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Spirituality can be defined as a belief system focusing on intangible elements that impart
vitality and meaning to life's events. Often spirituality is expressed through formalized
religions. Recently, the interplay of spirituality, religion, and health care has been ex-

plored in the medical literature. Spiritual belief systems impact on the incidences, ex-

periences, and outcomes of several common medical problems. Unfortunately, there is little re-

cent literature addressing the process of conducting a medically oriented spiritual history. One
approach to assisting the physician in spiritual history taking, a mnemonic, SPIRIT, is presented
as a guide to identifying important components of the spiritual history. This article addresses the
issues of when and whom to interview, as well as specific professional and ethical issues related
to this topic. Two case examples from my practice are presented to illustrate the utility of the
SPIRITual history. (Arch Fam Med. 1996;5:11-16)

Spirituality can be defined as a belief sys¬
tem focusing on intangible elements that
impart vitality and meaning to life's events.
In developed societies, spirituality is typi¬
cally expressed through formalized reli¬
gions. Recent literature has begun to ad¬
dress the importance of religious and
spiritual factors in health care.1"4 Belief sys¬
tems can influence patients' perceptions
of health and illness and direct the utili¬
zation of traditional and alternative medi¬
cine.5"11 Religious beliefs and practices have
been found to affect patients' experiences
with cancer,6 communicable diseases of
childhood,1012 pregnancy and family plan¬
ning,13·14 affective disorders and mental
health,1519 alcoholism,20 coronary artery
disease,21 and the acquired immunodefi¬
ciency syndrome.22 Conversely, religious
affiliation has been correlated with a re¬

duction in the incidence of certain dis¬
eases, such as cancer,23,24 coronary artery
disease,25 and dementia.26 Decisions about
terminal care and advance directives of¬
ten reflect religious considerations2728 and
stimulate exploration of issues of mean¬

ing, purpose, design, hope, and faith.29"32
Unfortunately, ethical dilemmas and the

breakdown of communication between pa¬
tients and health care workers can result
from poorly understood or conflictual be¬
lief systems.33"38

Several barriers have prevented wide¬
spread patient inquiry about spirituality
in contemporary medicine. Western phy¬
sicians practice in a Cartesian model
whereby rigid mind-body separation pre¬
dominates and scientifically derived physi¬
cal evidence is paramount. Although
readily acknowledged, holistic health care

remains more of an ideal than a reality. A
smaller proportion of physicians than the
general patient population maintain per¬
sonal spiritual orientations39; therefore, the
overall importance of this realm to pa¬
tients may be underestimated. Since spiri¬
tuality is infrequently taught in medical
training, even interested practitioners feel'
ill-prepared to handle this topic. Prag¬
matic issues seem overwhelming. The goal
of this article is to assist the reader with
addressing spirituality as a relevant medi¬
cal topic.

THE SPIRITual HISTORY

An important first step is to equip physi¬
cians with the means for conducting aFrom the Department of Family Medicine, University of Virginia, Charlottesville.
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spiritual history, since thorough in¬
formation gathering and process¬
ing is critical to all of medicine. Sev¬
eral spirituality scales and measures

of religiosity are available40 42; how¬
ever, they are highly structured and
may not be optimal for generating
personalized dialogues with pa¬
tients about their spirituality and
health care. The nursing and psy¬
chology literature are replete with
many excellent clinical approaches;
however, the physician has a fun¬
damentally different relationship and
agenda with patients than these pro¬
fessionals. Furthermore, the aver¬

age physician has little exposure to

writings in these disciplines.
Based on a broad survey of the

spirituality literature as well as per¬
sonal experiences and discussions

with many professional colleagues
and patients, the following concepts
were developed. As with any inter¬
viewing tool, this is a starting point.
Each physician is encouraged to de¬
velop his or her own comfortable ap¬
proach to patients. The topic is deli¬
cate but should not be considered
taboo. Inquiry has been found to pro¬
duce generally positive, relationship-
building results.

Inquiry about spirituality is
best accomplished after the physi¬
cian has developed a safe and com¬

fortable relationship with the pa¬
tient. This conversation can occur

independently or be incorporated
into the social or lifestyle history.
As with any topic, it is best to begin
with a general statement that af¬
firms the belief that this topic is

important and relevant to medical
care. For example,
Many people have strong spiritual or re¬

ligious beliefs that shape their lives, includ¬
ing their health and experiences with ill¬
ness. Ifyou are comfortable talking about
this topic, would you please share any of
your beliefs and practices that you might
want me to know as your physician.

