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What proportion of psychiatrists take a spiritual history? 
 

Dr Saliha Nazir 
                  
 
 
Background: 
 
Spirituality is defined as that area of human experience where people feel connected to 
a larger dimension of meaning and experience. The Somerset Spirituality Project found 
that many clinicians either ignore an individual’s spiritual life completely or treat their 
spiritual experiences as nothing more than manifestations of psychopathology. 
 
Keeping the Faith - a charity report from The Mental Health Foundation, funded by the 
Department of Health, explored how spiritual activities as part of an integrative 
approach can support the mental health and healing of patients. 
 
Recent research has noted the salience of religion and spirituality to those with serious 
mental illness (Bussemer & Bussemer, 2000; Sullivan, 1998). 
 
Psychotic patients who reported using their religion for coping with illness had more 
insight into their illness and were more compliant with medication protocols than those 
who did not (Kirov et al, 1998). Self-esteem, life satisfaction and quality of life has been 
consistently associated with positive religious coping (Koenig et al., 1998b; Pargament 
et al., 1998b). 
 
Training guidelines exist for taking a spiritual history (Larson et al., 1997). There are a 
number of models for spiritual assessment which include: Maughans’ model (Swinton 
2001), Healing from Within: a guide for assessing the religious and spiritual aspects of 
people’s lives (Culliford & Johnson, 2001) and the HOPE questionnaire (Anandarajah & 
Hight, 2001). The care programme approach also highlights the spiritual beliefs of a 
patient to be an important aspect of their rehabilitative process while the key 
performance indicators also have laid stress on spirituality. However many psychiatrists 
still feel reluctant to broach this subject for fear of overstepping their professional 
boundaries. 
 
In order to provide holistic care to our patients we cannot afford to overlook taking a 
spiritual history. As clinicians, it allows us to identify and utilize pre-existing defences 
that have been used successfully in the past. This can help in drawing up strategies to 
reinforce coping behaviour. Another important aspect is the utilization of readily 
available support structure in the community (e.g. social support and social networks). 
 
Spirituality is also an important aspect of cultural competence. Though first-hand 
knowledge of a patient’s cultural background does not necessarily prevent biased 
reactions, it does reduce the distortions produced by stereotypical thinking. 
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Methodology: 
 
A cross-sectional survey was conducted across the entire Oxleas NHS Foundation 
Trust asking career grade psychiatrists if they took a spiritual history or discussed the 
impact of spirituality on their patient’s lives. Respondents were invited to provide any 
comments or feedback about their viewpoints. Electronic case records were also 
accessed to find out the proportion of patients who had any documentation of an 
assessment of their spiritual needs. 
 
The questionnaire was sent via email to 123 psychiatrists out of whom 74 responded 
giving a response rate of 60%. Amongst the ones who did not respond 10 were on 
annual leave. Most of those who responded chose to explain the situations in which 
they took the history and the factors hindering them from doing so more frequently. 
 
Electronic case records revealed that only 45% of the patients had any record of a 
spiritual preferences/history in the column for spirituality. 
 
 
Results: 
 
Of the 74 psychiatrists who responded to the questionnaire, 37 (50%) said they 
sometimes took a spiritual history or discussed the impact of spirituality on their patients 
lives. The rest 37 (50%) did not discuss the topic at all. There were 2 people (5.4%) who 
claimed that they always took a spiritual history while others discussed the issue as and 
when they felt it was relevant to the case - generally in terms of psychopathology. 
 
Another finding was that amongst the ones who took a spiritual history, most were 
consultant psychiatrists (15/37). Very few of the trainees did so; the reason cited being 
the emergency assessments, which did not give them time to go into details about such 
issues.  
 
Responses included: 
 
‘It is sometimes difficult to delineate spiritual experiences from psychopathology.’ 
 
‘I ask with minority ethnic cultures or if the topic has emerged in the core assessment.’ 
 
Examples given of what was asked: 
 
‘Do you have a faith that helps you at a time like this?’ 
  
‘In difficult times what keeps you going?’ 
 
Reasons for not asking included: 
 
‘Don’t consider it important/relevant in the culture that we live in’ 
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‘Assume that most of the patients don’t give importance to spirituality’ 
 
‘Do not consider it important’ 
 
‘Another tick box - a waste of time’ 
 
‘Feel that it is too personal’ 
 
‘Lack of time - more important things to discuss and explore in assessment.’ 
 
‘Might make some psychotic patients even more paranoid or reinforce their beliefs’ 
 
‘I am not aware of the tools to use’ 
 
‘Are we allowed to ask that?’! 
 
