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Background. Most physicians do not address spiritual
and religious issues with patients, although there are
data documenting the relationship between religious
variables and disease, health, and well-being. The pur-
pose of this study was twofold: to examine patient atti-
tudes regarding physician-directed inquiry about issues
related to spiritual matters and faith; and to identify
screening variables that would identify patients who
would be receptive to such a discussion.

Methods. A Spiritual and Religious Inquiry (SRI) ques-
tionnaire was administered to patients presenting for
care in a family practice center.

Results. Patients’ frequency of religious service
attendance (at least monthly) predicted their accept-

There is a growing body of evidence documenting the
interrelationship between patients’ religious and spiritual
lives and their experiences of disease, health, and well-
being.1Although there is little population-based research
exploring this interrelationship, the role of spiritual and
religious issues in health care is an important aspect of
medical practice.2 One reason for the lagging develop-
ment of research in this field is a perceived lack of rele-
vance in clinical practice.3 Despite this perception, re-
search supports the interaction of spiritual and religious
variables with studies examining outcomes in patient
care,4 health care delivery systems,5and epidemiology.1

The studies of patient-physician interaction and the
role that spirituality and religious issues play in that en-
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ance of physician inquiry into their religion and
personal faith (P<.01) and acceptance of physician re-
ferral to pastoral professionals for spiritual problems
(PC.01).

Conclusions. This study supports the use of frequency
of religious service attendance as a screening variable
for patients receptive to physician-directed inquiry
into religious and spiritual issues. It also confirms that
patients are accepting of physicians’ referring patients
to pastoral professionals (ie, clergy) for spiritual prob-
lems.

Key words. Religion and medicine; primary health care;
spirituality; physician-patient relations. (/ Fam Pract
1994; 39:564-568)

counter are primarily focused on the specialties of oncol-
ogy,6 geriatrics,7 and psychiatry.8 In the primary care set-
ting, research suggests that physician inquiry into
religious issues is infrequent and limited to serious and
life-threatening events.9-10 One study suggests that most
physicians do not address this aspect of a patient’s health
because of a lack of awareness of its importance, personal
discomfort with the subject matter, or a fear of projecting
their own beliefs onto their patients.10 Physicians might
be more willing to initiate such a discussion if they could
identify receptive patients in their clinical practices.

This study was based on three assumptions: First,
spiritual and religious issues have a place in the physician-
patient encounter since they are a component of patient
health and well-being. The second assumption was that
physicians will be more willing to explore these areas if
they are confident that patients will be receptive. Finally,
by initiating and exploring such issues, physicians will be
able to identify patients with spiritual problems. This
study was designed to examine patient attitudes and per-
ceptions regarding physician-initiated inquiries into per-
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sonal faith, spirituality, and religious beliefs in a patient-
cae encounter. The study also sought to determine
whether there was an association between five indepen-
dent patient-reported variables and patient receptiveness
toaphysician-directed inquiry into spiritual and religious
iSSues.

Methods

This study was reviewed and approved by the Human
Subjects Committee of the University of Kansas Medical
Center in Kansas City before its initiation. The study
subjects were a convenience sample of patients of a uni-
versity-based family practice center, which also serves as a
residency teaching site. Over a 2-month period, patients
aged 18 years or older who came to the center for medical
care and health maintenance were approached in the wait-
ing room by nursing staff prior to their appointments.

The staffwere instructed to ask the potential subjects
whether they would be interested in completing a ques-
tionnaire that would ask their opinions regarding reli-
gious and spiritual issues. Patients were informed that this
wes a voluntary study and that nonparticipation would
not affect their care. They were asked to complete the
questionnaire as accurately, completely, and indepen-
dently as possible and to return it to the nursing staff
before leaving the clinic. They were also asked to refrain
from discussing the questionnaire with anyone until they
had returned it. No follow-up was conducted.