With such prompting, pa¬
tients often will share important, de¬
tailed information. Some will ex¬

press no formalized religious
orientation; by virtue of their hu-
manness, however, atheists, secu¬

lar humanists, and agnostics main¬
tain personalized belief systems that
can be explored by their physicians
equally well. In my experience, pa¬
tients have never been offended by
such gentle questioning, even if they
do not consider this topic relevant
to their care.

To facilitate more directed dis¬
cussion, the mnemonic SPIRIT has
been developed as an interviewing
tool to aid physicians in spiritual his¬
tory taking.

S—Spiritual Belief System
 —Personal Spirituality
I—Integration and Involvement In a Spiritual

Community
R—Ritualized Practices and Restrictions
I—Implications for Medical Care
 —Terminal Events Planning (Advance

Directives)

Each letter represents an important
component of the impact that spiri¬
tuality may have on patients' experi¬
ences with Wellness and illness. Illus¬
trative questions are outlined in the
Table. The following two cases from
my practice illustrate the utility of this
approach in spiritual inquiry.
Mrs J is a 52-year-old former intensive
care nurse with hypertension, obesity,
and hypercholesterolemia presenting for
her yearly physical examination.

Mr O is a 42-year-old businessman, new
to the area, who is in need of a primary
care physician. He has been undergo¬
ing treatment for depression and is re¬

covering from alcoholism.

S—SPIRITUAL BELIEF SYSTEM

As a general orientation, the physi¬
cian should identify the formalized
spiritual belief system to which the
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patient subscribes. In developed cul¬
tures, people commonly associate
with a formal religion. Further¬
more, most will identify one of the
so-called great religions: Bud¬
dhism, Christianity, Hinduism, Is¬
lam, or Judaism.

Each religion espouses a core set
of tenets,beliefs, and practices. Itis be¬
yond the scope of this article to de¬
scribe these and their many associated
faith traditions. For a detailed under¬
standing of tradition-specific tenets
and practices, an outstanding series
on health, medicine, and faith tradi¬
tions is given in a "Suggested Readings"
section at the end of this article.

Mrs J had ascribed to Christianity as a
child and younger adult. Recently she
has changed faith traditions and is a prac¬
ticing Hindu.

Mr O grew up as a Roman Catholic;
however, he no longer is a regular at¬
tender of any religious institution.

P—PERSONAL SPIRITUALITY

People develop their own individu¬
alized spirituality over the course of
a lifetime. The relative importance of
specific tenets and practices will vary
widely, both among individuals and
over time for each believer. Life
events often shape belief systems in
dramatic ways. Trauma, crises, and
even ordinary transitions challenge
one to reflect on values, beliefs, and
the search for meaning. The physi¬
cian should approach each patient in¬
dividually and avoid making assump¬
tions or generalizations. Furthermore,
the dialogue should be carried out

longitudinally to identify changes in
belief systems as they occur.

Mrs J rejects the caste system concept
of Hinduism but believes in karma. She
describes her illnesses as consequences
of actions in her past and present lives.
She is seeking to moderate her lifestyle
and produce a "right body" through
"right thinking."

Mr O maintains many of the beliefs, te¬

nets, and practices of Catholicism. He
struggles with feelings of guilt over his
depression and alcoholism and his wor¬
thiness in the sight of God. He knows
that God is his ultimate source of
strength and health, however.

I—INTEGRATION AND
INVOLVEMENT WITH OTHERS
IN A SPIRITUAL COMMUNITY

Belonging to a formal religious or

spiritual group is an important asso¬

ciation for many people. Identifica¬
tion with common believers, shar¬
ing in religion-based lifestyle
practices, and the support offered by
such an association is important to
many patients. Such a group may be
vitally important to a patient deal¬
ing with serious health issues. Fur¬
thermore, churches can be power¬
ful environments for health
promotion and centers for health care

delivery.13·15·29·43"47 Patients may have
established close relationships with
clergy who can act as counselors for
many life issues and problems. Thus,
the physician should attempt to dis¬
cover if a valuable support system or

health care environment exists within
the patient's spiritual community.
Mrs J prefers to be addressed as Swami
D, her name at the spiritual commu¬

nity where she now resides. She finds her
"spiritual family" to be the major sup¬
portive force in her life. She is the head
cook for the community, as well as a

spiritual leader.

Mr O does not attend a single church
regularly. He finds tremendous spiri¬
tual support in the Alcoholics Anony¬
mous group that he attends frequently.
Many of his friends and confidants come
from this group.

