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God. One study3 found that 94 percent of
patients admitted to hospitals believe that
spiritual health is as important as physical
health, 77 percent believe that physicians
should consider their patients’ spiritual needs
as part of their medical care, and 37 percent
want their physician to discuss their religious
beliefs more. However, 80 percent reported
that physicians never or rarely discuss spiritual
or religious issues with them.

One study4 of physicians and patients in an
outpatient setting found that 91 percent of
patients believe in God, compared with 
64 percent of physicians. In this study, 40 per-
cent of patients felt that physicians should dis-
cuss pertinent religious issues; however, only
11 percent of physicians frequently or always
did. Another study7 has reported similar find-
ings. A recent national survey9 of family physi-
cians reports that the percentage of physicians
who have spiritual beliefs is closer to that of
the general population.

The relationship between religious com-
mitment and health outcomes has also been
reviewed in detail.1,2,13,14 Although some dis-
agree,24 most authors2,14-16 report that a posi-
tive relationship between religious commit-
ment and mental and physical health was
found in up to 84 percent of studies that in-
cluded a measure of religious commitment as

F
amily medicine emphasizes med-
ical care of the whole person, which
includes an understanding of a
patient’s family and environment,
as well as the social, cultural and

psychologic situation. Over the past several
years, it has been suggested that spirituality is
another important, yet often neglected, factor
in the health of patients.1,2 Up to 77 percent of
patients would like spiritual issues considered
as part of their medical care,3 yet only 10 to 20
percent of physicians discuss these issues with
their patients.3,4 Reports such as these have
increased interest in the incorporation of spir-
ituality into the practice of medicine. Nearly
50 medical schools currently offer courses in
spirituality and medicine.5

Relationship Between Spirituality 
and Medicine 

The evidence in the medical literature that
suggests a strong relationship between spiritu-
ality and medicine is increasing (Table 13,4,6-24).
Polls of the U.S. population6 have consistently
shown that 95 percent of Americans believe in

The relationship between spirituality and medicine has been the focus of considerable
interest in recent years. Studies suggest that many patients believe spirituality plays an
important role in their lives, that there is a positive correlation between a patient’s spir-
ituality or religious commitment and health outcomes, and that patients would like
physicians to consider these factors in their medical care. A spiritual assessment as part
of a medical encounter is a practical first step in incorporating consideration of a
patient’s spirituality into medical practice. The HOPE questions provide a formal tool that
may be used in this process. The HOPE concepts for discussion are as follows: H—sources
of hope, strength, comfort, meaning, peace, love and connection; O—the role of orga-
nized religion for the patient; P—personal spirituality and practices; E—effects on med-
ical care and end-of-life decisions. (Am Fam Physician 2001;63:81-8,89.)
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part of the study. Religious commitment was
helpful in the prevention of illness (including
depression, substance abuse and physical ill-
ness), in coping with illness and in recovery
from illness.1,2

A recent study17 of elderly patients under-
going elective cardiac surgery showed that
lack of strength and comfort from religion
was independently related to the risk of death
during the six-month period following
surgery. A prospective cohort study18 of
elderly poor forced to move from their homes
showed that those who were more religiously
committed were twice as likely to survive the
two-year study period as persons without
such religious commitment. The most influ-
ential study variable was strength and com-

fort derived from religion.
Some studies11,12 have evaluated the effects

of the relaxation response and meditation on
health outcomes. The relaxation response can
be elicited by a simple two-step procedure: (1)
repeating a word, phrase or muscular activity,
and (2) passively disregarding any obtrusive
thoughts that come to mind and returning to
the repetition. When practiced regularly, this
technique results in a reproducible set of phys-
iologic effects and is effective therapy for sev-
eral medical conditions (Table 211). Benson11

reports that 80 percent of patients, when given
the choice between a religious or secular
phrase, voluntarily chose a religious phrase to
elicit the relaxation response. One quarter of
the patients described a feeling of increased
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TABLE 1

Studies of the Links Between Spirituality and Health

Study focus Finding Study focus Finding

Survey studies
General population6 95 percent of Americans believe in God
Patients3,4,7,8 91 percent believe in God; 74 percent feel 

close to God
77 percent believe physicians should consider 

their spiritual needs
73 percent believe they should share their 

religious beliefs with their physician
66 percent want physicians to inquire about 

religious or spiritual beliefs if gravely ill
37 to 40 percent believe that physicians should 

inquire about religious beliefs more
Only 10 to 20 percent report that their physician 

discusses religion or spirituality with them
Physicians4,7,9,10 64 to 95.5 percent believe in God; 43 to 77 

percent feel close or somewhat close to God
77 percent believe that patients should share 

their religious beliefs with their physician
96 percent believe spiritual well-being is 

important in health
11 percent inquire at least frequently about 

spiritual issues (less than 20 percent discuss 
this issue in more than 10 percent of 
encounters)

