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BACKGROUND. The current movement in American medicine toward patient-centered or relationship-centered
care highlights the importance of assessing physician core beliefs and personal philosophies. Religious and spiri-
tual beliefs are often entwined within this domain. The purpose of this study was to identify the personal religious
and spiritual beliefs and practices of family physicians and to test a valid and reliable measure of religiosity that
would be useful in physician populations.

METHODS. An anonymous survey was mailed to a random sample of active members of the American Academy
of Family Physicians who had the self-designated professional activity of direct patient care. Physicians reported
their religious and spiritual beliefs and practices, including frequency of religious service attendance and private
prayer or spiritual practice, and self-reported intrinsic or subjective religiosity.

RESULTS. Seventy-four percent of the surveyed physicians reported at least weekly or monthly service atten-
dance, and 79% reported a strong religious or spiritual orientation. A small percentage (4.5%) of physicians
stated they do not believe in God. A 3-dimensional religiosity scale that assessed organized religious activity,

nonorganized religious activity, and intrinsic religiosity was determined to be a valid and reliable measure
(a = .87) of physician religious and spiritual beliefs and practices.

CONCLUSIONS. Family physicians report religious and spiritual beliefs and practices at rates that are compara-

ble with the general population.
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everal decades of research have produced over-
whelming evidence that a person’s beliefs, val-
ues, and attitudes influence his or her suscepti-
bility to disease, decision to seek treatment,
treatment compliance, and, ultimately, satisfac-
tion and recovery.1The influence of religious and spiritu-
al beliefs in medical settings is particularly salient in the
United States, since longitudinal survey data reveal that
religion and spirituality continue to be major and consis-
tent factors in the lives of most Americans.2 Religious
and spiritual beliefs wield significant influence on how
patients view health care issues,45and some beliefs may
have a direct effect on clinical outcomes.6
In physician populations, religious and spiritual
beliefs directly affect behavior and attitudes that have
an impact on patient care. One study from the United
Kingdom7found that psychiatrists who attend religious
services are more likely to encourage patients to seek
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religious help and to refer patients to religious leaders
than those who did not attend such services. This cor-
relates with recent results from a national survey of
American family physicians.3The growing research on
physician-assisted suicide and euthanasia in the United
States also supports the link between religious and spir-
itual beliefs and physician attitudes. Oncologists with
no religious affiliation are more likely to have favorable
attitudes toward physician-assisted suicide and active
euthanasia than Catholic or Protestant physicians.8
Religious and spiritual factors may directly influence
behavior as well. For example, physicians with no reli-
gious affiliation are associated with administering a
lethal injection in an end-of-life care setting.D

The current movement in American medicine toward
patient-centeredIl or relationship-centered® care further
underscores the importance of exploring physicians’ reli-
gious and spiritual beliefs. Core beliefs and personal phi-
losophy help to calibrate the requisites of physicians’ self-
awareness within the physician-patient relationship.BA
knowledge of self, skills that promote contemplation and
reflection, and the values of self-care, self-awareness, and
self-growth are cornerstone areasilin this domain and are
often entwined with religious and spiritual beliefs.

Despite the importance of these findings, few studies
have examined physician religious beliefs and practices
or have used a valid and reliable measure of religiosity.
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One university medical center survey found that physi-
cians had lower reported rates of beliefin a Higher Power,
church attendance, and use of religious beliefs as a coping
strategy when compared with patients, patients’ families,
and nurses.®¥ Another survey of family physicians and
patientsBhad similar findings, with physicians having sig-
nificantly lower rates of religiosity (belief in God, prayer,
feeling close to God) than patients. In addition to docu-
menting the gap in reported religious beliefs between
physicians and patients, the lack of a uniform measure of
religiosity in these studies highlights the need for develop-
ment and standardization of this variable.

