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Patient desire for spiritual assessment is
unmet in urban and rural primary care
settings
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Abstract

Background: Incorporation of patient religious and spiritual beliefs in medical care has been shown to improve the
efficacy of medical interventions and health outcomes. While previous study has highlighted differences in patient
desire for spiritual assessment based on patient religiosity, little is known about patient desire for spiritual
assessment based on community type, particularly in urban compared to rural communities. We hypothesized that,
given demographic trends which show a higher degree of religiosity in rural areas, patients in rural communities
will be more likely to desire spiritual assessment.

Methods: In this cross-sectional study of 141 adult primary care patients in rural and urban Colorado at non-
religiously affiliated clinics, we surveyed patient demographic information, measures of religiosity, patient desire for
spiritual assessment, and frequency of spiritual assessment in practice. Univariate logistic regression analyses were
used to compare the two populations.

Results: In both Denver County (urban) and Lincoln County (rural) over 90% of patients identified as religious,
spiritual, or a combination of the two. Thirty eight percent (38.3%) of patients in Denver County and 49.1% of
patients in Lincoln desired spiritual assessment. Over 97% of patients in both areas reported rarely or never being
asked about their R/S within the past year. For patients who have had five or more clinic visits in the past year,
more than 91% in both areas stated they have never or rarely been asked about their beliefs.

Conclusions: While the majority of patients in this study identify as religious or spiritual and many patients desire
spiritual assessment, the majority of patients have never or rarely been asked about their spirituality within the past
year. This demonstrates a significant gap between patient preference and provider practice of spiritual assessment
in the primary care setting, which was similar in both rural and urban settings. This highlights the need for
interdisciplinary focus on spiritual assessment and incorporation of patient R/S beliefs in medical care to provide
holistic patient care and improve health outcomes.
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Background
Since the 1990s, the impact of Religion and Spiritual-
ity (R/S) on patient health has received increasing at-
tention. This is seen in the exponential growth in
publications on the topic of religion, spirituality, and
health over the past three decades [1]. Over this time
period, more than one thousand studies have exam-
ined the impact of R/S on patient health and health
outcomes [2, 3]. Though there are mixed data from
these investigations, the majority of studies report sig-
nificant relationships between R/S and improved
health [3]. This includes studies which have shown
improvement in coping with illness, an inverse link
between R/S and depression, and even potential fa-
vorable effect on overall survival [3–5]. Further, re-
cent research suggests that the incorporation of
patient R/S improves the efficacy of medical interven-
tions and the integration of R/S beliefs in care leads
to improved measures of patient hope and quality of
life [6, 7].
The beneficial impact of incorporating patient R/S in

health care has led to more widespread recognition of
the role of spirituality in providing whole person care.
This has been codified in various national initiatives, in-
cluding a requirement by the Joint Commission for spir-
itual assessment, which has been defined as employing
methods to identify a patient’s spiritual suffering and
spiritual needs related to medical care [8, 9]. Addition-
ally, the Medical Student Objectives Project of the Asso-
ciation of American Medical Colleges (AAMC)
advocates for medical students to develop an under-
standing of spirituality and learn how to take a spiritual
history [10]. Taken together, these guidelines and re-
quirements suggest a goal for the health care team to
harness knowledge of patient R/S to improve health
outcomes.
Patients’ desire for spiritual assessment has also re-

ceived significant attention, especially in the context of
serious illness and end-of-life care [11–15]. Spirituality
in the setting of health care has been defined as the “as-
pect of humanity that refers to the way individuals seek
and express meaning and purpose and the way they ex-
perience their connectedness to the moment, to self, to
others, to nature, and to the significant or sacred” [16].
Given this definition, it is apparent why such attention
has been focused on patients’ desire for spiritual assess-
ment in discussions of serious illness and at end-of-life.
In fact, one study found that more than 70% of patients
desired a discussion of spirituality in the context of life-
threatening illnesses, serious medical conditions, and
loss of loved ones [17].
Spiritual assessment, however, is not meant to be used

exclusively in serious illness and end-of-life settings.
Various studies performed in outpatient and inpatient

settings have found that 30–63% of undifferentiated gen-
eral medicine patients are interested in a discussion of
R/S with their provider [17–21]. In order to utilize an
understanding of patient R/S to improve health out-
comes, the health care team must first obtain this im-
portant part of the patient history. Distinct tools have
been created for physician and other health care pro-
vider use in obtaining a spiritual history [22–24]. There
has been some resistance to the implementation of
spiritual assessment taking in clinical practice due to
concerns about ethical issues such as lack of spiritual-
ity training and invasion of privacy [25]. However, the
evidence supporting the benefits on patient health
outcomes and the recognition of the importance of
spiritual assessment by national organizations suggest
the need for effective implementation of this practice
[17, 25, 26].
While the importance of spiritual assessment is gener-

ally recognized, there is a gap in understanding of pa-
tient desire for spiritual assessment and its practice in
rural and urban settings. Previous research has demon-
strated that rural populations have higher levels of religi-
osity compared to urban populations [27]. Additionally,
studies have shown that patients with higher levels of re-
ligiosity are more likely to desire spiritual assessment
[21]. Therefore, we hypothesize that patients in rural set-
tings will be more likely than patients in urban settings
to desire spiritual assessment due to geographic vari-
ation in religiosity. We also hypothesize that patients in
rural settings will be more likely than their urban peers
to have received spiritual assessment, as previous study
has shown that patients with higher levels of religiosity
are more likely to have discussions about their R/S con-
cerns in health care settings [21].
This study sought to explore patients’ desire for spirit-

ual assessment and its current practice in urban and
rural settings.