Greatest barriers to discussion of spiritual issues 
are lack of time (71 percent), lack of training 
(59 percent) and difficulty in identifying 
patients who want such a discussion 
(56 percent)

*—One review24 points out methodologic problems with these studies, including ethical issues in studying the effects of religious behav-
ior on health outcomes. The investigators did not address patients’ wishes for spiritual discussions with their physicians, studies on relax-
ation/meditation or patient’s general spiritual concerns (beyond specific religious practices).

Information from references 3, 4 and 6 through 24.

Relaxation response/ 80 percent of patients voluntarily
meditation11,12 chose a phrase with a religious 
(see Table 2) focus

25 percent experienced increased 
spirituality (subjective)

Those who experienced increased 
spirituality had better medical 
outcomes.

Religious commitment 75 percent of studies show a 
and health positive association, including:
outcomes1,2,13-18 Prevention of illness (including 

depression, substance abuse, 
physical illness, mortality)
Coping with illness
Recovery from illness*

Placebo effect19,20 Beneficial in 60 to 90 percent of 
diseases, including: 
Angina pectoris
Asthma
Herpes simplex
Duodenal ulcer

Prayer effect21-23 Prayer or mental effort from a 
distance can effect measurable 
outcomes

One review of 131 controlled 
trials found that 58 percent 
showed a statistically
significant beneficial effect.



spirituality as a result of practicing the tech-
nique. These same patients were more likely to
have better measurable medical outcomes
than those who did not experience increased
spirituality.11

Although still preliminary, other areas of
study regarding spirituality and medicine in-
clude the effects of prayer21-23 and the placebo
effect.19,20

Definition of Terms
SPIRITUALITY VS. RELIGION

In order to have a meaningful discussion
with patients regarding spirituality and med-

ical care, a common understanding of termi-
nology is essential. Many authors25-30 recom-
mend clarifying the difference between the
terms “spirituality” and “religion.” They advo-
cate a universal, broad-based definition of
spirituality that encompasses religious and
nonreligious perspectives.

Spirituality is a complex and multidimen-
sional part of the human experience. It has
cognitive, experiential and behavior aspects.
The cognitive or philosophic aspects include
the search for meaning, purpose and truth in
life5,10,25-29,31,32 and the beliefs and values by
which an individual lives.26,31,33 The experien-
tial and emotional aspects involve feelings of
hope, love, connection, inner peace, comfort
and support. These are reflected in the quality
of an individual’s inner resources,28,31,33 the
ability to give and receive spiritual love,28 and
the types of relationships and connections25,29-32

that exist with self, the community, the envi-
ronment and nature,31 and the transcen-
dent27,28,30,31 (e.g., power greater than self, a
value system, God, cosmic consciousness).
The behavior aspects of spirituality involve
the way a person externally manifests individ-
ual spiritual beliefs and inner spiritual state.

Many people find spirituality through reli-
gion or through a personal relationship with
the divine. However, others may find it through
a connection to nature, through music and the
arts, through a set of values and principles or
through a quest for scientific truth.

Study of the world’s religions34,35 reveals
that each religion attempts to help answer
mankind’s spiritual questions and that each
has developed a specific set of beliefs, teach-
ings and practices.25,26,30 A person’s experience
with religious organizations may range from
extremely positive to extremely negative.

SPIRITUAL DISTRESS

Spiritual distress28,32 and spiritual crisis

Spirituality
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TABLE 2

The Relaxation Response

Technique to elicit relaxation response
1. Repeat a word, sound, phrase, prayer or 

muscular activity that has meaning for you (e.g.,
“one,” “peace,” “Om,” “Sh’ma Yisroel,” “The
Lord is my shepherd,” “Insha’allah,” “Hail Mary,
full of grace,” jogging, breathing techniques,
knitting).

2. Passively disregard intrusive thoughts that come
to mind and return to the repetitive focus.

Physiologic effects of the relaxation response
Decreased metabolism
Decreased rate of breathing
Decreased blood pressure
Decreased muscle tension
Decreased heart rate
Increased slow brain waves

Effective in treatment of the following conditions
Hypertension
Cardiac arrhythmias
Chronic pain
Anxiety
Insomnia
Mild to moderate depression
Infertility
Postoperative anxiety 
Premenstrual syndrome
Migraine and cluster headaches
Low self-esteem
Symptoms of cancer and acquired immunodeficiency 

syndrome (AIDS)

Information from Benson H. Timeless healing: the
power and biology of belief. New York: Scribner, 1996.