To address these issues, we performed a post-hoc
analysis of our nationwide physician survey study of the
prevalence and patterns of patient referral to clergy and
pastoral care providers.8The survey included questions for
measuring physician religious beliefs and practices,
because physician religiosity had been found to be posi-
tively correlated with a tendency to refer to clergy.®4Our
objectives in this analysis were to identify the personal
religious and spiritual beliefs and practices of family physi-
cians and to test avalid and reliable measure of religiosity
that would be useful in physician populations.

METHODS

Study Population

Prior to its initiation, the nationwide physician survey
study was reviewed and approved by the Human Subjects
Committee of the University of Kansas Medical Center.
Study subjects were selected from the membership list of
the American Academy of Family Physicians (AAFP). We
included physicians who were active members of the
AAFP (N = 44,194), and whose self-designated profession-
al activity was direct patient care. The requirements for
active AAFP membership include family practice residen-
cy training, unrestricted licensure, specified continuing
medical education, and engagement in the practice, teach-
ing, or administration of family practice or in the practice
of emergency medicine.BUsing these criteria, a random
sample of 756 physicians was obtained.

Survey Methods

A self-administered, anonymous questionnaire was
mailed to all eligible physicians during October 1997. A
pre-addressed stamped return envelope and a cover let-
ter from the senior investigator explaining the nature of
the survey, our affiliation with the University of Kansas
Medical Center, and an invitation to participate were
enclosed with each questionnaire. Approximately 2
weeks after the initial mailing, all subjects were sent a
post card reminder. Data collection was completed in
December 1997.

Questionnaire Content
The questionnaire consisted of 11 fixed-item responses, 5
questions that gathered demographic information, and one

open-ended question asking for comments. The survey
was prefaced with the instruction, “Please circle the
answer which most accurately describes your feelings
and choices.” Five questions measured physician reli-
gious beliefs and practices. These items were derived
from questions developed by the National Opinion
Research CenterZ and the Index of Core Spiritual
Experiences scale,B and were preferentially selected
according to a previously tested and validated 3-dimen-
sional model of religiosity.® Frequency of religious or
spiritual service attendance was used to assess organi-
zational religiosity, and frequency of private prayer or
spiritual practice was used to measure nonorganization-
al religiosity. Three items— self-reported strength of reli-
gious or spiritual orientation, closeness to God (or a
Higher Force), and frequency of affective spiritual expe-
riences—were used to measure subjective or intrinsic
religiosity. To avoid compromising item integrity, and on
the recommendations of an expert panel regarding oper-
ational definitions of religion and spirituality in health
care settings,Dwe chose to use the terms religious and
spiritual interchangeably for this study.

The final section of the survey gathered data on physi-
cian characteristics such as sex, age, length of practice,
primary practice site, and religious denomination.
Questions were pretested and revised after pilot testing
with a group of eligible physicians at our institution.
Physicians from the pilot group were excluded from the
sample. The survey took less than 5 minutes to complete.

Data Analysis

After recoding and reverse-scoring the items as neces-
sary, descriptive data for responses to the religiosity
questions and physician characteristics were calculated.
For questions with more than one answer option, each
option was treated as a separate item. Returned surveys
that were only partially completed were included in the
data set, but individual items that were not completed
were excluded from analysis.

Responses to the 5religious belief and practice items
were factor analyzed to determine whether our measure
of religiosity should be treated as a single dimension or
as the 3-dimensional construct suggested by Chatters
and colleagues.BCronbach’s a was calculated as a mea-
sure of the internal reliability of the resulting measure.
An analysis of variance (ANOVA) was conducted on the
categories of age, length of practice, primary practice
site, and self-reported religious denomination to com-
pare religiosity across different demographic variables.
A ttestwas performed using the sex data set. The depen-
dentvariable in each of these tests was the total score on
the religiosity scale. A 2-sided P value of <.05 was con-
sidered statistically significant. For any significant
ANOVA, a post-hoc mean comparison was conducted.
All analyses were performed using Statistical Package
for the Social Sciences 7.5 computer software (SPSS,
Chicago, 111, 1996).
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TABLE 1
physicians reported

such activity at least
monthly. A majority of
the physicians (79%)
reported a strong reli-
gious or spiritual orien-

