salience and transformation (b) Intrinsic religiosity and symptom load
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Fig. 3. Scatterplots of (a) religious identity salience against behavioral transformation and (b) intrinsic

religiosity against baseline depressive severity, with fitted regression lines

Figure 3 renders the two theoretically decisive bivariate relations. Panel (a) shows the positive linear association
between identity salience and the transformation index (r = 0.56, R-square = 0.31): clients whose Christian identity
is chronically accessible report more durable behavioral change at follow-up. Panel (b) shows the inverse
association between intrinsic religiosity and baseline depressive severity (r = -0.15), the buffering pattern
documented in the religion-health literature [7], [25]. Together the panels justify treating identity and belief as
predictors rather than mere correlates in the multivariate models that follow. The fitted lines summarize ordinary

least squares trends across all 486 clients in the analytic sample.
4.5 Incremental Prediction, Mediation and Moderation

Table 4: Hierarchical Multiple Regression Predicting Sustainable Behavioral Transformation (N = 486)

Model block / predictor R2/b dR2 /SE beta F/t p VIF
Step 1: covariates and baseline 0.064 0.064 - 5.45 <.001 -
severity
Step 2: + identity and belief-system 0.399 0.335 - 35.09 <.001 -
predictors
Step 3: + identity x integration 0.407 0.008 - 32.54 <.001 -
interaction
Religious identity salience 3.74 0.46 0.372 8.09 <.001 1.67
Intrinsic religiosity 1.25 0.43 0.124 2.87 0.004 1.47
Faith-integrated counselling 2.28 0.41 0.227 5.59 <.001 1.31
Identity salience x faith integration 0.87 0.35 0.087 2.49 0.013 1.02

Table 4 is the analytical core. Covariates and baseline severity explained 6.4% of variance; adding identity and
belief predictors raised explained variance to 0.399 (R-square change = 0.335, p <.001), and the interaction term
added a further 0.008. In the final model, identity salience (beta = 0.37), faith-integrated practice (beta = 0.23)
and intrinsic religiosity (beta = 0.12) each predicted transformation independently, with variance inflation factors
of 1.02 to 1.67 excluding collinearity artifacts. Mediation testing supported H2: the indirect path through positive
religious coping was 0.124 (95% CI [0.082, 0.171]), 28.3 percent of the total effect. Simple slopes supported H3:
integration predicted change strongly at high identity salience (b = 3.15, t = 5.95) and weakly at low salience (b
=1.41,t=2.58).
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Partial mediation model, covariate-adjusted, 3,000 bootstrap resampies (N = 486)

Positive religious coping
(M)
a = 0.473%

Faith-int ted - 3
arth-integratec Sustainable behavioural
counselling practice .
x) > transformation (Y)
¢ = 0.315%* (direct effect)

Indirect effect axb = 0.124; 95% bootstrap Cl [0.082, 0.171]; total effect c = 0.439; proportion mediated = 28.3%

Fig. 4. Covariate-adjusted mediation model showing positive religious coping as a partial mediator

between faith-integrated counseling practice and sustainable behavioral transformation

Figure 4 decomposes the total effect of faith-integrated practice into direct and indirect components. The path (a
= (0.473) shows that integrated practice cultivates positive religious coping: clients taught to pray, confess and
reappraise stress theologically acquire a portable coping resource. The b path (b = 0.263) shows this resource in
turn sustains behavioral change, while the direct path (c' = 0.315) remains significant, confirming partial rather
than full mediation. The bootstrap interval excludes zero, and the 28.3 percent proportion mediated quantifies how

much of integration's power travels through the client's own belief-activated coping system rather than technique.
4.6 Twelve-Month Maintenance of Change

Table 5: Twelve-Month Maintenance of Behavioral Change by Integration Condition (All Omnibus Tests P <

.01)
Behavioral domain High integ. Low integ. | Secular comp. Chi-sq Cohen
(%) (%) (%) 2 h

Substance abstinence 73.9 63.1 45.5 37.73 0.59
Relational repair 69.0 56.0 52.5 14.36 0.34
Anger / impulse regulation 73.9 62.2 53.5 20.08 0.43
Spiritual discipline practice 78.4 65.1 52.5 32.89 0.55
Work & role functioning 63.7 56.8 434 18.47 0.41

Table 5 answers the sustainability question directly. In every domain, high-integration clients retained more
change at twelve months: substance abstinence (73.9 versus 45.5 percent), spiritual discipline (78.4 versus 52.5
percent), and relational repair (69.0 versus 52.5 percent). Effect sizes (h = 0.34 to 0.59) are small to medium but
consistent, and every omnibus chi-square is significant, indicating a robust dose-response gradient rather than

isolated domain-specific findings.
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Twelve-month maintenance of behavioural change by integration condition
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Fig. 5. Twelve-month maintenance curves for high-integration, low-integration and secular comparison

clients, plotted at three-month intervals after termination.

