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Background: Knowledge of physician attitudes and pref-
erences regarding religion and spirituality in the medi-
cal encounter is limited by the nonspecific questions asked
in previous studies and by the omission of specialties other
than family practice. This study was designed to deter-
mine the willingness of internists and family physicians
to be involved with varying degrees of spiritual behav-
iors in varied clinical settings.

Methods: The study was a multicenter, cross-sectional,
nonrandomized design recruiting physicians from 6 teach-
ing hospitals with sites in North Carolina, Vermont, and
Florida. A self-administered survey was used to explore
physicians’ willingness to address religion and spiritual-
ity in the medical encounter. Data were gathered on the
physicians’ religiosity and spirituality and sociodemo-
graphic characteristics.

Results: Four hundred seventy-six physicians re-

sponded, for a response rate of 62.0%. While 84.5% of
physicians thought they should be aware of patients’
spirituality, most would not ask about spiritual issues
unless a patient were dying. Fewer than one third
of physicians would pray with patients even if they
were dying. This number increased to 77.1% if a patient
requested physician prayer. Family practitioners were
more likely to take a spiritual history than general
internists.

Conclusions: Most primary care physicians surveyed
would not initiate any involvement with patients’ spiri-
tuality in the medical encounter except for the clinical
setting of dying. If a patient requests involvement, how-
ever, most physicians express a willingness to comply,
even if the request involves prayer.
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T HE UNITED STATES is a reli-
gious and spiritually ori-
ented country.1 Within this
setting, the development of
an increasingly holistic ap-

proach to health and medical care is chal-
lenging the separation of religion and mod-
ern medicine. In the medical literature,
there is considerable interest and debate
on how patients’ religion and spirituality
should be addressed.2-7 From the patient
perspective, the evidence to date sug-
gests that many adults want physicians to
be involved at some level in their spiritu-
ality, ranging from just being aware of their
beliefs to actually praying with them.8-14

In response to these data and the grow-
ing but controversial body of studies15,16

on religion’s association with improved
health outcomes, some have advocated the
incorporation of a spiritual needs assess-
ment into routine patient care.4,15,17-19

Most of what we know about physi-
cian attitudes and preferences regarding
religion and spirituality in the medical

encounter comes from surveys of family
practitioners. As with patient surveys,
these studies14,20-22 show that most physi-
cians believe they should be aware of pa-
tients’ religious or spiritual needs and
sometimes address them. Given the lim-
ited scope of the survey questions previ-
ously asked, no data exist on whether at-
titudes are dependent on the clinical
setting. Also, given many patients’ ex-
pressed desire for prayer by their physi-
cian, it is not clear to what extent physi-
cians are willing to fulfill this spiritual
need. Finally, what we know about phy-
sicians’ beliefs is limited to family practi-
tioners, with little data available that de-
scribe other specialties.

As part of the Religion and Spiritu-
ality in the Medical Encounter study, we
sought to explore physicians’ attitudes and
preferences regarding their response to pa-
tients’ religiosity and spirituality in vari-
ous clinical settings. Furthermore, we
sought to include general internists, as they
have been omitted in past reports.
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METHODS

PHYSICIAN RECRUITMENT

The Religion and Spirituality in the Medical Encounter study
is a multicenter, cross-sectional observational study using a
structured survey of physician attitudes and preferences re-
garding religion and spirituality in the medical encounter. A
companion patient survey was conducted and is reported
elsewhere.23 The institutional review boards of each partici-
pating institution approved the study design. Physician par-
ticipants were recruited from 6 sites, including Carolinas
Medical Center, Wake Medical Center, Moses Cone Hospital,
Brody School of Medicine at East Carolina University, Univer-
sity of Vermont College of Medicine, and University of
Florida College of Medicine, Gainesville. Physicians surveyed
included year 2000 internal medicine and family practice fac-
ulty and residents at participating programs, as well as those
who completed their internal medicine residency during the
preceding 5 years.

Surveys were mailed or hand-delivered to the eligible phy-
sicians. If the surveys were not returned in 3 weeks, a second
mailing was sent. The participants were given another 3 weeks
in which to respond before an attempt was made to contact them
by telephone to remind them of the survey.

SURVEY INSTRUMENT

The physician survey instrument was developed by the Reli-
gion and Spirituality in the Medical Encounter study group and
consists of 90 items, including demographics, a spiritual as-
sessment, past history of and desire for education on spiritu-
ality in medicine, and preferences regarding degrees of involve-
ment in patients’ religious and spiritual life.