Methods
We conducted a survey of patients > 18 years old who
receive medical care in non-religiously affiliated primary
care offices in Lincoln County, Colorado (population
5610) [28] and Denver County, Colorado (population
716,492) [29] from July to September 2019 and Decem-
ber 2019 to January 2020, respectively. Patients in the
waiting rooms of primary care offices were asked to par-
ticipate in the survey after their medical visit by a study
author (JRF) who had no prior relationship with the par-
ticipants. Every third patient leaving their visit was asked
to participate during the study period. This sampling
strategy was utilized to avoid potential biases associated
with a convenience sampling strategy. Participants were
provided a consent form outlining risks, benefits, and
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overarching goals of the study. The response rate was
78.6% in Denver County and 70.6% in Lincoln County.
The confidential survey was completed by the patients

independently in written format. This study was part of
a larger survey designed by the authors to understand
patients’ experience with and views of spiritual assess-
ment and religiously-affiliated care. Survey questions
were created in an iterative process based on previous
studies and recommendations of expert colleagues [30,
31]. The preliminary survey draft was beta-tested by 10
non-medical individuals to ensure the questions asked
were readable and not ambiguous.
The survey (included as a supplementary file) asked

demographic information including age, gender, race/
ethnicity, educational attainment, how often the patient
visited the clinic over the past year, a binary question
about patient identification as religious, and a free re-
sponse question to specify religious affiliation if applic-
able. Patients were asked about their level of R/S using
two separate Likert scale measures, one for religiosity
and one spirituality (“Not at all religious/spiritual” = 0 to
“Very religious/spiritual” = 3). Patients were also asked
which statement best describes them: “spiritual and not
religious,” “religious and not spiritual,” “religious and
spiritual,” or “do not believe in either.”
In order to assess patient desire for spiritual assess-

ment, patients were asked “How important is it that the
people caring for you in a hospital/clinic/Doctor’s office
know about your religious/spiritual beliefs?” with Likert
scale measures from “Not important” to “Very import-
ant.” Additionally, patients were asked “In the last year
how often did anyone in a hospital/clinic/Doctor’s office
ask about your religious/spiritual beliefs?” with answer
choices “Never,” “Rarely,” “Usually,” or “Always.” In
order to assess patient desire for religious concordance
with their health care team, patients were asked “Overall
how important is it that the people caring for you have
the same religious/spiritual beliefs as you?” with Likert
scale measures from “Not at all important” to “Very
important.”
RStudio 3.6.2 was used to conduct statistical analysis

[32]. Descriptive statistics are reported for numeric mea-
sures of age, gender, race/ethnicity, educational attain-
ment, religion, and religious affiliation. The descriptive
statistics for each location were compared using Fisher’s
exact test with significance at p ≤ 0.05. Racial/ethnic
demographics and religious affiliation categories were
consolidated when conducting analyses using the Fish-
er’s exact test to limit categories with few or zero re-
sponses. We utilized univariate logistic regression to
compare patient desire for spiritual assessment, reli-
gious/spiritual concordance with the health care team,
and practice of spiritual assessment between the two lo-
cations, which allowed for odds ratios to be determined

(p ≤ 0.05). This was completed using all individuals as
well as for two subsets: (1) only considering patients
who identify as spiritual or very spiritual and (2) only
considering patients who identify as religious or very re-
ligious. Missing data were excluded from analysis and
the assumptions for Fisher’s exact test and logistic re-
gression were assessed and met for all analyses.
The survey and methodology were approved with ex-

emption status by the Colorado Multiple Institutional
Review Board (COMIRB 19–1704).

Results
Eighty-one (81) patients in Denver County and 60 pa-
tients in Lincoln County completed the survey. Partici-
pant characteristics by location are given in Table 1. In
Denver County, 69.1% of patients surveyed were female,
86.3% identified as White/Caucasian (Non-Hispanic),
and the average age at the time of data analysis was 57
years (± 17.8 years). In Lincoln County, 68.3% of patients
surveyed were female, 93.3% identified as White/Cauca-
sian (Non-Hispanic), and the average age was 49 years
(± 19.0 years). Educational attainment was significantly
different between locations (p < .001) with 33.3% of pa-
tients in Lincoln County having a high school diploma
or GED and 6.7% have attended or graduated from
graduate school. In Denver County, 6.2% of patients had
a high school diploma or GED while 35.8% attended or
graduated from graduate school. Age difference was also
statistically significant (p = 0.02), with 30.0% of patients
in Denver County born in 1950 or before and 11.9% of
patients in Lincoln County born in 1950 or before.
Compared to the general population of each county