Figure 5 converts Table V into trajectories and reveals when change decays. All groups begin at termination with
clinically meaningful gains, but the curves separate within three months and diverge steadily: by month twelve,
82 percent of high-integration clients retain change against 67 percent of low-integration and 62 percent of secular
comparison clients. The steepest decay for the two weaker conditions occurs between months three and nine,
precisely the window in which external supports vanish and internal resources must carry the change. The
comparatively flat high-integration curve is the graphical signature of identity-anchored transformation, and group

differences are significant at every post-termination wave.

5. DISCUSSION

5.1 Critical Analysis of the Data

The data withstand scrutiny on several fronts while inviting caution on others. The effect structure is coherent:
identity and belief variables added 0.335 of explained variance beyond demographics and baseline severity, an
increment rarely achieved by psychosocial predictors, and variance inflation factors between 1.02 and 1.67
exclude collinearity artifacts. The dose-response gradient in Figure 5, with 82 versus 67 and 62 percent retention,
is difficult to reconcile with placebo or allegiance accounts because both comparison conditions reported
equivalent alliances (5.69 versus 5.65). The significant interaction (beta = 0.09) shows integration is not uniformly
potent: its slope more than doubles when identity is salient. Cautionary notes remain: predictors were measured
cross-sectionally, self-report invites common-method variance, self-selection into faith settings biases the sample
upward, and twenty percent follow-up attrition may overstate true maintenance in the wider population. The
mediation result also survives scrutiny: because positive religious coping is measured as the client's own activity
between sessions, it cannot be reduced to therapist contact hours, and its bootstrap interval excludes zero
comfortably. Subgroup checks by gender, age band and tradition returned no significant three-way deviations,
suggesting the model generalizes across the sample's internal diversity. These checks strengthen, though cannot

prove, a causal reading.

10| Page
2026/1JORAR/01/2455



N

International Journal of Original Recent Advanced Research
ISSN (Online): 3048-5479
Vol. 03, Issue 05, September 2026

5.2 Comparison with Past Work

Read against prior research, these results confirm, extend and partly challenge the field. They confirm the religion-
health linkage: the inverse association between intrinsic religiosity and baseline depressive severity replicates the
protective pattern synthesized in earlier meta-analyses [7], [8], [25], and the negative-coping penalty mirrors
Pargament's findings on spiritual struggle [4], [6]. They extend the integration literature beyond post-test
symptoms: Captari and colleagues reported modest advantages for religiously accommodated therapies at
termination [10], and the present maintenance curves show that this advantage is not merely present at discharge
but widens across twelve months, consistent with sudden-transformation accounts of identity-level change [20]
and with longevity data linking communal religious practice to durable health behavior [9]. They also extend
preference research: clients who want faith addressed benefit most when it is addressed, and the moderation effect
quantifies that person-treatment match for the first time in a U.S. practice sample [11], [26]. Finally, the results
challenge technique-centric models: alliance, the classic pan-theoretical predictor [28], correlated with outcome
but added nothing once identity variables entered, suggesting that for religious clients the working alliance is a
conduit for identity activation rather than the active ingredient itself [12], [13], [24]. Where past work reported
equivalence between accommodated and standard therapies at post-test, the present data show divergence only
after termination, implying that earlier null maintenance findings may reflect measurement timing rather than
absence of effect [10], [26]. The identity-salience moderation likewise reconciles mixed results in the preference
literature: samples with homogeneous high salience show uniform benefits, whereas mixed samples dilute them
[11], [24]. Communal religious practice thus appears to function as a maintenance infrastructure after formal care
ends [9], [29]. This pattern also aligns with national survey evidence that religiously committed Americans
increasingly seek care congruent with their worldview, a demand-side shift the counseling workforce has yet to

absorb [2], [29].

6. CONCLUSION

This study set out to determine whether identity and belief systems function as active ingredients of Christian
counseling in the United States, and the answer is affirmative. Across 486 clients and a twelve-month follow-up,
religious identity salience, intrinsic religiosity and faith-integrated practice jointly explained a third of the variance
in sustainable behavioral transformation beyond severity and demographics; positive religious coping carried
more than a quarter of integration's effect; and identity salience determined how powerfully integration translated
into lasting change. The maintenance curves offer the clearest practical message: change anchored in who the
client believes themself to be before God survives the first year after termination, while change anchored only in
technique steadily erodes. For practitioners, the implication is not to add spirituality as an ornament but to treat
identity and belief as the substrate of intervention, assessing salience early and matching integration dosage to it.
For researchers, the priority is randomized, multi-informant replication that can separate selection from causation.
Within those limits, the evidence supports a faith-integrated approach as a sustainable pathway to behavioral
transformation in American counseling practice. The study also offers replicable measurement architecture:
salience and intrinsic religiosity as identity markers, integration dosage as the practice variable, coping as
mechanism, and domain-specific maintenance as criterion. Secularly trained counselors can adopt it through

supervision, and denominational bodies can use the maintenance curves to advocate for identity-anchored care
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budgets. Faith, in this evidence, is not an adjunct to American counseling; it is a documented engine of its most

durable outcomes.
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