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Background: Recognizing that many Americans draw
on religious or spiritual beliefs when confronted by se-
rious illness, some medical educators have recom-
mended that physicians routinely ask about spirituality
or religion when conducting a medical history. The most
appropriate wording for such an inquiry remains un-
known.

Objective: To examine patient acceptance of includ-
ing the following question in the medical history of am-
bulatory outpatients: “Do you have spiritual or reli-
gious beliefs that would influence your medical decisions
if you become gravely ill?”

Methods: Self-administered questionnaires were com-
pleted by 177 ambulatory adult patients visiting a pul-
monary faculty office practice at a university teaching hos-
pital in 1997 (83% response rate).

Results: Fifty-one percent of the study patients de-
scribed themselves as religious and 90% believe that prayer

may sometimes influence recovery from an illness. Forty-
five percent reported that religious beliefs would influ-
ence their medical decisions if they become gravely ill.
Ninety-four percent of individuals with such beliefs agreed
or strongly agreed that physicians should ask them
whether they have such beliefs if they become gravely
ill. Forty-five percent of the respondents who denied hav-
ing such beliefs also agreed that physicians should ask
about them. Altogether, two thirds of the respondents
indicated that they would welcome the study question
in a medical history, whereas 16% reported that they
would not. Only 15% of the study group recalled having
been asked whether spiritual or religious beliefs would
influence their medical decisions.

Conclusion: Many but not all patients surveyed in a pul-
monary outpatient practice welcome a carefully worded
inquiry about their spiritual or religious beliefs in the event
that they become gravely ill.
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M OST AMERICANS de-
scribe themselves as
religious.1 Many turn
to religious or spiri-
tual beliefs for deci-

sion-making guidance and support when
threatened by a serious injury or ill-
ness.2-6 Given those observations, several
authors7-10 have suggested that discus-
sion of religious or spiritual beliefs might
enhance physician-patient understand-
ing and communication. Indeed, some
medical educators11,12 have begun teach-
ing medical students to conduct routine
spiritual interviews. However, 3 pub-
lished surveys of family practice patients
all reported that only a minority of re-
spondents wants to share their religious
convictions with physicians.13-15

We question whether previous re-
searchers examined the most appropri-
ate approach to initiating discussions about
personal religious or spiritual beliefs with

patients. This study revisited this issue. We
surveyed acceptance of a different ap-
proach by ambulatory patients in a uni-
versity hospital pulmonary faculty prac-
tice. Our findings suggest that many
patients will respond favorably to a care-
fully worded inquiry about spirituality or
religion within the context of a routine
medical history.

RESULTS

Patient characteristics are summarized in
Table 1. On a 5-point Likert scale, 15%
identified themselves as gravely ill (lev-
els 1 or 2) and 39% as generally healthy
(levels 4 or 5), while 45% chose the re-
sponse equally between those 2 extremes
(level 3). Fifty-one percent of the pa-
tients described themselves as religious or
very religious, and 13% responded at or
near the not religious end of the 5-point
scale. In a separate question, 83% speci-
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fied a religious affiliation. Seventy-seven percent of the
study population reported that they believe in “life after
death,” and 90% believe that prayer may sometimes in-
fluence recovery from an illness. When asked whether
they had spiritual or religious beliefs that would influ-
ence their medical decisions if they became gravely ill,
45% agreed, 33% disagreed, and 22% offered no opinion.

Sixty-six percent of the respondents agreed or
strongly agreed that they would like their physicians to
ask whether they have spiritual or religious beliefs that

would influence their medical decisions if they become
gravely ill; 9% disagreed, 7% strongly disagreed, and 18%
gave no opinion. Overall, 66% of respondents agreed that
a physician’s inquiry about spiritual or religious beliefs
would strengthen their trust in the physician, whereas
10% disagreed and 7% strongly disagreed. Thirteen per-
cent of them thought that a physician should not in-
quire if the physician might not agree with their beliefs.