Demographics included age, sex, race, marital status, re-
ligious affiliation, primary specialty, and current level of train-
ing or practice setting. We measured religiosity and spiritual-
ity by incorporating the Spiritual Well-Being scale (SWB) and
by quantifying worship attendance. The SWB has been previ-
ously validated and used in different research contexts and popu-
lations.24 It is 20 items long, uses a Likert scale, and assesses a
person’s spiritual well-being as he or she perceives it in a reli-
gious sense and an existential sense. Each item is scored from
1 to 6, with total scores ranging from 20 to 120. Higher scores
represent greater spiritual well-being.

We developed a series of questions regarding physician
attitudes and preferences toward involvement in their pa-
tients’ religious and spiritual life based on a literature review
and several focus-group discussions. The responses are based
on a 5-point Likert scale and address physicians’ perceived need
to be aware of or play a role in their patients’ religious and spiri-
tual life. More specific attitudes were assessed by varying the
clinical setting (a routine office visit, a hospitalized patient, and
a patient near death) and the level of physician involvement
(asking the patient about his or her religious and spiritual be-
liefs, saying a silent prayer for the patient, and praying with
the patient). The same graded questions were repeated with the
preface “If the patient requests.”

STATISTICAL ANALYSIS

We used statistical analysis to describe demographic character-
istics, SWB scores, worship attendance, prior education and train-
ing, and physician attitudes. Bivariate analyses, using �2 or t tests
where appropriate, were performed to identify any associations
between physician characteristics and physician preferences for
involvement in patients’ religious and spiritual life. Logistic re-
gression analysis was performed. The outcome variables of in-
terest were physician preferences concerning religious and spiri-
tual behavior in specific medical settings. Likert scales were
dichotomized so that strong agreement and agreement equaled
“agree” and the remaining answers (“neutral,” “disagree,” and
“strongly disagree”) were represented by “other.” Each analysis
was performed controlling for SWB score, specialty, age, sex, mari-
tal status, and spiritual training during residency. The SWB score
was analyzed as a trichotomous variable for which the lowest score
grouping was set up as a dummy variable. Years in practice and
resident status correlated highly (R�0.6) with age and were not
included in the regression model. All statistical analyses were per-
formed with Stata 6.0 (Stata Corp, College Station, Tex).

RESULTS

Of 768 physicians surveyed, 476 responded, for a re-
sponse rate of 62.0%. Demographic characteristics are
shown in Table 1. About three quarters of physicians
surveyed were white, and slightly more than one third
were female. Fifty-eight percent were general internists.
Almost half of the physicians were Protestant, and a simi-
lar percentage were residents or fellows.

Physician preferences for participating in spiritual be-
haviors according to clinical setting are shown in Table2.
While 84.5% of physicians agreed that they should be aware

Table 1. Characteristics of 476 Physicians Who Responded
to a Survey Assessing Spirituality in the Medical Encounter*

Characteristic No. (%)

Sex
Female 186 (39.2)
Male 288 (60.8)

Specialty
General internal medicine 276 (58.4)
Internal medicine subspecialty 59 (12.5)
Family practice 108 (22.8)
Other 30 (6.3)

Type of practice
Resident or fellow 264 (55.7)
Academic practice 115 (24.3)
Private practice 95 (20.0)

Marital status
Married 327 (69.1)
Other 146 (30.9)

Race
White 379 (80.8)
African American 19 (4.1)
Other 71 (15.1)

Religious identification
Protestant 210 (44.8)
Catholic 91 (19.4)
Other 168 (35.8)

Spiritual Well-Being score†
�80 (low) 106 (22.7)
80 to 109 (moderate) 258 (55.2)
�110 (high) 103 (22.1)

Organized worship attendance
None 80 (17.0)
Any 390 (83.0)

*Sample number varies because not all respondents answered every
question. The mean age of respondents was 35 years (range, 25-70 years).

†“Low,” “moderate,” and “high” Spiritual Well-Being score categorizations
were derived from reported mean scores of various religious groups
(predominantly Christian).22

(REPRINTED) ARCH INTERN MED/ VOL 163, DEC 8/22, 2003 WWW.ARCHINTERNMED.COM
2752

©2003 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ on 05/22/2023



of a patient’s religious and spiritual beliefs, fewer than one
third agreed that they should ask about them during a rou-
tine office visit. This percentage increased with more acute
clinical settings. During a routine office visit, only 14.2%
agreed that they should say a silent prayer for a patient
and 5.9% agreed that they should pray with a patient. Again,
as the clinical setting worsened, more physicians were will-
ing to participate in prayer behaviors, although still fewer
than one third were willing to pray with a patient even if
the patient were dying.