based on US Census Data, patients sampled across both
locations were more likely to be female (Denver County:
69.1% study vs. 49.8% US Census, Lincoln County:
68.3% study vs. 41.6% US Census) and more likely to be
White (Denver County: 86.3% study vs. 80.8% US Cen-
sus and Lincoln County: 93.3% study vs. 89.7% US Cen-
sus) [28, 29]. The majority of patients in each location
identified with a Christian denomination (57.5% in Den-
ver County and 67.2% in Lincoln County) which is con-
sistent with the percentage of individuals identifying as
Christian in Colorado as described by the 2014 Religious
Landscape Survey (64% ± 5.5) [33].
In terms of religiosity and religious affiliation, in Lin-

coln County, 71.7% of patients identified as religious
with 67.2% of patients identifying with a Christian de-
nomination. One patient identified as Jewish and one pa-
tient identified as Latter Day Saint. In Denver County,
74.1% of patients identify as religious with 57.5% identi-
fying with a Christian denomination. In Denver County,
five patients identified as Jewish, one identified as Bud-
dhist, and three endorsed affiliation with multiple
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Table 1 Patient Demographics

Rural: Lincoln County
No. (%)

Urban: Denver County
No. (%)

Fisher’s Exact Test
P-value**

Gender n = 60 n = 81

Male 19 (31.7) 25 (30.9) P-value 1.0

Female 41 (68.3) 56 (69.1)

Year Born n = 59 n = 80

1991–2002 9 (15.3) 7 (8.8) P-value 0.02

1971–1990 22 (37.3) 17 (21.3)

1951–1970 21 (35.6) 32 (40.0)

1950 or Before 7 (11.9) 24 (30.0)

Race/Ethnicitya n = 60 n = 80

White 56 (93.3) 69 (86.3) P-value 0.27

Other 4 (6.7) 11 (13.7)

Hispanic 1 (1.7) 3 (3.8)

Asian/PI 0 (0) 0 (0)

Black 0 (0) 4 (5.0)

American Indian 1 (1.7) 2 (2.5)

Pacific Islander 0 (0) 0 (0)

Other Specified 0 (0) 1 (1.3)

Multiple 2 (3.3) 1 (1.3)

Educational Attainment n = 60 n = 81

Some High School/GED 20 (33.3) 5 (6.2) P-value < 0.001

Some College/College 36 (60.0) 47 (58.0)

Some Graduate/Graduate 4 (6.7) 29 (35.8)

Identify as Religious n = 60 n = 81

Yes 43 (71.7) 60 (74.1) P-value 0.85

No 17 (28.3) 21 (25.9)

Specified Religion n = 58 n = 80

Non-denominational
Christian

18 (31.0) 17 (21.3) P-value 0.21

Protestant 14 (24.1) 14 (17.5)

Episcopalian 0 (0) 2 (2.5)

Baptist 2 (3.4) 3 (3.8)

Presbyterian 0 (0) 2 (2.5)

Lutheran 3 (5.2) 3 (3.8)

Methodist 9 (15.6) 4 (5.0)

Catholic 7 (12.1) 15 (18.7)

Other 3 (5.2) 12 (15.0)

Buddhist 0 (0) 1 (1.2)

Latter Day Saint 1 (1.7) 0 (0)

Jewish 1 (1.7) 5 (6.3)

Specified Other 1 (1.7) 6 (7.5)

None 16 (27.6) 22 (27.5)
aBolded categories were utilized for Fisher’s exact test
**Statistically Significant P-values in bold and italicized

Fuchs et al. BMC Health Services Research          (2021) 21:289 Page 4 of 9



religious denominations. As seen in Table 2, between
the two locations, measures of religiosity were signifi-
cantly different (p = 0.03), with 78.2% of patients in Lin-
coln County and 53.8% of patients in Denver County

regarding religion as important or very important in
their life.
Ninety-eight percent (98.1%) of patients in the Lincoln

County and 97.6% of patients in Denver County had

Table 2 Measures of patient religiosity/spirituality and clinical preferences regarding faith

Rural: Lincoln County
No. (%)

Urban: Denver County
No. (%)

Fisher’s exact test
P-value*
(if applicable)

Importance of Religion n = 55 n = 80

Not at all 5 (9.1) 14 (17.5) P-value 0.03

Not too important 7 (12.7) 23 (28.8)

Important 22 (40.0) 19 (23.8)

Very Important 21 (38.2) 24 (30.0)

Spirituality Rating n = 55 n = 81

Not at all spiritual 4 (7.3) 7 (8.6) P-value 0.65

Not too spiritual 8 (14.5) 17 (21.0)

Spiritual 31 (56.4) 37 (45.7)

Very Spiritual 12 (21.8) 20 (24.7)

Best Statement Regarding
One’s Spirituality and Religion

n = 55 n = 81

Spiritual and not religious 15 (27.3) 39 (48.1) P-value 0.10

Religious and not spiritual 3 (5.5) 4 (4.9)