The Spiritual and Religious Inquiry (SRI), a self-
administered, written instrument, was designed specifi-
cally for this study to assess patient attitudes regarding
physician inquiry of spiritual and religious matters. It was
not validated prior to its use, nor was it compared with
any other religious instrument. Although the terms reli-
gion (religious) and spirituality are distinct,11 we used
them interchangeably, since we believe that most patients
use these terms synonymously, and that an attempt to
differentiate between the two would have been confusing.

The first section of the SRI is a patient-reported
measure of the independent variables of age, education
level, prayer frequency, religious denomination, and fre-
quency of attendance at religious services. Age has been
shown to have a significant association with religious is-
sues in a medical context.7 Religious denomination and
frequency of religious service attendance, although nar-
row and somewhat imprecise, have been the two most
widely studied variables in this field.1 Prayer frequency is
another variable that was selected primarily as a measure
ofintrinsic religious motivation. The final variable chosen
was the patient’s highest level of education.

The second section consisted of a series of 11 state-
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ments pertaining to physician-directed inquire into pa-
tient spiritual and religious beliefs. These question were
presented with a 5-point Likert scale, on which
5="strongly agree” and | =“strongly disagree.” The re-
spondents were asked to circle the number that best cor-
responded with their level of agreement or disagreement.
The midpoint of the scale (3) was chosen to equal
“agree” to eliminate the option of giving a neutral re-
sponse. The final item on the questionnaire invited pa-
tients to share any thoughts the survey had provoked.

After completion ofthe survey, respondents’ answers
were entered into a database using Epi-Info (Centers for
Disease Control, Atlanta, Ga). Both descriptive and infer-
ential analyses were performed on the dataset.

Results

One hundred survey questionnaires were distributed to
patients who visited the family practice center; 80 were
returned for a response rate of 80%. Since participants
were asked to complete and return the SRI individually,
the remaining 20 surveys could not be accounted for.
Returned surveys that were only partially completed by
the participants were included in the dataset. Individual
items not completed were excluded from analysis. 1lhe
number of patients who refused the initial invitation to
participate was not recorded.

The age of those surveyed ranged from 20 to 87
years, with a mean of 47.11 and standard deviation of
16.31. Three patients, aged 10, 16, and 17 years, were
surveyed in error and were not included in the database.
Patients expressed a predominantly Christian orientation,
with 84% reporting affiliation with a Protestant or Cath-
olic denomination. Nearly 7% stated their religion as
“other,” and 5% reported having no religious affiliation.
Four percent of the respondents reported a Jewish orien-
tation.

Sixty percent of the patients were educated beyond
high school, identifying themselves as either having some
college, graduate, or professional school education, or by
being a college graduate. Twenty-seven percent were
high school graduates; 12% stated they had only partially
completed high school.

Table 1 lists the degrees of respondents’ prayer fre-
quency and religious sendee attendance. Sixty-four per-
cent ofthe patients stated that they prayed daily, whereas
20% rarely prayed. Attendance at religious services fell
into abimodal pattern, with approximately 43% reporting
weekly attendance and 40% reporting that their atten-
dance was rare.

Respondents disagreed with most statements of the
SRI concerning physician inquiry into a patient’s spiritual
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Table 1. Frequency of Prayer and Religious Service
Attendance, As Reported by Patients Completing a
Self-Administered Written Survey

%of Patients % of Patients Who

Who Pray Attend Religious Services
Frequency (n=75) (n=76)
Daily 64 1
Weekly 15 43
Monthly 1 12
Yearly 0 4
Rarely 20 40

Note: Some respondents did not complete survey items pertaining to frequency of
prayer and religious service attendance.

or faith history, with two exceptions. The subjects agreed
that physicians should refer patients to a pastoral profes-
sional (ie, a minister, rabbi, or priest) for spiritual prob-
lems (X=3.07, standard deviation [SD]= 1.36), but they
also felt that patients will seek out help for spiritual or
religious problems on their own (X=3.14, SD=1.25).
The respondents strongly disagreed that doctors were
qualified (X=1.92, SD=1.02) or trained (X=1.76,
SD=1.01) to discuss religious issues with patients.