Respondents were much more likely to agree to par-
ticipate in prayer if the patient specifically requested such
behavior. For example, in the setting of a routine office
visit, 55.6% of physicians were agreeable to praying with
a patient at the patient’s request, compared with only 5.9%
willing to do so without the request. Similar results were
seen for the behavior of silent prayer and for patients who
were hospitalized or near death. Despite being pre-
sented with the circumstance of a patient requesting prayer
in the situation of near death, 22.9% of physicians still
disagreed with prayer participation.

In bivariate analysis, family practitioners consis-
tently wanted to be aware of patients’ beliefs more than
internists in all settings and were more likely to agree to
silent prayer for hospitalized and dying patients (Figure).
High scores on the SWB and higher attendance of orga-
nized worship services were consistently associated with
physicians being more agreeable to asking patients about
their beliefs, as well as the desire to pray for or with pa-
tients in every setting. The characteristics associated with
physician agreement to patient requests were a higher
score on the SWB (P�.001 in every setting) and greater
organized worship attendance (P�.001). Family practi-
tioners were more likely to agree to patient requests for
silent prayer (P�.03) and active prayer (P�.001) dur-
ing an office visit, silent prayer (P�.008) and active prayer
(P�.001) in the hospital, and silent prayer (P�.009) and
active prayer (P�.003) in the near-death setting. Fam-
ily practice physicians were also more likely to have had
training in addressing spiritual issues with patients dur-
ing residency (31.4% compared with 15.4% of inter-
nists, P�.001). There were no associations between years
in practice, sex, race, and marital status with physicians’

agreement to inquire about patients’ beliefs or partici-
pate in prayer.

Logistic regression analysis results are summa-
rized in Table 3. Internists were less likely to agree with
asking about patients’ religious and spiritual beliefs in
all clinical settings. High SWB scores were associated with
agreement to ask about patients’ beliefs and were the only
consistently significant association with physician pref-
erence to pray with patients. Higher SWB score was also
the most significant association with physician agree-
ment to patient requests for prayer behaviors. Unmar-
ried physicians and family practitioners tended to agree
to patient requests for participating in prayer in every
setting, while only marital status held the same associa-
tion for silent prayer in the hospital setting. No indepen-
dent association was noted for the number of years in prac-
tice, resident status, age, or sex with any of these outcomes.
When SWB score was used as a continuous rather than
a trichotomous variable, similar results were obtained.

COMMENT

Primary care physician attitudes toward involvement in
patients’ religious and spiritual life are heavily depen-
dent on the clinical setting and the specific behavior in-
volved. As previously reported,20-22 our survey confirms
that, when asked if they should be aware of patients’ re-
ligious and spiritual beliefs, most physicians agree. When
asked about specific behavior in varied clinical settings,
however, most thought they should inquire about such
beliefs only in the setting of a dying patient. This reluc-
tance to initiate involvement in patients’ religious and
spiritual life has been suggested in prior studies. Survey
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Bivariate analysis of agreement by medical specialty: A, A physician should
ask about a patient’s religious and spiritual beliefs. B, A physician should say
a silent prayer for a patient.

Table 2. Physician Attitudes Toward Involvement
in Spiritual Behaviors According to Clinical Setting*

Spiritual Behavior
Office

Setting
Hospitalized

Patient
Dying

Patient

MD should ask about religious
or spiritual beliefs

30.8 39.2 74.2

MD should say a silent prayer
for the patient

14.2 32.7 54.1

MD should pray with the
patient

5.9 13.7 26.7

If the patient requests, MD
should say a silent prayer
for the patient

58.4 69.4 80.6

If the patient requests, MD
should pray with the patient

55.6 63.2 77.1

*Data are given as percentages of physicians (MD) answering “strongly
agree” or “agree.”
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Table 3. Physician Characteristics Associated With a “Strongly Agree” or “Agree” Response to Survey Questions*

Survey Question Positive Association
Odds Ratio

(95% Confidence Interval)

I should be aware of my patients’ spiritual or religious beliefs Low SWB score 1.00
Moderate SWB score 1.82 (0.96-3.45)
High SWB score 1.69 (0.77-3.73)
Specialty 0.45 (0.21-0.97)

I should ask my patients about their religious or spiritual beliefs during routine office visits Low SWB score 1.00
Moderate SWB score 1.34 (0.75-2.37)
High SWB score 2.83 (1.47-5.44)
Specialty 0.53 (0.32-0.85)

If my patient is hospitalized, but not near death, I should ask about their religious or spiritual beliefs Low SWB score 1.00
Moderate SWB score 1.31 (0.78-2.20)
High SWB score 2.90 (1.57-5.38)
Specialty 0.60 (0.38-0.96)
Sex 0.64 (0.42-0.97)