Most Americans believe that physicians should consider
their spiritual needs as part of their medical care.



occur when individuals are unable to find
sources of meaning, hope, love, peace, com-
fort, strength and connection in life or when
conflict occurs between their beliefs and what
is happening in their life. This distress can
have a detrimental effect on physical and
mental health. Medical illness and impending
death can often trigger spiritual distress in
patients and family members.

SPIRITUAL CARE AND SPIRITUAL ASSESSMENT

General spiritual care can be defined as rec-
ognizing and responding to the “multifaceted
expressions of spirituality we encounter in
our patients and their families.”30 It involves
compassion, presence, listening and the
encouragement of realistic hope,36 and might
not involve any discussion of God or religion.
General spiritual care may be provided by
anyone. Specialized spiritual care often
involves understanding and helping with spe-
cific theologic beliefs and conflicts. It is ide-
ally performed by persons with special train-
ing in this area, such as those trained as
Clinical Pastoral Education (CPE) chaplains.

Spiritual assessment is the process by which
health care providers can identify a patient’s
spiritual needs pertaining to medical care.

Role of the Physician
Family physicians are concerned with any

factors that affect their patients’ health. It is
important that physicians maintain a bal-
anced, open-minded approach to medical care

without sacrificing scientific integrity. Physi-
cians can begin to incorporate spirituality into
medical practice in three ways: (1) by scientific
study of the subject; (2) by assessment of the
patient’s spirituality and diagnosis of spiritual
distress; and (3) by therapeutic interventions.

Scientific study involves evaluating the cur-
rent evidence for a link between spirituality
and health and planning further study to clar-
ify these effects. It is important to keep an
open mind regarding new methods of study
and to be aware that there are some things
that may never be fully understood.

For assessment and diagnosis, the physi-
cian should evaluate whether spirituality is
important to a particular patient and whether
spiritual factors are helping or hindering the
healing process.

Therapeutic interventions include consid-
eration of a patient’s spirituality in recom-
mendations regarding prevention, medical
treatment and adjuvant care. In addition, ele-
ments of general spiritual care should be in-
corporated into the routine medical en-
counter. Although not easily measurable, a
physician’s ability to offer connection, com-
passion and presence can be a powerful ther-
apeutic intervention.

Spiritual Assessment 
A spiritual assessment performed during a

medical encounter is a practical way to begin in-
corporating spirituality into medical practice.

GENERAL PREREQUISITES

Several factors can increase the success of a
discussion of spiritual issues with patients.

Spiritual Self-Understanding and Self-Care.
A physician needs to understand his or her
own spiritual beliefs, values and biases in
order to remain patient-centered and non-
judgmental when dealing with the spiritual
concerns of patients. This is especially true
when the beliefs of the patient differ from
those of the physician.

One way to promote self-understanding is
to perform a formal spiritual self-assessment
using the tool described in this article. Spiri-
tual self-care is integral to serving the multiple
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needs and demands of patients in the current
health care system. Self-care can take the form
of reconnecting with family and friends, time
alone (for quiet contemplation, playing a
sport, recreational reading, nature watching,
etc.), community service, or religious practice.

Self-care and self-understanding can help
physicians prepare for difficult questions,
such as “Why is this happening to my child
[or me]?” or questions regarding the physi-
cian’s beliefs. It can also help physicians pre-
pare for times when patients may make
requests for prayer, or prepare for emotional
responses from the patient or the physician.

Establishment of a Good Physician-Patient
Relationship. The patient is more likely to dis-
cuss spiritual concerns within the context of a
trusting and therapeutic physician-patient
relationship.

Appropriate Timing of Discussions. Maslow’s
hierarchy of needs (i.e., physical, then mental
and spiritual) is one way to help determine
when timing is appropriate. Routine inquiry
about spiritual resources can flow naturally
following discussion of other support systems
and may open the door for further discussion.
Appropriate timing for more in-depth discus-
sion requires skillful interpretation of verbal
and nonverbal cues from patients and families
and the willingness to explore further with
gentle, open-ended interview techniques. The
topic of spirituality may be introduced during
discussion of advance directives, a new diag-
nosis of severe illness, terminal care planning,
addiction, chronic pain, chronic illness,
domestic violence or grieving.