 
Discussion: 
 
The road to recovery from a mental illness is not simply about the disappearance or 
amelioration of the symptoms. It involves cognitive reprocessing of the entire episode, 
an emotional understanding of the event including the spiritual and social 
consequences. 
 
A number of studies in 1950s and 1960s, as well as some recent studies, report an 
association between religion and worse mental health (Dreger, 1952; Cowen, 1954; 
Rokeach, 1960; Dunn, 1965; Shafer, 1997; Sorenson, 1995). 
 
On the other hand, credible studies indicating health benefits with religion/spirituality 
have been published in a range of clinical journals: (Neeleman & Persaud, 1995; 
Bradley, 1995; Idler & Karl, 1997; Koenig et al, 1997; Ortega et al., 1983). 
 
Spirituality can be both a boon and a bane. Many patients have felt rejected by their 
respective religious communities, especially those that attribute mental health problems 
to sinfulness or inadequate faith and those that have a narrow range of acceptable 
appearance and behaviour. In certain parts of northern Europe, religion is seldom used 
as a way of coping with stress, probably reflecting low rates of religious involvement. 
 
Importantly, people who do not espouse any religion may nonetheless have a spiritual 
dimension to their life. Our patients put it best when they say this: 
 
‘For me it has been a spiritual journey. Regardless of what anyone else chooses to call 
it, that’s what it’s been for me’. (Mahler in Weisburd, 1997) 
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‘Nonetheless I am convinced that depression can be a pilgrimage; an arduous journey 
in which one must be prepared to be broken in order to live again (or indeed in ) some 
cases to live for the first time’. (Inglesby, 2004; Baker et al. 2004). 
 
This cross-sectional survey was an attempt to look at how we as psychiatrists address 
something that is important to our patients - their spirituality. The questionnaire did not 
quantify the reasons for not taking a spiritual history but it did look qualitatively at the 
impediments to the process by inviting comments. The frequency of taking a spiritual 
history was not noted and the responses may not necessarily reflect the complete 
picture. Yet the responses do provide a starting point to benchmark the process of 
spiritual history taking, and may be grouped into: 
 

 Lack of awareness about the important role of spirituality in people’s lives 

 Fear of overstepping professional boundaries 

 Lack of information for appropriate tools to use 

 Considered to be unimportant 
 
 
Conclusion: 
 
Spiritual history taking is a much neglected field. There is a glaring lack of awareness 
about the importance of this aspect in a patient’s life. The information about how to take 
a spiritual history is not routinely taught and there is little information disseminated to 
trainees about how to take a spiritual history.  
 
Even though 50% of the psychiatrists in the survey stated that they took a spiritual 
history, it was generally sporadic and in the context of assessment of delusions.  
 
With the incorporation of spiritual needs in the care programme approach and key 
performance indicators, the government is acknowledging the importance of this issue. 
 
Patients have long identified spirituality to be an essential component in their recovery 
process. It is time that we as clinicians start listening to our patients and discussing with 
them what gives meaning and purpose to their lives. 
 
 
 
 
 
 
 
 
 
 
 
 



5 

 

References: 
 

1. Anandarajah, G., Hight, E, (2001). Spirituality and medical practice: using the 
HOPE questions as a practical tool for spiritual assessment. American  Family 
Physician 63, 81-89 
 

2. Braam A.W, Beekman, A.T.F, Deeg, D.J.H, Smith, J.H., & van Tilburg, W. 1997: 
Religiosity as a protective or prognostic factor of depression in later life: results 
from the community survey in the Netherlands. Acta Psychiatrica Scandinavia, 
96,199-205 

 
3. Bradley, D. E, (1995). Religious involvement and social resources: evidence from 

the data set, ‘Americans’ changing lives. Journal for the scientific study of 
Religion, 34, 259-267 
 

4. Bussema E.F, Bussema K.E (2000) Gilead revisited: faith and recovery 
Psychiatric Rehabilitation Journal Spring; 30(4):301-305 
 

5. Cowen, E.L (1954) The negative concept as a personality measure. Journal of 
Consulting Psychology,18, 138-142 
 

6. Culliford, L, (2007), Taking a spiritual history; Advances in Psychiatric Treatment, 
Vol 13, 212-21 

 
7. Dreger, R.M, (1952). Some personality correlates of religious attitudes as 

determined by projective techniques. Psychological Monographs, 66,335 
 

8. Dunn, R.F, (1965). Personality patterns among religious personnel. Review of 
Catholic Psychological Records, 3, 125-137 
 