If my patient is near death, I should ask about their religious or spiritual beliefs Low SWB score 1.00
Moderate SWB score 1.50 (0.88-2.54)
High SWB score 2.63 (1.27-5.46)
Specialty 0.44 (0.24-0.83)

During a routine office visit, I should say a silent prayer for my patient Low SWB score 1.00
Moderate SWB score 6.01 (1.39-26.02)
High SWB score 33.12 (7.50-146.29)

If a patient is hospitalized, I should say a silent prayer for them Low SWB score 1.00
Moderate SWB score 6.41 (2.64-15.56)
High SWB score 52.37 (19.50-140.67)
Marital status 0.47 (0.27-0.83)

If a patient is dying, I should say a silent prayer for them Low SWB score 1.00
Moderate SWB score 4.02 (2.34-6.91)
High SWB score 17.83 (8.52-37.29)
Marital status 0.48 (0.29-0.80)

If my patient requests, during a routine office visit, I should say a silent prayer for them Low SWB score 1.00
Moderate SWB score 3.63 (2.17-6.06)
High SWB score 14.19 (6.74-29.86)

If a patient requests, during a hospitalization, I should say a silent prayer for them Low SWB score 1.00
Moderate SWB score 3.51 (2.11-5.85)
High SWB score 25.58 (9.35-69.96)
Marital status 0.53 (0.31-0.90)

If a patient requests, when they are dying, I should say a silent prayer for them Low SWB score 1.00
Moderate SWB score 3.81 (2.19-6.66)
High SWB score 12.22 (4.47-33.45)

I should pray with a patient during a routine office visit Low SWB score 1.00
Moderate SWB score 5.77 (0.73-45.50)
High SWB score 20.30 (2.50-164.85)
Marital status 0.35 (0.13-0.89)

If a patient is hospitalized, I should pray with them Low SWB score 1.00
Moderate SWB score 8.49 (1.98-36.37)
High SWB score 20.82 (4.65-93.11)
Marital status 0.47 (0.24-0.93)

If a patient is dying, I should pray with them Low SWB score 1.00
Moderate SWB score 3.08 (1.49-6.37)
High SWB score 9.52 (4.30-21.07)

If a patient requests, I should pray with them during a routine office visit Low SWB score 1.00
Moderate SWB score 2.56 (1.53-4.28)
High SWB score 11.56 (5.59-23.90)
Marital status 0.50 (0.31-0.83)
Specialty 0.49 (0.29-0.83)

If a patient requests, during a hospitalization, I should pray with them Low SWB score 1.00
Moderate SWB score 8.49 (1.98-36.37)
High SWB score 20.82 (4.65-93.11)
Specialty 0.38 (0.21-0.68)
Marital status 0.50 (0.30-0.85)

If a patient requests, when they are dying I should pray with them Low SWB score 1.00
Moderate SWB score 2.67 (1.56-4.55)
High SWB score 8.55 (3.50-20.87)
Specialty 0.52 (0.27-0.99)
Marital status 0.54 (0.30-0.98)

*Based on the results of logistic regression models including Spiritual Well-Being (SWB) score, medical specialty, age, sex, marital status, and spiritual training
during residency. Specialty refers to internal medicine in relation to family practice. Sex refers to male in relation to female. Marital status refers to married in
relation to other.
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data confirm that, despite agreeing that they should be
aware of patients’ spiritual history, physicians are not act-
ing on these stated beliefs.13,14,21,22,25,26 Reasons for avoid-
ing the topic have been proposed and include lack of time,
lack of training in how to obtain a spiritual history, dif-
ficulty in identifying receptive patients, concerns about
projecting beliefs onto patients, and uncertainty on how
to address spiritual issues raised by patients.22 Given the
response to patient requests for spiritual behavior in our
study, the most significant barriers to physician adapta-
tion of such behavior appear to be the difficulties of iden-
tifying receptive patients and concerns about projecting
beliefs onto patients.