Self-reported religiosity per se did not predict
whether patients wanted physicians to inquire about their
religious or spiritual beliefs in the event of a grave ill-
ness (Table 2). However, nearly all those who re-
ported religious beliefs that would influence their medi-
cal decisions wanted to be asked about them, whereas
those who did not have such beliefs tended to split on
the issue of a physician’s inquiry (Table 3). The pat-
tern of responses was similar for the question whether

METHODS

We developed an 18-item, self-administered survey
in 3 parts. Four core questions asked whether par-
ticipants have spiritual or religious beliefs that would
influence their medical decisions if they become
gravely ill and whether they would want their phy-
sician to inquire about those beliefs. The key ques-
tion was phrased this way: “If I became gravely ill,
then I would like my doctor to ask whether I have
spiritual or religious beliefs that would influence my
medical decisions.” We did not define gravely ill in
the questionnaire, but instead left interpretation of
that phrase to the individual respondents. Six ques-
tions asked about religiosity, various religious con-
victions, and medical advance planning. The remain-
ing questions collected routine demographic
information including the patients’ impressions of
their current overall state of health.

After piloting for readability and comprehen-
sion, we tested the survey for test-retest reliability.
Thirty patients from the same clinic as the survey
group completed the form twice, 2 to 4 weeks apart.
Correlation coefficients for the 4 core questions ex-
ceeded 0.7 (P,.001). Only 4 of the 30 respondents
changed 1 (or in one case, 2) of 4 answers between
“agree” or “strongly agree” and “disagree” or “strongly
disagree,” suggesting that the core survey questions
were reliable. Ancillary questions were also judged
sufficiently reliable using linear correlation and x2

analyses.
The survey was administered in February and

March 1997 to 214 consecutive adult patients visit-
ing the pulmonary outpatient practice at the Hospi-
tal of the University of Pennsylvania. The study was
approved by the institutional review board at that hos-
pital. Patients were approached in the waiting room
by a member of the hospital’s pastoral care depart-
ment, shown the survey, and asked if they would like
to participate. All surveys were completed anony-
mously by the patients and returned immediately
when completed. The surveyor was prohibited from
clarifying items or elaborating on the survey. One hun-
dred eighty-nine patients agreed to participate, but
12 were interrupted to see their physician before they
finished the questionnaire. Thus, 177 surveys were
suitable for analysis (83% response rate).

Relationships between the results of various
questions were tested for statistical significance us-
ing x2 analysis. Differences were considered signifi-
cant if P<.01.

Table 1. Patient Characteristics

Characteristics Percent

Mean ± SD, age, y 52 ± 16
Sex

Male 37
Female 63

Marital status
Single 31
Married 44
Separated, divorced, or widowed 25

Race
African American 35
White 63
Hispanic 2

Highest education attainment
High school degree 57
College degree 20
Postgraduate degree 8

Religion
Christian 75
Jewish 4
Other 4
No religious affiliation specified 17

Living will?
Yes 31
No 69

Table 2. Relationship Between Religiosity and Patient
Receptivity to Inquiry About Spiritual or Religious Beliefs

Self-reported
Religiosity*

Not
Religious

In
Between Religious

I would like my doctor to ask†
Disagree 7 8 14
No opinion 4 16 11
Agree 11 39 64

*“I consider myself to be: not religious 1 2 3 4 5 very religious.”
†“If I became gravely ill, then I would like my doctor to ask whether I have

spiritual or religious beliefs that would influence my medical decisions.”
Responses to the 2 questions are not significantly related when tested
by x2 analysis ( P = .07).
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spiritual or religious beliefs would strengthen trust in the
inquiring physician (Table 4).

Although most respondents would like their phy-
sicians to inquire about spiritual or religious beliefs un-
der certain circumstances at least, only 15% recalled that
a physician had ever done so previously.

COMMENT

In a survey limited to 1 subspecialty outpatient practice
at 1 university hospital, 45% of respondents reported spiri-
tual or religious beliefs that would influence their medi-
cal decisions if they become gravely ill. Virtually all (94%)
of the respondents in that group agreed with a state-
ment that physicians should ask gravely ill patients
whether they have such beliefs. Nearly half (45%) of the
respondents who denied having spiritual or religious be-
liefs that would influence medical decisions neverthe-
less agreed that physicians should ask about them. Al-
together, two thirds of the study subjects welcomed such
a question.

Our results differ from those reported by 3 other
groups of investigators. The previous studies13-15 re-
ported that only a minority of patients surveyed (21%-
40%) welcomed questions about spiritual or religious val-
ues in the setting of a family practice outpatient visit. It
is possible that more of our pulmonary subspecialty prac-
tice patients were chronically or severely ill and thus more
inclined to talk with their physicians about personal val-
ues. However (with modest sample sizes), we found no
tendency for our study patients who described them-
selves as gravely ill to answer differently than the oth-
ers. We speculate instead that the differences in our study
results are largely explained by differences in the ap-
proach we tested to initiating discussions with patients
about religious or spiritual beliefs.