Analyses of variance (ANOVAs) were performed to
determine whether a significant variance existed between
subjects’ openness to physician inquiry into spiritual and
religious issues and their stated religion and level ofedu-
cation. No significant differences existed between group
responses based on these variables.

To analyze possible differences in responses based on
frequency of religious service attendance, this variable was
dichotomized into frequent attendees (daily, weekly, and
monthly) and infrequent attendees (yearly or rarely). Fre-
quency of prayer was also dichotomized into daily and
nondaily prayer. The SRI Likert scale was dichotomized
by grouping respondents scoring 1 or 2 on the scale into
disagreers, and those scoring 3 through 5 into agreers
(Table 2).

Respondents who regularly attend religious services
generally agreed that physicians should ask patients ques-
tions about their religious and personal faith (63%). Very
few (13%) infrequent attendees felt that physicians should
ask such questions. This trend was also consistent with
attitudes toward a spiritual or religious evaluation being
part of the medical record, with most of the frequent
attendees (68%) agreeing and few infrequent attendees
(10%) agreeing. Frequent attendees more often (59% vs
28%) agreed that patients should discuss religious and
faith issues with their physician. Most (90%) of the fre-
quent attendees felt that physicians should refer patients
with spiritual problems to pastoral professionals, whereas
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Table 2. Relation Between Frequency of Religious Service
Attendance and Patient Agreement with Survey Statements
Regarding Physician Inquiry into Spiritual and Religious Issues

%of Respondents Who
Agree* with Statement

Attend Attend
Religious Religious
Services Services
Frequently! Infrequently!

Survey Statement (n=43) (n=133) P Value

Doctors should ask patients 63 13 <.01
questions about their
religion and personal faith

A religious or spiritual 68 10 <.01
evaluation should be part
of a patient’s medical
record

Patients should discuss 59 28 <.01
religious and faith issues
with their doctor

Doctors should refer 90 48 <.01
patients to pastoral
professionals (minister,
priest, or rabbi) for
spiritual problems

Doctors should be more 48 12 <.01
open about their own
personal religious faith
with patients

*Agree=response of 3, 4, or 5 on a Likert scale ranging from 1 to 5, on which
5=strongly agree,

fDaily, weekly, or monthly,

f Yearly or rarely.

Note: Four respondents did not complete the survey item pertaining tofrequency of
religious service attendance.

slightly less than one half (48%) of the infrequent attend-
ees agreed with this statement. Finally, frequent attendees
more often (48% vs 12%) expressed the belief that physi-
cians should be more open about their own faith
(Table 2).

A chi-square analysis showed that subjects who
prayed daily were more likely (56% vs 19%; P<.01) to
agree that physicians should ask questions about their
religion and personal faith. Similarly, these respondents
were more likely (59% vs 19%; PC.01) to agree that such
information should be included in their medical record.
There were no significant differences with respect to other
issues, eg, religious evaluation being part of the medical
record and physicians being more open about their own
faith).

Discussion

The purpose ofthis study was to examine patient attitudes
regarding physician-initiated and directed inquiry of spir-
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itual and faith issues. These results suggest that patients’
frequency of religious sendee attendance and prayer may
identify patients who would be open to such a discussion.
This information could easily be recorded on patient-
reported written intake histories.