Religious and spiritual 33 (60.0) 34 (42.0)

Don’t believe in either 4 (7.3) 4 (4.9)

Clinic Visits in the Past Year n = 55 n = 81

1 or less 11 (20.0) 6 (10.9) P-value 0.14

2–4 21 (38.2) 31 (56.4)

5–9 14 (25.4) 23 (41.8)

> 10 9 (16.4) 21 (38.2)

Occasions in the Past Year Asked
About Religion and/or Spirituality

n = 52 n = 80

Never 43 (82.7) 63 (78.8)

Rarely 8 (15.4) 15 (18.8)

Usually 1 (1.9) 1 (1.2)

Always 0 (0.0) 1 (1.2)

Importance of Provider Knowing
About One’s Beliefs

n = 55 n = 81

Not important 28 (51.0) 50 (61.7)

A little important 18 (32.8) 15 (18.5)

Important 5 (9.1) 13 (16.0)

Very Important 4 (7.3) 3 (3.7)

Importance of Provider Sharing
the Same Beliefs

n = 55 n = 80

Not at all important 42 (76.4) 68 (85.0)

Somewhat important 8 (14.5) 7 (8.8)

Important 4 (7.3) 4 (5.0)

Very Important 1 (1.8) 1 (1.2)

*Statistically significant P-values in bold and italicized
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never or rarely been asked about their religion or spiritu-
ality in the past year (Table 3). For patients who had 5
or more visits within the past year, 91.3% of patients in
Lincoln County and 95.5% of patients in Denver County
had never or rarely been asked.
The majority of patients in Lincoln County (76.4%)

and Denver County (85.0%) stated that it was not at all
important for their provider to share their same beliefs.
This difference was statistically significant, with patients
in Denver County more likely to state that having a pro-
vider who shared their same beliefs was not important
compared to patients in Lincoln County (OR 4.0 (1.6–
10.7)). Of patients who stated it was at least somewhat
important for their provider to know about their faith,
25.8% of patients in Denver County and 37.0% in Lin-
coln County also said they preferred a provider with the
same beliefs. When comparing these patient groups in
Denver County to those in Lincoln County, there was no
significant difference (OR 0.37 (0.1–1.1)).
Forty-nine percent (49.1%) of patients in Lincoln

County and 38.2% of patients in Denver County thought
it was at least somewhat important for their health care
team to know about their beliefs. There was no signifi-
cant difference between the geographic locations for pa-
tient desire for spiritual assessment (OR 0.8 (0.5–1.4)).
When limited to those who call themselves “Spiritual” or
“Very Spiritual,” 52.4% of patients in Lincoln County
and 50.9% in Denver County desired spiritual assessment
(Table 4). For patients who identify as “Religious” or

“Very Religious,” 55.8% in Lincoln County and 53.5% in
Denver County desires spiritual assessment.

Discussion
The results of the study indicate that approximately 40%
of patients in the outpatient general medicine settings in
both an urban (Denver County) and rural (Lincoln
County) location desire spiritual assessment. This is con-
sistent with studies conducted over the past 20 years
which have found that between 30 and 63% of outpa-
tients desire for providers to know about their beliefs
[17–19]. This suggests that although religious demo-
graphics of the US population have changed over time,
patient desire for spiritual assessment has remained rela-
tively stable [34].
We hypothesized that patients in the rural location

(Lincoln County) would be more likely than their urban
peers to desire spiritual assessment due to geographic
differences in religiosity. Patients in rural Lincoln
County had significantly higher ratings of religiosity
compared to the patients in urban Denver County. We
found, however, that patient desire for spiritual assess-
ment was not significantly different between Denver
County and Lincoln County. This suggests that patient
desire for spiritual assessment in the primary care setting
may not vary by geographic or community setting.
While patients in Lincoln County found religion to be

significantly more important than patients in Denver

Table 3 Desire for spiritual assessment, desire for religious/spiritual concordance, and spiritual assessment in practice for all patients
with regression models

Rural No. (%) Urban No. (%) OR (95% CI)
(Urban/Rural)

All Patients

Importance of health care team knowing about one’s beliefs is at least somewhat
important

27 (49.1%) 31 (38.2%) 0.8 (0.5–1.4)

Importance of having the same belief as one’s health care team is not at all important 42 (76.4%) 68 (85.0%) 4.0 (1.6–10.7)

Patients never or rarely asked about Religion/Spirituality in clinic in the past year 51 (98.1%) 78 (97.6%) 0.5 (0.02–4.1)

Table 4 Desire for spiritual assessment and desire for religious/spiritual concordance of spiritual or religious patients with regression
models

Rural No. (%) Urban No. (%) OR (95% CI)
(Urban/Rural)

Spiritual or Very Spiritual

Importance of health care team knowing about one’s beliefs is at least somewhat
important

22 (52.4%) 29 (50.9%) 2.0 (0.9–4.5)

Importance of having the same belief as one’s health care team is not at all important 30 (71.4%) 45 (73.7%) 0.8 (0.3–2.0)

Religious or Very Religious

Importance of health care team knowing about one’s beliefs is at least somewhat
important