R—RITUALIZED PRACTICES
AND RESTRICTIONS

Many religions prescribe certain life¬
style activities and behaviors while
prohibiting others. Prayer and medi¬
tation are commonly employed by
patients and have measurable influ¬
ences on health and well-be¬
ing. 16.20.25.29,46,47 Dietary proscrip¬
tions are common, including non-

Kosher foods for orthodox Jews;
animal flesh for Adventists, Bud¬
dhists, and Hindus; and alcohol and
caffeine for many faiths. Well-
known, medically relevant prohibi¬
tions include the receiving of blood
products byJehovah's Witnesses and
all allopathic medical care by Chris¬
tian Scientists. Since the religion-
specific lists of rituals and restric¬
tions are extensive, the reader is
directed to the "Suggested Read-

ings" section for detailed discus¬
sions. The physician can discover
which apply and attempt to under¬
stand their value and meaning for the
individual patient by asking appro¬
priate questions such as those in the
Table.

Swami D is a strict vegetarian. She medi¬
tates 2 to 4 hours per day. She also prays
actively to her God for direct interven¬
tion in her life.

Mr O prays daily for guidance and
strength. He reads the Bible often and
finds direction and comfort in this ex¬

perience. He abstains from alcohol and
tobacco, primarily from a spiritual stand¬
point.

I—IMPLICATIONS FOR
MEDICAL CARE

The preceding revelations should be
viewed in relation to the patient's
overall health and health care needs.
Preventive efforts can be rein¬
forced by addressing a patient's spiri¬
tuality and its role in lifestyle choices,
including diet, exercise, and medi¬
tation or prayer. Important sup¬
port systems can be brought into
play. Conversely, the physician may
discover potential conflicts in other
health care efforts, such as refusal of
childhood immunizations by an

Amish parent.48
The physician frequently cares

for patients with serious chronic or

life-threatening illnesses. Suffering, as

defined by Cassell,49 is a compli¬
cated, multifaceted process. It af¬
fects the body, mind, soul, and spirit
and requires a multidimensional ap¬
proach to be successfully addressed.
Encouraging spiritual reflection,
openly discussing the search for
meaning, and supporting therapy in
one's spiritual community are poten¬
tially valuable measures that can be
employed by the holistic physician.

Unfortunately, spiritual beliefs
and practices can serve as barriers to
the patient-physician relationship.
Classic examples include the refusal
of life-sustaining therapies by Jeho¬
vah's Witnesses and Christian Scien¬
tists. More common scenarios in¬
volve divergent views on issues of
contraception, reproductive health,
and religion-based alternative medi¬
cine (eg, faith healing). Many of these
situations can be handled success-
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fully if the physician is forthright and
compassionate in communicating and
seeks to understand patients' belief
systems rather than passing judg¬
ment.

Swami D's lifestyle, diet, and ritualized
habits have documented health ben¬
efits. Her mental health is helped by her
spirituality. Nonetheless, she agrees that
a role exists for traditional medical
therapy for her hypertension. She will
continue to take her antihypertensive
medication and will attempt to add 30
minutes of brisk walking to her daily
routine. She plans to address her com¬

munity about this multidimensional ap¬
proach to common health problems.
Mr O's depression is significant but well
controlled without the use of medica¬
tions. His lifestyle choices are essential
for his continued recovery from depres¬
sion and alcoholism. We discuss many
of his somatic complaints as reflective
of his ongoing struggle with integrity of
mind, body, and spirit. He agrees to see
a counselor who can address all of these
elements. His need for continued Alco¬
holics Anonymous meeting attendance
is stressed.

T—TERMINAL EVENTS
PLANNING

Proactive discussions with patients
about end-of-life issues are impor¬
tant. Religious or spiritual factors
play prominent roles in patients' ex¬

periences with terminal illness, the
dying process, and death.30"32 Once
the physician has explored a pa¬
tient's belief system and has identi¬
fied important values, he or she can
more comfortably approach plan¬
ning efforts about care issues in these
situations. This may clarify the de¬
cision-making process and prevent
overt conflicts among patients, phy¬
sicians, family members, and surro¬

gates. It also engenders trust from the
patient with reassurance that the
physician will attempt to honor the
patient's requests.

Swami D sees the elimination of pain and
suffering as a primary life goal. She be¬
lieves her spirit will be passed to an¬
other life through reincarnation. There¬
fore, she emphasizes comfort measures
at the end of life and refuses heroic life-
supportive measures. She has prepared
written advance directives.

Mr O looks forward to a long and pro¬
ductive life. Despite his depression and

alcoholism, he has never seriously con¬
sidered suicide. He values quality of life,
however, over quantity. He has not con¬

templated end-of-life issues formally. He
is encouraged to begin developing writ¬
ten advance directives as a general mea¬

sure, and to discuss his values and atti¬
tudes with his partner.