Maugans and Wadland13 and King and Bushwick14

asked patients whether they would like physicians to dis-
cuss religious issues with them. Daaleman and Nease15

inquired whether physicians should ask patients ques-
tions about their religion and personal faith. Those di-
rect, open-ended questions may have concerned some sur-
vey respondents that an affirmative answer would
encourage physicians to extend their practice beyond
medical care into offering spiritual or religious advice.

Sick people in need are often willing to share highly
personal information with physicians—including un-
usual sexual practices and illegal drug use—if they un-
derstand and accept a medical reason for such queries.
Because certain behaviors are widely recognized risk fac-
tors for major diseases, the medical reason for asking about
them is often apparent to the patient or can be quickly
explained if necessary. On the other hand, the medical
rational for a physician’s direct inquiry about spiritual-
ity or religion, eg “What are your religious beliefs?” may
not be so obvious to patients, leaving open the possibil-
ity for misinterpretation of the physician’s motive for ask-
ing the question.

In contrast to previous investigators, we examined
acceptance of an intermediate question that incorpo-
rates a reasonable medical explanation for the inquiry and
implies boundaries for subsequent discussion: “Do you
have spiritual or religious beliefs that would influence
your medical decisions if you become gravely ill?” In ad-
dition to offering a clinical rationale for a new topic of
inquiry, this question provides the patient with a quick,
unrevealing avenue of exit if so desired. At the same time,
this inquiry commits the physician only to a posture of
openness regarding the patient’s medically relevant re-
ligious or spiritual beliefs.

Our survey did not pursue the thinking of the 13
respondents (7%) who strongly disagreed with the state-
ment: “If I become gravely ill, I would like my doctor to
ask whether I have spiritual or religious beliefs that would
influence my medical decisions.” Did those individuals
misunderstand this survey question, or might some people
be offended by even an intermediate query about spiri-
tuality or religion that can simply be answered no? Clearly,
more information is needed on the potential “down side”
of asking questions about spirituality and religion in clini-
cal practice. Also, more information is needed on the prac-
tical utility of such questions. Two thirds of our respon-
dents reported that the question we studied would increase
their trust in a physician. How often might that ques-
tion or others like it also lead to better medical decision
making?

The rationale we incorporated into our question
about spirituality or religion (informed decision mak-

Table 4. Relationship Between Relevant Spiritual
or Religious Beliefs and Effect of Physician
Inquiry on Patient Trust

I Have. . . Beliefs*

Disagree No Opinion Agree

It would strengthen my trust
in a doctor†

Disagree 25 3 3
No opinion 7 17 7
Agree 26 20 69

*“I have spiritual/religious beliefs that would influence my medical
decisions if I became gravely ill.”

†“If I become gravely ill, then it would strengthen my trust in a doctor if he
or she asked about any spiritual or religious beliefs that would influence my
medical decision.” Responses to the 2 questions are significantly related by
x2 analysis ( P,.001).

Table 3. Relationship Between Relevant Religious
or Spiritual Beliefs and Patient Receptivity
to Inquiry About Those Beliefs

I Have . . . Beliefs*

Disagree No Opinion Agree

I would like my doctor to ask†
Disagree 28 0 1
No opinion 4 24 4
Agree 26 16 74

*“I have spiritual/religious beliefs that would influence my medical
decisions if I became gravely ill.”

†“If I become gravely ill, then I would like my doctor to ask whether I have
spiritual/religious beliefs that would influence my medical decisions.”
Responses to the 2 questions are significantly related by x2 analysis (P,.001).
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ing in the event of a grave illness) is probably more rel-
evant to certain patients than to others. Indeed, some
younger or generally healthy individuals may be more
concerned about a physician’s unexpected inquiry re-
garding a grave illness than the invitation to talk about
spiritual or religious beliefs (“does she know something
I don’t know about my medical condition?”). There are
other medically relevant reasons to ask about spiritual-
ity or religion. Under certain circumstances it may be more
appropriate to offer an alternate explanation for the
inquiry.

Because our study population was limited in scope,
the results of this survey cannot be broadly generalized.
Some religious views were not proportionately repre-
sented among our respondents. Also, some of the pa-
tients we surveyed might respond differently if asked again
when they become gravely ill. Despite those limitations,
the results of this study point to possible widespread pa-
tient acceptance of incorporating a carefully worded ex-
ploratory question about spiritual or religious beliefs
within a routine medical history.
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