24 (55.8%) 23 (53.5%) 1.3 (0.6–3.1)

Importance of having the same belief as one’s health care team is not at all important 30 (69.8%) 32 (76.2%) 0.8 (0.3–2.0)
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County, in both counties more than 90% of patients
identified as religious, spiritual, or a combination of the
two. In addition, approximately 50% of patients identify-
ing as either religious or spiritual desired their provider
to know about their R/S beliefs. These data suggest the
overwhelming majority of patients find R/S to play a role
in their lives and patients who identify as spiritual are
similarly as likely as their religious peers to desire spirit-
ual assessment. Over the past decade, the number of in-
dividuals in the United States who identify as spiritual
but not religious has increased by almost 10% [35]. The
increasing population of individuals who identify as spir-
itual but not religious and their desire for spiritual as-
sessment should be considered in health care. As
demonstrated in the results of this study, a lack of a reli-
gious affiliation does not preclude desire for spiritual
assessment.
Although the majority of patients in this study identi-

fied as spiritual or religious and many patients found it
important for their provider to know about their beliefs,
over 97% of patients in both Lincoln County and Denver
County reported not being asked about their R/S within
the past year. This is true even for patients who have
had five or more clinic visits in the past year with 91.3%
and 95.5% of patients in Lincoln County and Denver
County, respectively, stating that they never or rarely
have been asked about their beliefs. This disproves our
hypothesis that patients in the rural setting would be
more likely to have received spiritual assessment in their
health care. It is notable that even though patients in
Lincoln County were more religious than patients in
Denver County and previous investigations have shown
that patients in rural areas are more likely to find reli-
gion important [27, 36], there was no difference between
provider practice of spiritual assessment between the
urban and rural settings. This gap between patient desire
for spiritual assessment and the actual practice of spirit-
ual assessment in both the rural and urban settings is
concerning. While this result could possibly be explained
by utilization of existing knowledge of patients’ R/S be-
liefs, the focus of spiritual assessment is on incorporat-
ing spiritual needs into medical care. Adequate spiritual
assessment necessitates inquiring about patients’ beliefs
and how they impact patients’ health over time.
Despite accreditation bodies such as the Joint Com-

mission requiring a spiritual assessment and AAMC
guidance on spiritual history taking skills for medical
students [8, 10], patients in this study reported that spir-
itual assessment is not regularly conducted by their
health care team. Spiritual history taking, one type of
spiritual assessment, has been created for physicians and
other clinicians to employ in order to assess patient R/S
[22–24]. Spiritual history taking can help the provider
build rapport with patients, further develop the patient-

provider relationship, and elicit important information
in the model of whole person care to improve health
outcomes. However, a previous study of providers in the
Adventist Health System found that while 45–55% of
providers find spiritual history taking important, only
11–17% regularly take a spiritual history [31]. The recog-
nition of the importance of spiritual assessment is clear
by both providers and patients but is nonetheless infre-
quently performed. Therefore, additional efforts should
be made to ensure that patient R/S is appropriately inte-
grated into care. Notably, spiritual assessment can be
conducted by many members of the health care team,
including but not limited to nurses, chaplains, social
workers, advanced practice providers, and physicians.
Forms of spiritual assessment can include brief assess-
ments like the FICA and HOPE models, R/S lifemaps,
and comprehensive spiritual assessment [37]. All mem-
bers of the health care team should be aware of the im-
portance of R/S to patients’ health and be educated in
appropriate methods of spiritual assessment.
More than 70% of patients in both Lincoln County

and Denver County stated that it was not at all import-
ant if their provider held their same R/S beliefs, with pa-
tients in Denver County more likely to state that this
was not important (OR 4.0 (1.6–10.7)). This may be due
to greater religiosity ratings in Lincoln County and pre-
vious study demonstrating a desire for mutual physician-
patient understanding of R/S [17]. Of patients who said
it was at least somewhat important for their provider to
know about the beliefs, only 37.0% of patients in Lincoln
County and 25.8% of patients in Denver County pre-
ferred a provider with the same beliefs. Our data demon-
strate that a large majority of patients feel it is important
for providers to know about their R/S beliefs no matter
the provider’s R/S beliefs. This is an important distinc-
tion. Patients desire spiritual assessment regardless of re-
ligious or spiritual concordance with their health care
team.