WHOM TO INTERVIEW

Spirituality can be effectively dis¬
cussed with patients of most age
groups. Although the case examples
presented above are both older adults,
I have also explored spirituality with
children and young adults. At least
one study has confirmed the impor¬
tance ofaddressing religious and spiri¬
tual concerns of hospitalized adoles¬
cents.50 Younger children often hold
strong basic spiritual beliefs (eg, ac¬

knowledgment of God and an after¬
life, consequentialism, and differen¬
tiation between good and evil). These
may be operative in experiences with
illness, especially if serious or life-
threatening. For example, a col¬
league relates the story of a 5-year-
old girl with leukemia who was finally
able to "let go and die peacefully"
when she was able to discuss the spiri¬
tual meaning of her suffering and her
passage to heaven.

It is often most appropriate to
include a child's parents in spiritu¬
ally oriented discussions. This can

strengthen the triangular relation¬
ship of patient, parent, and pro¬
vider. However, when an older child
holds beliefs that are divergent from
those of the parents, a private con¬

versation may be most valuable.
The depth and focus of a spiri¬

tual conversation will likely differ
based on the developmental age. A
discussion with younger children may
center on emotional factors, such as

fear and uncertainty in facing ill¬
ness. An older child who is capable
of detailed, abstract spiritual think¬
ing may discuss specifics such as re¬

ligiousjustifications or restrictions for
certain health-related practices (eg,
birth control, drug use) or directives
for care in face of a terminal illness.

WHEN TO INTERVIEW

As one might predict, evidence sup¬
ports the direct relationship be¬
tween appropriateness of spiritual
dialogue and perceived severity of ill-

ness.39 Discussing religion in the face
of major illness, terminal disease, or

dying is more relevant than when
caring for patients with minor acute
illnesses. The perioperative period
is another time when inquiry may be
relevant, especially if the operation
has actual or perceived risk or in¬
volves general anesthesia. Clearly
though, discussion of this topic
should not be restricted to these
types of patient encounters.

Health maintenance examina¬
tions present excellent opportunities
to begin spiritual dialogues. Doors can
be opened in a nonthreatening, non¬

urgent fashion and the topic can be
legitimized for ongoing discussion.
Based on survey evidence39 and the
clinical experiences of myself and
many colleagues, patients are recep¬
tive at these visits to such informa¬
tion gathering and dialogue. It may
also facilitate discussion of other rel¬
evant psychosocial issues by convey¬
ing the sense that the physician's in¬
terests extend beyond hard medical
information.

Naturally, busy practitioners
are concerned about the time com¬

mitment that is entailed in taking a

spiritual history. In certain situa¬
tions, such as extended office visits
or hospital admissions for seri¬
ously ill patients, physicians may de¬
cide to gather all relevant spiritual
information in a single encounter.
Numerous observations of history
taking by first-year medical stu¬
dents, residents, and practicing fam¬
ily physicians using the SPIRIT mne¬

monic have revealed that significant
information can be gathered in 10
to 15 minutes (far less time than
these clinicians predicted). In many
situations, the spiritual data can be
collected incrementally over a pe¬
riod of several visits as a matter of
"clinical chattering." Identification
of patient's spiritual system, ritu¬
als, and restrictions can be accom¬

plished quickly; exploration of per¬
sonalized spirituality frequently
requires longer, ongoing dialogue.
Collected information can be re¬

corded in a special section created
in the medical record, or simply out¬
lined in SPIRIT format within the
"Subjective" section of the tradi¬
tional SOAP (subjective, objective,
assessment, and plans) note. Sim¬
ply put, physicians should con-
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sider spiritual history taking early
and often in their evolving relation¬
ships with patients. The time com¬
mitment is similar to that required
for exploration of other important
issues such as psychosocial stress-
ors or alcohol and tobacco abuse.
The rewards of this inquiry can be
equally great.

OTHER CONSIDERATIONS

It is important to address the ex¬
tent of physician involvement in pa¬
tients' spirituality. Ethically, the phy¬
sician must always respect the
patient's rights to autonomy in be¬
liefs and practices, confidentiality,
and privacy.51 Furthermore, the phy¬
sician must always be truthful in pro¬
viding information and not be ad¬
versely influenced by the knowledge
of patients' beliefs.

In a previous study,39 physi¬
cians expressed concern over un¬

duly influencing patients with their
own beliefs. Although no one can be
totally unbiased in human interac¬
tions, the cognizant and reflective
physician should be able to avoid
overt projection ofspiritual beliefs and
attitudes onto patients. At times, re¬

vealing one's own personal spiritual¬
ity may be appropriate if it helps in
building the patient-physician rela¬
tionship or in breaking down barri¬
ers that have developed over conflict-
ual belief systems. Generally this is
done at the request of the patient and
only if the physician feels capable.

