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Overview

(1) Applying the results from research into clinical practice

(2) Reasons for doing so

(3) How to do so

(a) The spiritual history

(b) Types of  patients who need a SH

(c) Besides the SH, what other activities are appropriate

(d) Barriers to integrating spirituality

(e) How to overcome the barriers

(f) Boundaries

(4) Conclusions and further resources

1:30-2:30





(1) Conducting a brief  òspiritual assessmentó

(2) Identifying spiritual needs related to illness

(3) Ensuringthat someone meets those needs

(4) Being willing to discuss this subject with patients 

òIntegrating Spirituality into Patient Careó:

What does this mean?



(1) Health professionals are interested in factors that influence health; there is now 

a vast and growing research literature indicating religion is one of  those factors

(2) Spiritual needs are common among those with mental or psychiatric illness

(3) Addressing spiritual needs increases satisfaction with care and reduces costs

(4) Addressing spiritual needs improves emotional state and increases motivation 

towards recovery 

(5) Supporting oneõs religious beliefs and practices may influence mental health, 

social health, behavioral health, and physical health outcomes

(6) Medical decisions made at critical times are often based on religious beliefs

(7) Almost all major health professional organizations (JCAHO, American 

Psychological Association, American Psychiatric Association, Royal College of  

Psychiatrists, World Psychiatric Association) have practice guidelines that 

recommend a spiritual history, respect for patients' religious beliefs, and 

provision of  healthcare in light of  those beliefs.

Why integrate spirituality into clinical practice?



Spiritual Needs are Widespread and 
Affect Patient Satisfaction and Health

Although most research on spiritual needs has 

been done in terminally ill patients, spiritual 

needs are widespread among persons with any 

acute serious medical problem and almost all 

those grappling with chronic health problems



Many Patients Have Spiritual Needs Related to Illness

In a multi-site study by Harvard investigators, 230 patients with advanced 

cancerwere surveyed.  Most (88%) considered religious to be at least 

somewhat important.  However, 47% reported that their spiritual needs 

were minimally or not at all supported by their religious community and 

72% said their spiritual needs were minimally or not at all supported by 

the medical system (doctors, nurses or chaplains).  Furthermore, spiritual 

support provided by their medical team or religious communities was 

associated with significantly higher quality of  life (p=0.0003)(Balboniet 

al, 2007).

Balboniet al. (2007).  Religiousness and spiritual support among advanced cancer patients 

and associations with end-of-life treatment preferences and quality of life. Journal of Clinical 

Oncology25:555-560 



Not Addressing Spiritual Needs is Expensive

Multi-site, prospective study of  345 patients with advanced cancer who were followed 

to their death.  They found that intensive, expensive, futile life-prolonging care 

(mechanical ventilation or resuscitation in last week of  life) was more common 

among those with high levels of  religious coping (Phelps et al, 2009).

Phelps et al. (2009). Religious coping and use of intensive life-prolonging care near death in 

patients with advanced cancer JAMA 301 (11), 1140-1147

When these investigators examined who among those using religion to cope were using 

more expensive health services, they found that this was primarily among those whose 

spiritual needs were not being addressed by the medical team.  Among high religious 

coperswhose spiritual needs were to a large extent or completely supported (vs. 

not supported), the likelihood of  receiving hospice increased5-fold (p<0.005) 

and of  receiving aggressive care towards the end of  life decreasedby 72% (range 

21% to 96%) (p=0.02)

Balboniet al (2010).  Provision of  spiritual care to patients with advanced cancer: associations 

with medical care and quality of  life near death.  Journal of  Clinical Oncology28:445-452



Very Expensive

Patients reporting that their religious/spiritual needs were inadequately supported by 

clinic staff were less likely to receive a week or more of hospice (54% vs72.8%; P = 

.01) and more likely to die in an intensive care unit (ICU) (5.1% vs1.0%, P = .03). 

Among minorities and high religious coping patients, those reporting poorly 

supported religious/spiritual needs received more ICU care (11.3% vs1.2%, P = .03 

and 13.1% vs1.6%, P = .02, respectively), received less hospice (43.% vs75.3% Ó1 

week of hospice, P = .01 and 45.3% vs73.1%, P = .007, respectively), and had 

increased ICU deaths (11.2% vs1.2%, P = .03 and 7.7% vs0.6%, P = .009, 

respectively).   

EOL costs were higher when patients reported that their spiritual needs were 

inadequately supported ($4947 vs$2833), particularly among minorities ($6533 

vs$2276) and high religious copers($6344 vs$2431).

Balboniet al. (2011).  Support of cancer patients' spiritual needs and associations with 

medical care costs at the end of life.  Cancer 117(23): 5383-5391 



(1)Conduct a brief òspiritual assessmentó

(2) Identify spiritual needs related to medical illness or health care

(3) Ensure that someone meets those needs

(4) Be willing to discuss the subject in a supportive manner

(5) Be aware of  the health benefits of  doing so

What are we asking health professionals 

to do?



(1)What is a òspiritual history,ó who should do it, and what 

should be done with this information?

(2) What types of  patients need a spiritual history?

(3) What else might health professionals do to address the

patientõs spiritual needs?

(4) What are the barriers to taking a spiritual history and how 

can they be overcome ?

(5) Boundaries the health professionals should not cross

(6) When should training be done?

The Spiritual History



(1)Become aware of the patientõs religious background

(2) Determine if  patient has religious or spiritual support

(3) Identify beliefs influencing decisions about healthcare and 

compliance with treatment

(4) Identify unmet spiritual needs related to the patientõs medical 

or mental health condition for which they are seeking help

(5) Create atmosphere where patient feels comfortable talking 

with their health professional about spiritual needs related to 

their health condition

Purpose of  the Spiritual History
(taken by the physician or leader of  the healthcare team)







Adventist Health Study

What is your religious affiliation, if  any? 

______________________________ (specify beforehand in waiting room)

Physician asks:

1.  Do you have a faith-based support system to help you in times of  

need?

2.  Do you have any religious beliefs that might influence your medical 

decisions?

3.  Do you have any other spiritual concerns that you would like 

someone to address?



Adventist Health Study

Less than 50% of outpatient physicians said a SH was necessary

More than 50% (55%) never or only rarely took a SH. 

Only 17% often take a SH (compared to 10% nationally)

These are physicians in the Adventist Health System!



Who Needs a Spiritual 

History

(1) Patients with serious, life-

threatening conditions

(2) Patients with chronic, disabling 

medical illness

(3) Patients with depression or 

significant anxiety

(4) Patients newly admitted to the 

hospital or a nursing home

(5) Patients seen for a well-patient 

exam



Who does NOT need a 

Spiritual History

(1) Patients seen for an acute problem 

without long-term complications

(2) Patients seen for follow-up of  a 

time-limited problem without 

significant disability or challenges 

to coping

(3) Children, teenagers or young 

adults without chronic illness, life-

threatening or disabling medical 

conditions

(4) Patients who are not religious or 

spiritual, and have indicated this 

area is not relevant to them





(1) Lack of  Time 

(2) Discomfort 

(3) Fear of  making patient uncomfortable 

(4) Spirituality not important to physician personally

(5) Topic too personal

(6) Belief  that spiritual assessment done better by others 

(7) Belief that patients donõt want physician to address spirituality 

(8) Concern about power inequality 

(9) Religious beliefs of  the physician differ from those of  patient 

(10) Spiritual assessment not part of physicianõs role

Barriers