Characteristics of Study Physicians Compared with Complete AAFP Membership

AAFP Member
Physicians, %

Full-Respondent
Physicians, %

Partial-Respondent

Characteristic Physicians, %

Sex N =342 N =55 N = 44,191

Male 78.7 81.8* 79.1 tation, and 77% ack-
nowledged feeling at
Age, years N =367 N = 67 N = 44,123 least somewhat close to
;got 20 1.4 0.0 11 God or a Higher Force.

o . .
34.9 20.9f 35.8 In addition, most physi-
41to 55 47.1 56.7 f 44.5 . 659 d

56 t0 65 93 13 41 119 C|ar?s (65%) reporte
>65 74 9.0 6.6 having at least one affec-
tive spiritual experi-
Primary practice site N = 357 " =88 N = 26,260 ence. A small percent-
Urban 56.3 f 57.1 68.4 age (4.5%) of respon-

Note: Full-respondent physician refers to those respondents who answered all of the items on religiosity, not

dents indicated that they
do not believe in God.

necessarily all of the demographic items. Statistical percentage comparisons for full-respondent physicians are with

the AAFP member physicians. Percentage comparisons for partial-respondent physicians are with the

full-respondent physicians.

AAFP denotes American Academy of Family Physicians.
*P <.05.

tP <.001.

RESULTS

Response Rate
The response rate was 58% (438 of 756 physicians). Three
himdred eighty-six completed surveys were returned after
the first mailing; one was returned as undeliverable. To
compare our sample with the AAFP membership, we split
the study’s physician category into 2 groups, those who
completed the religiosity items (full-respondent physi-
cians) and those who did not complete all of those items
(partial-response physicians). There was no statistically
significant difference in either sex or age distribution
between the full-respondent physicians in our sample and
the national AAFP membership; however, a greater per-
centage of study physicians designated a rural practice site
compared with the total AAFP membership (P <.001).
Table 1 compares the characteristics of the study physi-
cians with the active membership of the AAFP

Since the sample size was determined before the study
began, we retrospectively conducted a power analysis to
detect a correlation coefficient of 0.15 or greater, at 2-
tailed a = 0.05. We determined our sample size of 438 to
have slightly less than 90% power.2

Physician Religious Beliefs

and Practices

Table 2 lists the frequency of responses and confidence
intervals for the 5 survey questions about religious and
spiritual beliefs and practices. Almost three fourths (74%)
of the respondents reported attending religious or spiritu-
al services at least weekly or monthly, while 10% reported
no attendance. More than one third (35%) spend time in
daily private religious or spiritual practices, and 49% of the
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Religiosity
Scale

The 5 items used to
measure religious and
spiritual beliefs and
practices were factor analyzed using principal axis, vari-
max rotation. A single factor, which accounted for 66%
of the variance, emerged as the best explanation of the
variance among items when analyzed by eigenvalue mag-
nitude and visual inspection of the scree plot.2A scale
consisting of the 5 items was analyzed for internal con-
sistency. Cronbach’s a for these items was .87, indicating
good to high reliability.

Two instrument items provided information that
would be expected to be associated with scores on a
measure of religiosity. One demographic item (religious
denomination) listed “none” as a response option. At
additional fixed-item question allowed physicians to
indicate that they did not believe in God. Conceptually,
physicians who indicated no affiliation with any reli-
gious denomination or who do not believe in God would
be expected to score lower on a scale of religiosity Table
3 represents an analysis of religiosity scale scores for
physicians with no reported religious denomination and
those who do not believe in God, compared with all
other physicians. In both cases, physicians had signifi-
cantly (P <.001) lower religiosity scores, providing evi-
dence of scale validity

Differences in Level

of Religious Belief

Table 4 reports physician characteristics and their levels of
religious and spiritual belief and practices. Among demo-
graphic variables, only religious denomination and prima-
ry practice site demonstrated a significant difference in
religiosity scores. Jewish physicians scored significantly
lower than Protestant (P <.001) or Catholic (P = .003)
physicians. In addition, physicians with urban primary
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TABLE 2