No matter the intervention (spiritual history, si-
lent prayer, or active prayer), physicians are more likely
to agree to participate as the severity of the patient’s ill-
ness increases. Still, the only behaviors receiving major-
ity agreement were asking dying patients about their re-
ligion and spirituality (74.2%) and saying a silent prayer
for dying patients (54.1%). In a small study25 of devout
physicians, physician awareness of patients’ beliefs and
physician prayer for patients were also noted to in-
crease with increased severity of illness. Koenig et al20

found that 65.8% of family practitioners considered it ap-
propriate to address religious and spiritual issues with
bereavement or death even if the patient gives no indi-
cation that religion is important to him or her. In a study14

of Vermont family physicians, religious inquiries were
noted most for terminal illness (69%) and near-death
(68%) counseling. Furthermore, Ellis et al22 noted that
fear of death and dying was the spiritual topic most of-
ten discussed by physicians, especially in the hospital or
nursing home. Perhaps as the severity of a patient’s ill-
ness increases, physicians believe the relative impor-
tance of his or her religious and spiritual beliefs in-
creases and therefore are more comfortable addressing
them directly.

Although each spiritual behavior was supported more
readily as the severity of the clinical setting worsened,
the more intense the spiritual behavior, the less physi-
cians agreed to its appropriateness. For a dying patient,
only slightly more than one third of those willing to take
a spiritual history would initiate prayer with the pa-
tient. This reluctance to engage in more demonstrative
spiritual behaviors may be due to the multiple factors
noted by Ellis et al.22 Perception of patient desires might
also play a role. In a survey of primary care physicians,
Koenig et al20 found that 62.7% thought patients would
not want physicians to pray with them even in severe ill-
ness or emotional distress. Furthermore, physicians may
believe that they are stepping beyond their professional
role with more active spiritual behaviors or, more strongly,
that it is unethical to engage patients without a specific
patient request.4,27

In our study, despite a general reluctance to be in-
volved in patients’ religious and spiritual life, physi-
cians appeared to be willing to fulfill patient requests re-
garding their religious and spiritual needs. With specific
patient request, most physicians agreed to silent prayer
for or prayer with patients in all clinical settings. The gap
between the percentages of physicians willing to per-
form different intensities of prayer behavior for each clini-

cal setting nearly disappeared when patient request was
added to the mix. This finding was previously sug-
gested in a study20 of Illinois family practitioners in which
87.7% agreed that physician involvement is appropriate
when the patient makes a direct request for help. Again,
a likely interpretation of this finding is that, while many
physicians recognize the importance of such beliefs to
patients, they are not involved because they have trouble
identifying receptive ones or do not want to think they
are pushing a faith on them. It may also indicate a level
of discomfort in not addressing a need identified di-
rectly by a patient during the medical encounter. We did
not ask physicians if they would refer a patient with a
prayer request to a chaplain or religious leader if they were
unwilling to comply.

In regression analysis, we found increased agree-
ment of family practitioners compared with internists to-
ward inquiry into religious and spiritual matters—
essentially taking a spiritual history. When more active
spiritual behaviors were entertained, this difference dis-
appeared. Family practice training in spirituality and psy-
chosocial issues might explain this difference. How-
ever, only religious spiritual fervor (not taught in
residency) seems to drive physicians to initiate more in-
tense spiritual behavior on their own. As noted in a prior
study25 of devout physicians, even in this group the in-
cidence of physician prayer with patients is low. Regres-
sion analysis further noted a pattern of association with
unmarried physicians being more willing to be involved
in certain prayer behaviors, although the reason for this
finding is not entirely clear.

Limitations of this study include the possibility that
nonrespondents differed from respondents. Despite nu-
merous attempts to elicit participation, slightly more than
one third of physicians surveyed did not respond. This
is similar to the response rates of other physician sur-
veys of this size.21,28 Also, as we focused on a limited geo-
graphic area, with most physicians surveyed practicing
in North Carolina, the findings may not relate to all US
physicians. However, in our geographic distribution, the
mean±SD SWB score for all respondents was 93.4±16.6,
which is lower than the 100.7±16.5 reported for Mis-
souri family physicians.22 This comparison tempers the
idea that the physicians in this study are unusually reli-
gious compared with other parts of the nation.

In conclusion, most primary care physicians agree
to spontaneous spiritual involvement with their pa-
tients if this involvement is limited to a religious and spiri-
tual history and to the setting of death and dying. A more
vigorous spiritual role is unlikely to be physician initi-
ated but can be instigated by patient requests. Although
studies of patient attitudes have consistently shown a de-
sire for more attention to the religious and spiritual as-
pects of illness and health, it appears unlikely that the
true medical benefit of spiritual interventions, espe-
cially prayer, will ever be clearly defined.27,29 Therefore,
before making a blanket admonition for patients to re-
quest such involvement from their physicians, it would
be prudent to recommend further research to identify
more realistic end points to measure spiritual care (eg,
satisfaction and quality-of-life measures) and the extent
to which physicians, as opposed to clergy, counselors,
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family, or friends, are the appropriate vehicle to achieve
these end points.
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