9. Ellison, C.G & George, L.L (1994). Religious involvement, social ties and social 
support in a south-eastern community. Journal for the scientific study of religion, 
33,46-61 
 

10. Fallot, R.D, Spirituality and Religion in psychiatric rehabilitation and recovery 
from mental illness: International Review of Psychiatry 2001; 13(2); 110-116 
 

11. Fallot, R.D (1998), Spiritual and religious dimensions of mental illness recovery 
narratives. New Directions for mental health services, 80, 35-44 
 

12. Fitchett, G, Burton, L.A & Sivan, A.B (1997). The religious needs and resources 
of psychiatric patients. Journal of Nervous & Mental Disease, 185, 320-326 
 

13. House, J.S, Landis, K.R & Umberson (1988). Social relationships and health. 
Science, 241,540-545 
 



6 

 

14. Idler, E.L & Kasl, S.V (1997). Religion among disabled and non disabled elderly 
persons: cross sectional patterns in health practices, social activities, and well 
being. Journal of Gerontology,52 B, 300-305 

 
15. Inglesby, E.,(2004) The Pilgrimage, Chapter 8.Spirituality and Mental Health 

Breakthrough edited by Philip J Baker & Poppy Buchanan Baker. Whurr 
publishers 
 

16. Kirov, G, Kemp, R, Kirov, K, Davide, A.S (1998) Religious faith after psychotic 
illness. Psychopathology; 31(5), 234-245 

 
17. Koenig, H. G., Hays, J. C, George, L.K., Blazer, D. G., Larson, D.B. & 

Landerman, L. R. (1997). Modelling the cross sectional relationships between 
religion, physical health, social support, and depressive symptoms. American 
Journal of Geriatric Psychiatry, 5, 131-143. 

 
18. Koenig, H. G. (E.) (1998b). Handbook of religion and mental health. San Diego, 

CA: Academic Press 
 

19. Koenig, H & Larson, D, International Review of Psychiatry 2001;13,67-78 
 

20. Koenig, H.G (2000). Religion, spirituality and medicine: application to clinical 
practice. Journal of the American Medical Association, 284,1708 
 

21. Levin, J.S, Larson, D.B, Pulchalski, C.M. Religion & spirituality in medicine: 
research & education; JAMA 1997; 278:792-793 

 
22. Mahler, J. (1997). Quoted in D.E. Weisburd (Ed), Spirituality: The Search for 

Meaning. The Journal of the California Alliance for the Mentally ill, 8(4), 1-2 
 

23. Neeleman, J, & Persaud, R. (1995). Why do psychiatrists neglect religion? British 
Journal of Medical Psychology, 68, 169-178 

 
24. Ortega, S. T., Crutchfield, R.D., & Rushing, W. A. (1983). Race differences in 

elderly personal well being. Research on Aging, 5, 101-118 
 

25. Pargament, K.I, Smith, B.W, Koenig, H.G & Perez, L (1998a). Patterns of positive 
and negative religious coping with major life stressors. Journal for the Scientific 
Study of Religion, 37,710-724 
 

26. Post, S.G., Puchalski, C.M & Larson, D.B (2000) Physicians and patient 
spirituality: professional boundaries, competency and ethics. Annals of Internal 
Medicine, 132,578-538 

 
27. Rokeach, M. (1960). The open and closed mind. New York: Basic Books. 

 



7 

 

28. Schafer, W. E. (1997). Religiosity, spirituality, and personal distress among 
college students. Journal of College Student development, 38, 633-644 
 

29. Sorenseon, A.M, Grindstaff, C.F & Turner, R. J. (1995). Religious involvement 
among unmarried adolescent mothers: a source of emotional support? Sociology 
of Religion, 56,71-81 

 
30. Sullivan, W. P. (1998). Recoiling, regrouping, and recovering: first person 

accounts of the role of spirituality in the course of serious mental illness. New 
Directions for Mental Health services, 80, 25-33 
 

31. Swinton, J, (2000), Spirituality and mental health care: rediscovering a forgotten 
dimension; Jessica Kingsley publishers 
 
 
 
 

Author’s note: I wish to record my thanks to Dr G. Ghosh, Consultant 
Psychiatrist, for his support and advice in carrying out this study. 

 
 
 
 

© Saliha Nazir 2010 
 
 
 
 

 
This paper was awarded the Spirituality and Psychiatry Special Interest Group 

Essay Prize for 2010 
 

 
 

 