Family Physicians’ Responses to Religious Beliefs and Practices Items in Survey

Item Family Physicians, %

About how often do you attend religious
or spiritual services? (N =427)

Daily 0.7
Weekly 52.0
Monthly 22.2
Once ayear 15.7
Not at all 9.4

About how often do you spend time in private
religious or spiritual practices? (N = 426)

Daily 34.7
Weekly 35.2
Monthly 13.8
Once a year 9.2
Not at all 7.0

How strongly religious (or spiritually oriented)
do you consider yourself to be? (N = 432)

Not at all 6.3
Not very strong 14.6
Somewhat strong 36.6
Strong 42.5

How often have you felt as though you were

very close to a powerful spiritual force that seemed

to lift you outside yourself? (N = 392)

Often 17.9
Several times 27.0
Once or twice 20.4
Never 34.7

How close do you feel to God (or a Higher Force)? (N = 424)

Extremely close 35.1
Somewhat close 42.7
Not very close 17.7
Idon’t believe in God 4.5

Cl denotes confidence interval.

TABLE 3

Validity Assessment of Religiosity Scale

Standardized
Religiosity Score,
Instrument Item Mean*

Religious denomination
None 7.78
All other answers 15.50

How close do you feel to God (or a Higher Force)?
I don't believe in God 5.53
All other answers 12.38

SD denotes standard deviation; N denotes total number of respondents.

SD

3.06
3.64

1.87
2.90

‘Mean scores are calculated with the comparison item removed.

Note: Not all of the items on the religious belief scale had an equal number of answer options.
Consequently, some items weigh more heavily in a total raw score. To control for this, raw item scores
were standardized and then summed to create a standardized total score. Standardized item scores have

a mean of 3 and standard deviation of 1.

95% Cl

0.0, 1.5
47.3, 56.7
18.3, 26.1
12.2, 19.2
6.6, 12.2

30.2, 39.2
30.7, 39.7
105, 17.1
6.5, 11.9
46,9.4

4.0, 8.6
11.3, 17.9
32.1,41.1
37.8, 47.2

14.1,21.7
22.6, 31.4
16.4, 24.4
30.0, 39.4

30.6, 39.6

38.0, 47.4
14.7, 21.3
25,65

17
336

17
353

practice sites had lower scores (P = .042)
than their suburban counterparts.

DISCUSSION

Identifying Religious and
Spiritual Beliefs
The purpose of this study was to identify the
personal religious and spiritual beliefs and
practices of family physicians and to test a
valid and reliable measure of physician reli-
giosity. Our results suggest that the personal
religious and spiritual beliefs and practices
of family physicians are much stronger than
previously reported. The study of Vermont
family physicians by Maugans and Wadlandb
and a recent study by Oyama and Koeing2lof
family physicians in North Carolina and
Texas are benchmarks of inquiry in this area.
In the Maugans and Wadland survey, 5 belief
items—the existence of God, God as a per-
sonal entity, prayer, the existence of an after-
life, and feeling close to God—were used to
assess physician and patient religious
beliefs. Based on the answers to these items,
physicians were reported as being signifi-
cantly less religious than patients.50ne item
that appeared both in our study and in the
Vermont study (closeness to God) allows
some comparison of physician beliefs.
Seventy-seven percent of our respondents
acknowledged feeling at least somewhat
close to God or a Higher Force. Although the
questions were worded differently, this per-
centage is much higher than the 43% of
Vermont physicians who responded to this
beliefitem, and is similar to the 74% of study
patients who answered affirma-
tively. Eleven percent of the physi-
cians in the Vermont study did not
believe in God, and only 4.5% of
our respondents reported this lack
of belief. Regional differences may
account for the discordance in
reported religiosity in these 2 stud-
ies, since population-based survey
<.001 data from the General Social
Survey (GSS) demonstrate consis-
tent regional variations in reported
religiosity. 2
Regional variations may also
help reconcile the Vermont study
with the findings of Oyama and
Koenig. With the exception of fre-
quency of daily prayer, Oyama and
Koenig’s recent study of physicians
in North Carolina and Texas found