Limitations
There are limitations to this study. Overall, the patients
sampled across both locations were more female and
white than the respective populations in each county
based on US Census Data. This limits the interpretation
of the results as applied to the counties studied. How-
ever, the results can be interpreted in the setting of each
individual clinic. In future study, a larger sample size
drawn from additional clinics would aid in the interpret-
ation of the results in the context of the counties overall.
Social desirability bias may have affected the results of

this study with individuals rating importance of spiritual-
ity or religion more highly due to perceived social
norms. However, these surveys were anonymous and
completed individually by respondents making it
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unlikely that measures of spirituality or religiosity were
overrated. Additionally, recall bias may have caused
more patients to believe they have not received spiritual
assessment. We chose to ask patients whether they re-
ceived spiritual assessment in the past year to limit the
potential for this bias. Notably, more than 90% of pa-
tients who had five or more health care visits within the
past year had rarely or never had been asked about their
faith or beliefs. Therefore, it is unlikely that the result in-
dicating spiritual assessment was rarely conducted is
simply because patients had few health care visits.
This study was conducted at non-religiously affiliated

health care facilities. This could underestimate the per-
centage of patients who desire spiritual assessment for
both locations. However, the study sites were chosen to
avoid overestimating desire for spiritual assessment by
sampling patients who may seek religiously affiliated
health care. Finally, the maximum number of patients
identifying with a religion other than Christianity in both
settings was approximately 15%. There may be differ-
ences in patient desire for spiritual assessment based on
specific religious affiliation which this study did not ad-
dress. Rural and urban settings with greater populations
of non-Christian identifying patients should be studied
to better characterize desire for spiritual assessment.

Further study
This study explores patient perspectives of spiritual as-
sessment in a sample of patients in urban and rural Col-
orado. The patients surveyed in this study were majority
white, identified as Christian, and were older than 50
years. Further investigation should include broader di-
versity of patient demographics and R/S beliefs. A na-
tional sample would not only improve understanding of
patient preferences but could also allow for
generalizability of results.
This study demonstrates a desire for spiritual assess-

ment by patients in urban and rural settings and identi-
fies a gap between patient desire for spiritual assessment
and its practice. The results of this study cannot fully
elucidate the reason for these patient preferences and
provider practices. Qualitative studies exploring patient
desire for spiritual assessment have found that patients
want a holistic approach to medical care and feel that
spirituality is connected to healing [38]. However, many
of these studies were conducted more than a decade ago
and studied religiously affiliated populations [17, 39, 40].
In this work we found that approximately 50% of pa-
tients who identify as spiritual desire spiritual assess-
ment. As the proportion of the United States population
who identify as “spiritual but not religious” increases,
additional qualitative evaluation is needed in order to
fully characterize the reasons behind patient desire for

spiritual assessment. This may be best accomplished
using semi-structured interviews and focus groups.

Conclusion
Approximately 40% of patients in the outpatient general
medicine setting found it important for their provider to
know about their R/S beliefs. This desire for spiritual as-
sessment was not dependent on urban or rural location
of the clinic. Although many patients desire spiritual as-
sessment, over 97% of patients in both clinic settings
have rarely or never been asked about their R/S beliefs
within the past year. Given the number of patients who
identify as R/S and percentage of patients who desire for
their provider to know about their beliefs, we propose
that spiritual assessment be performed as a regular com-
ponent of care in the outpatient general medicine set-
ting. The health care team should utilize spiritual
assessment to build rapport with patients, gain valuable
information about patient beliefs in the model of whole
person care, and harness this knowledge of patient R/S
to improve health outcomes.

Abbreviations
R/S: Religion and Spirituality; AAMC: Association of American Medical
Colleges

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-021-06300-y.

Additional file 1.

Acknowledgements
We would like to acknowledge Dr. Eric Campbell for his assistance in the
creation of the survey.

Authors’ contributions
JRF, JWF, and MEC contributed to the study conception and design. Material
preparation and data collection were completed by JRF. Data analysis was
performed by all authors, including JMH. The first draft of the manuscript
was written by JRF and JWF and all authors commented on previous
versions of the manuscript. All authors read and approved the final
manuscript.

Funding
This study has not received funding.

Availability of data and materials
The datasets used and/or analyzed during this study are available from the
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The survey and methodology were approved with exemption status by the
Colorado Multiple Institutional Review Board (COMIRB 19–1704).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Fuchs et al. BMC Health Services Research          (2021) 21:289 Page 8 of 9

https://doi.org/10.1186/s12913-021-06300-y
https://doi.org/10.1186/s12913-021-06300-y


Author details
1University of Colorado School of Medicine, 13080 E 19th Ave, Office 208B,
Aurora, Colorado 80045, USA. 2Feinberg School of Medicine, Northwestern
University, Chicago, IL, USA. 3Division of Palliative Care, Northwestern
University Feinberg School of Medicine and Jesse Brown VA Medical Center,
Chicago, IL, USA. 4Department of Psychiatry & The Center for Bioethics and
Humanities, University of Colorado School of Medicine, Aurora, Colorado,
USA.

Received: 17 September 2020 Accepted: 21 March 2021

References
1. Demir E. The evolution of spirituality, religion and health publications:

yesterday, today and tomorrow. J Relig Health. 2019;58:1–13 Springer.
2. Koenig H, Koenig HG, King D, Carson VB. Handbook of religion and health.

New York: Oxford University Press; 2012.
3. Koenig HG. Religion, spirituality, and health: the research and clinical

implications. ISRN Psychiat. 2012. p. 2012.
4. Miller L, Wickramaratne P, Gameroff MJ, Sage M, Tenke CE, Weissman MM.

Religiosity and major depression in adults at high risk: a ten-year
prospective study. Am J Psychiatry Am Psychiatric Assoc. 2012;169:89–94.