INFORMAL SPIRITUAL ASSESSMENT

Informal spiritual assessment may be
accomplished at any time during the medical
encounter. Because most patients use symbolic
and metaphoric language when expressing
spiritual thoughts, spiritual assessment often
involves listening carefully to the stories that
patients tell regarding their lives and illness and
then interpreting the spiritual issues involved.37

Themes such as the search for meaning, feel-
ings of connection versus isolation, hope versus
hopelessness, fear of the unknown, are clues

that the patient may be struggling with spiritual
issues. Perceiving these clues and following
with open-ended as well as specific questions
regarding the patient’s spiritual beliefs may
reveal more about a patient’s spiritual needs
than direct inquiry with a formal spiritual
assessment. This is the approach most often
employed by CPE chaplains. Many family
physicians notice such clues instinctively and
can easily continue to develop this perception
skill once they know what to look for.

FORMAL SPIRITUAL ASSESSMENT

A formal spiritual assessment involves asking
specific questions during a medical interview to
determine whether spiritual factors may play a
role in the patient’s illness or recovery and
whether these factors affect the medical treat-
ment plan. There are many possible formats for
conducting a formal spiritual assessment, and
several have been reviewed elsewhere (www.
gwu.edu/~cicd/toolkit/spiritual.htm).38,39 Most
of these tools were developed for use in the hos-
pice setting, for use by pastoral counselors or
nurses, or as research instruments.28,33,38-41 Lit-
tle has been written about approaches devel-
oped for use by practicing physicians in a rou-
tine medical encounter.42-44

The HOPE Questions 
The HOPE questions, outlined below, were

developed as a teaching tool to help medical
students, residents and practicing physicians
begin the process of incorporating a spiritual
assessment into the medical interview. These
questions have not been validated by research,
but the strength of this particular approach is
that it allows for an open-ended exploration
of an individual’s general spiritual resources
and concerns and serves as a natural follow-
up to discussion of other support systems. It
does not immediately focus on the word “spir-
ituality” or “religion.” This minimizes barriers

Spirituality
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Studies generally support the hypothesis that spirituality is
correlated with favorable health care outcomes.



to discussion based on use of language.
The HOPE questions cover the basic areas

of inquiry for physicians to use in formal spir-
itual assessments (Table 3). The first part of
the mnemonic, H, pertains to a patient’s basic
spiritual resources, such as sources of hope,
without immediately focusing on religion or
spirituality. This approach allows for mean-
ingful conversation with a variety of patients,
including those whose spirituality lies outside
the boundaries of traditional religion or those
who have been alienated in some way from
their religion. It also allows those for whom
religion, God or prayer is important to volun-
teer this information. There are many ways of
asking these questions (Table 4).

The second and third letters, O and P, refer
to areas of inquiry about the importance of
organized religion in patients’ lives and the
specific aspects of their personal spirituality
and practices that are most helpful. A useful
way to introduce these questions is a normal-
izing statement such as: “For some people,
their religious or spiritual beliefs act as a
source of comfort and strength in dealing
with life’s ups and downs. Is this true for you?”

If the answer to this question is “Yes,” in-

quiry can proceed with specific questions re-
garding religion and personal spirituality
(Table 4). If the answer to the question is
“No,” the physician can end this line of ques-
tioning or, if the patient appears to be at ease,
ask follow-up questions such as: “Was it ever
important to you?” If the answer is “Yes,” then
the question “What changed?” opens the
door for patients to discuss important spiri-
tual concerns that may have an impact on
their medical care.

The final letter of the mnemonic, E, per-
tains to the effects of a patient’s spirituality
and beliefs on medical care and end-of-life
issues. These questions can help focus the
discussion back onto clinical management.
Table 4 suggests several areas of inquiry,
including barriers to the access of usual spir-
itual resources; fears, concerns or conflicts
regarding the patient’s belief system and the
current medical situation; and the effects of
specific beliefs or rituals on medical manage-
ment. Understanding spiritual issues in the
care of the dying has been addressed in detail
elsewhere.30,36,39 Major themes include fear of
disconnection or isolation and the ability to
make peace with the death that is approach-
ing as well as with the life that is ending.

Effects of Spiritual Assessment 
on Medical Management

Many possible steps may follow the spiri-
tual assessment.

1. Take no further action. Spiritual con-
cerns and questions often have no clear
answers or solutions, yet they can signifi-
cantly affect the quality of a patient’s suffer-
ing. Experienced physicians know that in
many cases there is little they can offer to their
patients in the way of medical solutions and
cure. At these times, the best therapeutic
intervention is to offer their presence, under-
standing, acceptance and compassion.