<.001
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no significant differences between family physicians and
patients in measures such as organizational religious activ-
ities (church attendance, other religious group activity),
nonorganizational religious activities (Bible reading, reli-
gious media participation), and intrinsic religious atti-
tudes.B Although the authors conclude that patients are
more involved in religious beliefs and practices than physi-
cians, their findings lose significance when age and sex are
controlled.

If the generalizability of these 2 regional studies to a
more national population is suspect, does a gap still exist
in reported religious and spiritual beliefs and practices
between family physicians and patients? The survey item
regarding feelings of closeness to God pro-
vides some illumination. Table 5 compares
this item with 2 others that are matched in
our survey and in the GSS developed by the
National Opinion Research Center. Of the
physicians in our survey, 4.5% report that
they do not believe in God, compared with
1.4% of the general population who do not
believe. However, the percentage of physi-
cians who feel at least somewhat close to
God or a Higher Force (77%) is comparable

TABLE4

with that of most Americans (84%). If reli- SexMen
giosity is viewed in terms of identified reli- Women
gious denomination and frequency of reli-

gious service attendance, family physicians  Age, years

appear to be more religious than their <30

patients. The GSS and our survey data sug- 30 to 40
. L - 41 to 55

gest that family physicians attend religious 56 to 65

services more frequently and are more often >65

affiliated with a specific religious denomina-

tion than the general population.
<5

) o 5to 15
Measuring Physician 16 to 25

Religiosity >25
The second purpose of our study was to
devise a valid and reliable measure of physi-

. Lo Rural
c!an religiosity. When tested by factor analy- Semirural
sis and Cronbach’s a, our measure was Suburban

found to be areliable and valid instrumentin Urban

a physician population. Whether viewed as a Inner city
single or multidimensional construct, the
complexity of assessing the religiosity vari-

Protestant
able remains.5In physician populations, reli- Catholic
giosity has been largely assessed by religious Jewish
denomination."Linstrument design and psy- Muslim
chometric scale analysis are rarely reported g:)hnzr

in these studies, which hampers interpreta-
tion of the data. Although we selected a 3-
dimensional model of religiosity that had
been previously tested and validated using a
large population-based database,Bthe factor
analysis of the 5 items did not support a 3-
factor model for our sample. There are at
least 2 explanations for this difference. First,
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2 of the 3 factors were represented in our scale by only 1
item, which reduces the likelihood that these 2 factors
would emerge from only the variance presented by these
single items. Second, the 3-factor model had been validat-
ed in an exclusively African American population,Bwhich
might limit the generalizability to our population.

Jewish physicians scored lower on our scale of reli-
giosity, when compared with Protestant and Catholic
physicians. This may be because the scale items that were
used to assess subjective or intrinsic religiosity reflected a
more mystical than ascetic orientation. In some faith tra-
ditions, the maintenance of certain practices (eg, Jewish
kashrut) takes precedence over other practices that pro-

Characteristic*

All respondents

Physician Characteristics and Their Levels of Religious and Spiritual
Beliefs and Practices

Length of practice, years

Primary practice site

Religious denomination

Standardized
Religiosity Score,
Mean SD N Test Value
15.07 4.01 370
15.32 3.97 269 f = 1.92 .056
14.29 4.39 73
15.35 3.30 5 F = 2.25 .063
15.07 4.06 128
14.65 4.19 173
15.77 3.28 34
16.95 3.15 27
15.35 4.02 57 F =221 .087
14.59 4.15 164
15.25 3.94 88
16.08 3.43 58
15.29 3.70 80 F = 2.59 .037
14.91 4.15 76
15.72 3.92 117
14.05 4.29 73
16.91 3.72 1
16.05 3.32 206 F = 21.13 <.001
15.18 3.65 83
11.61 4.49 16
15.27 0.12 2
14.67 4.03 29
7.78 3.06 17

"Note: For all independent variables, Levene’s test for equality of variances was conducted.
Variances were found to be statistically equal. Post-hoc analyses were conducted on 2 vari-
ables: primary practice site, where means for suburban and urban religiosity scores were
found to be statistically different (P = .042) and religious denomination, where the mean reli-
giosity score for Jewish physicians was lower than Protestant (P <.001) and Catholic (P =
.003) physicians.