The most consistent finding of this study concerned
patient attitudes regarding physician referral to pastoral
professionals for spiritual and religious problems. Patients
generally agreed that physicians should refer patients with
spiritual problems to clergy or other professionals trained
inthis area. Primary care physician referral patterns and
decisions regarding referrals to clergy have been mini-
mally studied. Koenig et aP briefly mentioned that fewer
than one half of the physicians they surveyed reported a
pattern of referral to clergy when their elderly patients
were near death or experiencing great distress. In this
study, there was no mention of physician, patient, or
clergy demographics, or of reasons given for referral.
Jones10 looked at British general practitioners’ attitudes
toward the involvement of clergy in patient care. An over-
whelming majority (>97%) agreed that clergy could be of
help in caring for patients with terminal illness or bereave-
ment. Despite this consensus, over 85% of general physi-
cians did not refer or did so only occasionally (1 to 6
referrals per year). Failure to refer was attributed to four
factors: the physician’s lack of religious belief; a need for
the “right” clergy to be available; an assumption that the
religious patient would self-refer and the nonreligious
patient would not want referral; and lack of knowledge
regarding the utility of clergy in clinical practice. This
study does support the assumption of the “self-referring
religious patient,” but whether this actually occurs in
clinical practice is unclear.

There are many spiritually sensitive physicians in pri-
mary care who, recognizing that their patients have spir-
itual needs or problems, would like to address them but
hesitate to do so because they arc uncertain whether these
patients will be receptive. Is it possible to screen patients
inadiscreet and nonthreatening way (such as in a patient-
reported intake history form)? The frequency of atten-
dance at religious services may be a variable that can be
used in such a manner.

Much of the religious service attendance literature is
clustered around a few particular disease entities or
health-related topics and is viewed as intertwined with
issues of socialization or social support.1 Socialization
probably does play a role in patients’ attitudes toward a
physician-directed inquiry' about their faith. Patients who
frequently attend religious services are familiar with for-
mal institutional structures and are comfortable with or
relatively accepting of figures of authority and profes-
sional competence. This level of acceptance and comfort
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may cross over into other institutional (ie, medical) struc-
tures and individual (ie, physician) interactions.

The influence of institutional socialization (ie, famil-
iarity’ with organizational systems) appears to be much
stronger than denominational acculturation (ie, identifi-
cation with religious traditions or rituals) in determining
patients’ attitudes toward physician-directed inquiry
about their faith. Because Catholics are considered more
highly soeialized within their own faith traditions,12some
association of Catholicism with the SRI results was ex-
pected. However, this was not the case here. An associa-
tion with prayer frequency, which was used as a measure
of intrinsic religious motivation, was also expected. Re-
spondents who prayed daily agreed that physicians should
inquire about a person’s faith and that the response
should be a part of the medical record. However, daily
prayer did not seem to be associated with significant dif-
ferences in how persons responded to most of the survey
questions. Again, lack ofassociation seems to highlight an
institutional influence.

Maugans and Wadland9 found that many family phy-
sicians recognized health care maintenance visits as an
acceptable time for religious inquiries and suggested that
religious questions could be incorporated into routine
history-taking9; however, few instruments have been de-
veloped for such use.13 15

This study had several limitations. Since a conve-
nience sample was used, the study was subject to selection
bias. Although nursing staff were instructed to randomly
select patients, some staff could have preferentially en-
rolled patients who they believed would be receptive to
such a study. In an attempt to minimize bias, the survey
was distributed among three suites and 15 nursing staff
over a 2-month period. The study population was rela-
tively small and composed of patients in a university-
based, urban family practice residency training center.
There was a predominantly Christian orientation. It is
unclear whether this study’s findings are applicable to
other populations.

In summary, this study was designed to provide a
means of examining how patients felt regarding a physi-
cian-directed inquiry of spiritual and religious issues. Al-
though respondents in the study generally agreed that
physicians should refer patients to pastoral professionals
for assistance with spiritual problems, they also expressed
the belief that patients seek out help for spiritual or reli-
gious problems on their own. 1he second objective was to
identify any screening variable that could be reported in a
discreet and nonthreatening way for the purpose of iden-
tifying patients who would be receptive to such a discus-
sion. Religious service attendance is one such variable.
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