2. Incorporate spirituality into preventive
health care. Patients can be helped to identify
and mobilize their own internal spiritual
resources as a preventive health care measure.
These resources may include prayer, medita-
tion, yoga, t’ai chi, walks in the country or lis-
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TABLE 3

The HOPE Questions for a Formal Spiritual
Assessment in a Medical Interview

H: Sources of hope, meaning, comfort, strength,
peace, love and connection

O: Organized religion

P: Personal spirituality and practices

E: Effects on medical care and end-of-life issues

A spiritual assessment should include the following: deter-
mination of spiritual needs and resources, evaluation of the
impact of beliefs on medical outcomes and decisions, dis-
covery of barriers to using spiritual resources and encour-
agement of healthy spiritual practices.



tening to soothing music.
3. Include spirituality in adjuvant care. The

physician can help patients identify spiritually
based measures that can be useful to them in
conjunction with standard medical treat-
ment. For example, a patient may choose to
say the rosary while taking medication or may
need to listen to music or read scripture
before surgery.

4. Modify the treatment plan. Modifications
can be made based on better understanding of
the patient’s spiritual needs as related to med-
ical care. This can include such measures as
stopping or continuing chemotherapy in a
patient with metastatic cancer; referring a
patient in spiritual distress or crisis to a clini-
cal chaplain; using community cultural or
religious resources; and teaching the relax-
ation response or other meditation techniques
to patients with chronic pain or insomnia.

Final Comment
Spirituality is an important, multidimen-

sional aspect of the human experience that is
difficult to fully understand or measure using
the scientific method, yet convincing evidence
in the medical literature supports its beneficial
role in the practice of medicine. It will take
many more years of study to understand
exactly which aspects of spirituality hold the
most benefit for health and well-being. The
world’s great wisdom traditions suggest that
some of the most important aspects of spiri-
tuality lie in the sense of connection and inner
strength, comfort, love and peace that individ-
uals derive from their relationship with self,
others, nature and the transcendent.

As family physicians begin the process of
integrating spirituality into medical practice,
it is important to keep in mind the advice to
“do no harm” and to maintain the utmost
respect for the patient’s rights to autonomy
and freedom of thought and belief. If done
responsibly, the practice of medicine may be
the best arena for integrating science and spir-
ituality. The future exploration of this field
offers physicians the opportunity to improve
care and gain a clearer understanding of some
of life’s and medicine’s greatest mysteries.

The authors thank Denise Leclair, M.D., Vincent
Hunt, M.D., and John Murphy, M.D., for their
review of the manuscript and Sister Maureen
Mitchelle, D.Min., for teaching us a great deal about
spiritual assessment. The authors also thank the
family medicine residents, internal medicine resi-
dents and medical students at Brown University
School of Medicine and Memorial Hospital of Rhode
Island, whose insightful comments and class discus-
sions led to the development and clarification of
some of the concepts presented in this article.
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TABLE 4

Examples of Questions for the HOPE Approach 
to Spiritual Assessment

H: Sources of hope, meaning, comfort, strength, peace, love and connection
We have been discussing your support systems. I was wondering, what is 

there in your life that gives you internal support?
What are your sources of hope, strength, comfort and peace?
What do you hold on to during difficult times?
What sustains you and keeps you going?
For some people, their religious or spiritual beliefs act as a source of comfort 

and strength in dealing with life’s ups and downs; is this true for you?
If the answer is “Yes,” go on to O and P questions.
If the answer is “No,” consider asking: Was it ever? If the answer is “Yes,” 

ask: What changed?

O: Organized religion
Do you consider yourself part of an organized religion?
How important is this to you?
What aspects of your religion are helpful and not so helpful to you?
Are you part of a religious or spiritual community? Does it help you? How?

P: Personal spirituality/practices
Do you have personal spiritual beliefs that are independent of organized 

religion? What are they?
Do you believe in God? What kind of relationship do you have with God?
What aspects of your spirituality or spiritual practices do you find most helpful

to you personally? (e.g., prayer, meditation, reading scripture, attending 
religious services, listening to music, hiking, communing with nature)

E: Effects on medical care and end-of-life issues
Has being sick (or your current situation) affected your ability to do the things

that usually help you spiritually? (Or affected your relationship with God?)
As a doctor, is there anything that I can do to help you access the resources 

that usually help you? 
Are you worried about any conflicts between your beliefs and your medical 

situation/care/decisions?
Would it be helpful for you to speak to a clinical chaplain/community 

spiritual leader? 
Are there any specific practices or restrictions I should know about in providing

your medical care? (e.g., dietary restrictions, use of blood products)

If the patient is dying: How do your beliefs affect the kind of medical care you 
would like me to provide over the next few days/weeks/months?
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