SD denotes standard deviation; N denotes total number of respondents.
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TABLE 5

Religious and Spiritual Beliefs and Practices of Study Physicians and

the General Population

Item Family Physicians, % General Population, %'7
Religious denomination* (N = 414) (N = 32,277)
Protestant 56.8 63.7
Catholic 23.9 24.8
Jewish 5.6 21
Muslim 0.5
Other 8.2 1.9
None 5.1 7.3
Frequency of religious or
spiritual service attendance (N = 426) (N = 32,113)
At least daily 0.7
At least weekly 50.7 29.6
At least monthly 21.7 22.3
Several times a year 13.2
Once a year or less 15.3 211
Not at all 9.1 13.9
How close do you feel to God
(or a “Higher Force”)? (N = 424) (N = 10,009)
Extremely close 35.1 31.8
Somewhat close 42.7 52.3
Not very close 17.7 9.5
Not close at all 5.0
Idon't believe in God 4.5 1.4

eltems are quoted from our family physician survey; the wording on the General
Social Survey (GSS) was slightly different. Because no Muslim category was

offered on the GSS, a religious denomination of other may include Muslim.

mote union with God (eg, prayer). An additional explana-
tion could be the disparity in attitudes, beliefs, and prac-
tices among the 3 Judaic traditions (orthodox, reformed,
and conservative). Our scale also did not account for reli-
giosity as a culturally based construct, which may account
for lower religious institutional participation and personal
integration of held beliefs among Jewish physicians.
Physicians who practice in urban settings also had
lower religiosity scores than suburban physicians. There
are 2 hypotheses for this finding. First, urban physicians
may choose to be less institutionally affiliated and practice
in a locale that is distant and disparate from their resi-
dence. This can provide a degree of personal anonymity
and may release physicians from religiously based social
roles and expectations within the community. Second,
physicians with idiosyncratic religious and spiritual
beliefs, independent of any faith tradition, may gravitate
toward a more urban environment, where these beliefs
may be validated and supported. Our measure lacked the
sensitivity to identify these more individually held beliefs.

Limitations

Our study had several limitations. A higher proportion of
our study population reported a rural primary practice site
than did the general AAFP membership. We collapsed the
5 response categories for primary practice site (rural,

semirural, suburban, urban, and inner city) into the 2
(urban and rural) recorded by the AAFP, which may
account for the difference between our sample and
the AAFP membership. Although there are regional
variations in reported religiosity,2we did not include
region of practice as part of our demographic data. An
oversampling of physicians from those geographic
areas with higher religiosity could have resulted in
higher percentages of reported religious beliefs and
practices. However, good item construction from
established measures, pilot testing and scale refine-
ment, a high alpha coefficient, and factor analysis sup-
port the reliability and validity of our scale. Although
our response rate of 58% was modest, it is compara-
ble with other survey studies of physicians in active
clinical practice. 7 The sample population in our
study was family physicians, and the generalizability
of these findings to other specialties is unclear.

CONCLUSIONS

We found that family physicians report rates of reli-
gious belief and practice that are comparable with
those of the general population. A measure of reli-
giosity that incorporates 3 dimensions— organized
religious activity, nonorganized religious activity,
and subjective or intrinsic religiosity— can be a reli-
able and valid assessment of physician-reported reli-
giosity. This measure may have utility in studies
examining physician-patient interactions by provid-
ing one indication of physician core beliefs and per-
sonal philosophy.
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