My conversations with other
physicians have revealed that partici¬
pation in spiritual activities with pa¬
tients is common and often appro¬
priate. When patients initiate requests
or accept physicians' noncoercive of¬
fers, prayer can be meaningful, espe¬
cially prior to major surgery or at the
time of impending death. Certainly
many physicians will worship with
patients in mutually attended
churches or synagogues. This can

strengthen the sense of community
and belonging that reinforces pro¬
fessional relationships.

Physicians should also identify
the spiritual resources available in their
communities. Most hospitals provide
pastoral care services. These clergy of¬
ten have specialized training in the pro¬
vision ofspiritual care to the sick and
injured. Involvement ofpersonal clergy

and lay leaders can be important, as

they have established trusting relation¬
ships and often provide their services
without fees to the patient. The phy¬
sician may identify other health care

professionals, such as psychologists,
counselors, and social workers, who
may have certain religion-specific prac¬
tices. Although these resources can be
extraordinarily helpful, they shouldnot
be used as substitutes for the dialogue
that should occur between the primary
physician and patient. In fact, patients
may perceive that physicians are cir¬
cumventing spiritual issues if referrals
are made without appropriate physi¬
cian interest and follow-up.

Several challenges face academi¬
cians and clinicians who care about
this topic. Medical students are in
need ofsystematic and ongoing edu¬
cation about spiritual inquiry and its
importance in patient care. Curricu¬
lum committees should be challenged
with a mandate to include humani¬
ties throughout the entire under¬
graduate experience. Residencies
should serve to reinforce this train¬
ing and support the time and effort
it requires. More practitioner groups,
such as Balint, should develop at the
local level, where spirituality can be
discussed as a professional issue. Con¬
ferences, seminars and workshops in
the humanities and medicine need to
flourish. And as health care reform
continues to acknowledge the impor¬
tance of cognitive (vs procedural)
medicine, adequate financial compen¬
sation will hopefully follow for those
who take time to address the breadth
ofpatient issues that impact on over¬

all health and well-being. Meanwhile,
physicians should continue with their
own personal exploration and partici¬
pate in dialogues with other health
care professionals, pastoral care staff,
and clergy about the interplay ofspiri¬
tuality and medicine.

In summary, physicians can

comfortably and competently talk
with patients about spiritual and re¬

ligious issues that may impact on

health care. Many of the pragmatic
and ethical issues have been pre¬
sented for careful consideration and
some general recommendations for
practitioners are presented below.

• Consider spirituality as a poten¬
tially important component of ev¬

ery patient's well-being

• Consider addressing spirituality
with patients early and often; al¬
though a spiritual history can be
obtained in a single patient en¬

counter, consider a longitudinal
inquiry

• Use a tool, such as the SPIRIT
mnemonic, to aid in history tak¬
ing and charting of relevant in¬
formation

• Respect patients' autonomy and
privacy of spiritual beliefs and
practices; avoid overt projection
of your belief system onto others

• Identify the spiritual resources in
your community and use them ap¬
propriately

• Reflect on your own spirituality
and how it impacts on your con¬

cept of self, your relationships, and
your practice

Contemplation ofspirituality should
better prepare us to explore this po¬
tentially vital area of our patients'
lives.

The following are books in a series
titled Health/Medicine and the Faith
Traditions (New York, NY, Cross¬
road Publishing Co), edited by Mar¬
tin E. Marty and Kenneth Vaux.

Marty ME. Health and Medi¬
cine in the Lutheran Tradition. 1984,
1986.

McCormick RA. Health and
Medicine in the Catholic Tradi¬
tion. 1985.

Feldman DM. Health and Medi¬
cine in the Jewish Tradition. 1986.

Smith DH. Health and Medi¬
cine in the Anglican Tradition. 1986.

Holifield EB. Health and Medi¬
cine in the Methodist Tradition.
1986.

Rahman F. Health and Medi¬
cine in the Islamic Tradition. 1987,
1989.

Peel R. Health and Medicine in
the Christian Science Tradition.
1988.

Desai PN. Health and Medi¬
cine in the Hindu Tradition. 1989.

Harakas SS. Health and Medi¬
cine in the Eastern Orthodox Tra¬
dition. 1990.

HultkrantzA. Health and Medi¬
cine in the Native North American
Tradition. 1992.

Bush LE Jr. Health and Medi¬
cine in the Latter-day Saints Tradi¬
tion. 1993.
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