5. Chida Y, Steptoe A, Powell LH. Religiosity/spirituality and mortality.
Psychother Psychosom. 2009;78(2):81–90. https://doi.org/10.1159/000190791
Karger Publishers.

6. Smothers ZP, Koenig HG. Spiritual interventions in veterans with PTSD: a
systematic review. J Relig Health. 2018;57:2033–48 Springer.

7. Bauereiß N, Obermaier S, Özünal SE, Baumeister H. Effects of existential
interventions on spiritual, psychological, and physical well-being in adult
patients with cancer: systematic review and meta-analysis of randomized
controlled trials. Psychooncology. 2018;27(11):2531–45. https://doi.org/10.1
002/pon.4829 Wiley Online Library.

8. The Joint Commission. Medical Record-Spiritual Assessment. Washington
DC: The Joint Commission; 2020. Available from: https://www.
jointcommission.org/standards/Standard-FAQs/Hospital and Hospital Clinics/
Provision of Care Treatment and Services PC/000001669. [cited 2020 Apr
26].

9. Anandarajah G. Doing a culturally sensitive spiritual assessment: recognizing
spiritual themes and using the HOPE questions. AMA J Ethics Am Med
Assoc. 2005;7:371–4.

10. Association of American Medical Colleges. Contemporary issues in
medicine: Communication in medicine. Washington DC: Association of
American Medical Colleges; 1999.

11. Hart Jr A, Kohlwes RJ, Deyo R, Rhodes LA, Bowen DJ. Hospice patients’
attitudes regarding spiritual discussions with their doctors. Am J Hosp
Palliat Med; 2003;20:135–139. Sage Publications Sage CA: Thousand Oaks,
CA.

12. Best M, Butow P, Olver I. Spiritual support of cancer patients and the role of
the doctor. Support Care Cancer. 2014;22(5):1333–9. https://doi.org/10.1007/
s00520-013-2091-1 Springer.

13. Ben-Arye E, Bar-Sela G, Frenkel M, Kuten A, Hermoni D. Is a
biopsychosocial–spiritual approach relevant to cancer treatment? A study of
patients and oncology staff members on issues of complementary
medicine and spirituality. Support Care Cancer; 2006;14:147–152, 2, DOI:
https://doi.org/10.1007/s00520-005-0866-8. Springer.

14. Curtis JR, Engelberg RA, Nielsen EL, Au DH, Patrick DL. Patient-physician
communication about end-of-life care for patients with severe COPD. Eur
Respir J. 2004;24(2):200–5. https://doi.org/10.1183/09031936.04.00010104.

15. Holmes SM, Rabow MW, Dibble SL. Screening the soul: communication
regarding spiritual concerns among primary care physicians and seriously ill
patients approaching the end of life. Am J Hosp Palliat Med. 2006;23:25–33
Sage Publications Sage CA: Thousand Oaks, CA.

16. Puchalski CM, Vitillo R, Hull SK, Reller N. Improving the spiritual dimension
of whole person care: reaching national and international consensus. J
Palliat Med. 2014;17:642–56 Mary Ann Liebert, Inc. 140 Huguenot Street, 3rd
Floor New Rochelle, NY 10801 USA.

17. McCord G, Gilchrist VJ, Grossman SD, King BD, McCormick KF, Oprandi AM,
et al. Discussing spirituality with patients: a rational and ethical approach.
Ann Fam Med. 2004;2(4):356–61. https://doi.org/10.1370/afm.71.

18. McLaughlin SS, McLaughlin AD, Van JS. Faith and religious beliefs in an
outpatient military population. South Med J. 2010;103(6):527–31. https://doi.
org/10.1097/SMJ.0b013e3181de0304.

19. Maugans TA, Wadland WC. Religion and family medicine: a survey of
physicians and patients. J Fam Pract. 1991;32:210–3.

20. King DE, Bushwick B. Beliefs and attitudes of hospital inpatients about faith
healing and prayer. J Fam Pract. 1994;39:349–52 New York, Appleton-
Century-Crofts.

21. Williams JA, Meltzer D, Arora V, Chung G, Curlin FA. Attention to inpatients’
religious and spiritual concerns: predictors and association with patient
satisfaction. J Gen Intern Med. 2011;26:1265–71 Springer.

22. Saguil A, Phelps K. The spiritual assessment. Am Fam Physician. 2012;86(6):
546–50.

23. Lucchetti G, Bassi RM, Lucchetti ALG. Taking spiritual history in clinical
practice: a systematic review of instruments. Explore. 2013;9(3):159–70.
https://doi.org/10.1016/j.explore.2013.02.004 Elsevier.

24. Puchalski CM, et al. J Palliat Med. 2014;17:105–6 Mary Ann Liebert, Inc. 140
Huguenot Street, 3rd Floor New Rochelle, NY 10801 USA.

25. Post SG, Puchalski CM, Larson DB. Physicians and patient spirituality:
professional boundaries, competency, and ethics. Ann Intern Med. 2000;132:
578–83 American College of Physicians.

26. Puchalski C, Romer AL. Taking a spiritual history allows clinicians to
understand patients more fully. J Palliat Med. 2000;3:129–37 Mary Ann
Liebert, Inc. 2 Madison Avenue Larchmont, NY 10538 USA.

27. Chalfant HP, Heller PL. Rural/urban versus regional differences in religiosity.
Rev Religious Res JSTOR. 1991;33(1):76–86. https://doi.org/10.2307/3511262.

28. United States Census Bureau. QuickFacts Lincoln County, Colorado. 2020.
Available from: https://www.census.gov/quickfacts/lincolncountycolorado

29. United States Census Bureau. QuickFacts Denver County, Colorado. 2020.
Available from: https://www.census.gov/quickfacts/denvercountycolorado

30. Vallurupalli MM, Lauderdale MK, Balboni MJ, Phelps AC, Block SD, Ng AK,
et al. The role of spirituality and religious coping in the quality of life of
patients with advanced cancer receiving palliative radiation therapy. J
Support Oncol. 2012;10(2):81–7. https://doi.org/10.1016/j.suponc.2011.09.003.

31. Koenig HG, Perno K, Hamilton T. The spiritual history in outpatient practice:
attitudes and practices of health professionals in the Adventist health
system. BMC Med Educ. 2017;17(1):102. https://doi.org/10.1186/s12909-017-
0938-8.

32. The Comprehsensive R Archive Network. R-3.6.2. 2019. Available from:
https://cran.rstudio.com.

33. Pew Research Center. 2014 Religious Landscape Survey 2021. Available
from: https://www.pewforum.org/about-the-religious-landscape-study/#da
ta-details.

34. Pew Research Center. In U.S., Decline of Christianity Continues at Rapid
Pace. Pew Research Center’s Religion & Public Life Project. 2021. Available
from: https://www.pewforum.org/2019/10/17/in-u-s-decline-of-christianity-
continues-at-rapid-pace/

35. Pew Research Center More Americans now say they’re spiritual but not
religious. 2021. Available from: https://www.pewresearch.org/fact-tank/2017/
09/06/more-americans-now-say-theyre-spiritual-but-not-religious/.

36. Gesler W, Arcury TA, Koenig HG. An introduction to three studies of rural
elderly people: effects of religion and culture on health. New York: Springer;
2000.

37. Hodge DR. Spiritual assessment in social work and mental health practice:
Columbia University Press; 2015. https://doi.org/10.7312/hodg16396.

38. Best M, Butow P, Olver I. Do patients want doctors to talk about spirituality?
A systematic literature review. Patient Educ Couns. 2015;98(11):1320–8.
https://doi.org/10.1016/j.pec.2015.04.017 Elsevier.

39. Padela AI, Killawi A, Forman J, DeMonner S, Heisler M. American Muslim
perceptions of healing: key agents in healing, and their roles. Qual Health
Res. 2012;22:846–58 Sage Publications Sage CA: Los Angeles, CA.

40. Balboni MJ, Babar A, Dillinger J, Phelps AC, George E, Block SD, et al. “It
depends”: viewpoints of patients, physicians, and nurses on patient-
practitioner prayer in the setting of advanced cancer. J Pain Symptom
Manag. 2011;41:836–47 Elsevier.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Fuchs et al. BMC Health Services Research          (2021) 21:289 Page 9 of 9

https://doi.org/10.1159/000190791
https://doi.org/10.1002/pon.4829
https://doi.org/10.1002/pon.4829
https://doi.org/10.1007/s00520-013-2091-1
https://doi.org/10.1007/s00520-013-2091-1
https://doi.org/10.1007/s00520-005-0866-8
https://doi.org/10.1183/09031936.04.00010104
https://doi.org/10.1370/afm.71
https://doi.org/10.1097/SMJ.0b013e3181de0304
https://doi.org/10.1097/SMJ.0b013e3181de0304
https://doi.org/10.1016/j.explore.2013.02.004
https://doi.org/10.2307/3511262
https://www.census.gov/quickfacts/lincolncountycolorado
https://www.census.gov/quickfacts/denvercountycolorado
https://doi.org/10.1016/j.suponc.2011.09.003
https://doi.org/10.1186/s12909-017-0938-8
https://doi.org/10.1186/s12909-017-0938-8
https://cran.rstudio.com
https://www.pewforum.org/about-the-religious-landscape-study/#data-details
https://www.pewforum.org/about-the-religious-landscape-study/#data-details
https://www.pewforum.org/2019/10/17/in-u-s-decline-of-christianity-continues-at-rapid-pace/
https://www.pewforum.org/2019/10/17/in-u-s-decline-of-christianity-continues-at-rapid-pace/
https://www.pewresearch.org/fact-tank/2017/09/06/more-americans-now-say-theyre-spiritual-but-not-religious/
https://www.pewresearch.org/fact-tank/2017/09/06/more-americans-now-say-theyre-spiritual-but-not-religious/
https://doi.org/10.7312/hodg16396
https://doi.org/10.1016/j.pec.2015.04.017

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Discussion
	Limitations
	Further study

	Conclusion
	Abbreviations
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

