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Religion in primary care
Let’s talk about it

John Guilfoyle MB BCh BAO FCFP  Natalie St Pierre-Hansen

Religion continues to be an important element 
in the lives of many of our patients, despite an 
increase in atheism, and even antitheism, in aca-

demic and popular press.1 A 2008 Harris-Decima poll 
found that 72% of Canadians believed in God.2 Interest 
in the integration of spirituality, religion, and medicine 
is increasing: there are more than 1600 published stud-
ies on the relationship between religion and mental and 
physical health.3,4

The broad concept of spirituality fits well with family 
medicine’s perception of holistic care. But for many of 
our patients, spirituality means religion. Although often 
used interchangeably, religion and spirituality are dif-
ferent. They can inform each other but are separate. 
Religions create, at times, very distinct identities, behav-
iour, and expectations. This is quite distinct from the 
more amorphous, less delineated, more nebulous notion 
of spirituality. In many social scenarios, religion div-
ides people and we often shy away from discussing it. 
But how relevant is religion in the care and healing of 
our patients? Are physicians more comfortable with the 
concept of spirituality and less so with religion? Can it 
be a dimension in the patient-physician interaction, and 
how is it best addressed?

Throughout human history man has sought a tran-
scendent explanation of his existence. The varied stor-
ies of the world’s great faiths give eloquent testimony 
of this across the expanse of time and the divide of cul-
ture. Religion attempts to answer that eternal question: 
What is the purpose of existence? The answer seems 
to be 2-fold. The first is the relationship of man with 
the divine, with what many call God. This relationship 
extends beyond the limits of our corporeal reality to the 
spiritual realm with its notions of infinite and eternal. 
The second purpose of existence focuses on our rela-
tionship with others. The emphasis is to become useful 
and productive members of society, thus contributing to 
our personal well-being and that of others.

Religion and health
Religion’s contribution to health and well-being is con-
troversial. History reveals how religion has directly con-
tributed to wars, suffering, and destruction. Yet whatever 
the devastation laid at the feet of religion, it has eas-
ily been exceeded by that of man-made creeds. The 

horrors, particularly in the past 100 years, of fascism, 
imperialism, communism, socialism, capitalism, and 
racism come readily to mind. Still, this is hardly a ring-
ing endorsement for the positive contribution of religion 
to the health of the human family.1

Despite this rather gloomy analysis, accounts abound 
of religion helping people live lives that are rich with 
meaning and significance. It influences individuals 
and groups to come to the assistance of others. The 
Christian concepts of agape and caritas, and their fel-
lows, such as zakat in Islam and similar concepts in 
all the great religions, speak to a preoccupation with 
assisting in the well-being of others. This has given rise 
to endeavours, particularly in education and health care, 
that have benefited countless millions.

If we take the position that religion can contribute 
positively to the human condition, it might be helpful to 
understand how this is achieved.

It is not clear what elements of religion are essen-
tial. Are the intrinsic elements of one’s relationship with 
God most important? Are the extrinsic elements of reli-
gious practices and relationship with community more 
important? Social cohesion might lessen conflict and pro-
mote health. Altruism, philanthropy, and caring for others 
might be key elements, almost paradoxically, in caring 
for oneself. Perhaps the interplay between the highly per-
sonal and private relationship with God becomes fully 
evolved only when it is expressed tangibly in helping 
others and contributing in a meaningful way to society.

Most studies on this topic use religious attendance as 
a measure for extrinsic religiosity.5 Studies examining 
intrinsic elements are harder to evaluate (and less com-
mon) than those evaluating religious commitment, as 
they lack consensus on the term spirituality and struggle 
to measure an intangible concept.6

A literature review found that 80% of the relevant 
studies showed a positive association between reli-
gious commitment (using various measures of religious 
involvement) and health status, with 15% showing 
neutral associations and 5% showing negative asso-
ciations.7 Studies on religious commitment and mental 
health showed very similar percentages (83% positive, 
14% neutral, and 3% negative).8 Religiosity was also 
associated with longer life expectancy.6 One American 
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study in 1998 (n = 232) examined the relationship 
between religious attendance and recovery from heart 
surgery. Six months after surgery, 11% of the nonreli-
gious patients had died while none of the 37 “deeply 
religious” patients had died.9

Others are more critical of the data. Sloan and col-
leagues’ 1999 analysis finds methodologic issues to be 
abundant in the existing studies, including failure to 
control for multiple comparisons and for confounding 
variables and covariates. They conclude that the evi-
dence is “weak and inconsistent.”4 In a 2010 Gallup 
poll (n = 550 000) that controlled for a number of demo-
graphic and geographic variables,10 people who con-
sidered themselves very religious had only slightly higher 
physical health index scores than those who were not 
religious (78.0 vs 76.6).10

Despite flaws in most studies, some do control for 
confounding variables and suggest that the relationship 
between religious attendance or observance and health 
status is causative.11 Religious attendance requires get-
ting to services and might simply be associated with 
mobility, a marker of health. Matthews and colleagues 
highlight studies that suggest an inverse relationship 
between attendance and disability.6 They examine the 
suggestion that religious attendance simply leads to 
health-promoting behaviour. Yet, when controlling for 
such behaviour, the positive effects of religion remained.6

Spiritual discussions with patients
How do we approach our patients who are religious? Is 
religion merely another cultural variable or a marker for 
other factors that better explain variability in disease 
and health? Is it enough for physicians to know of var-
ied cultural elements of the many religions—a form of 
cultural competence? How do we assess and help those 
who do not belong to a defined religion, yet for whom 
the spiritual dimension of health is important?

The percentage of patients who want to be asked 
about their spiritual beliefs ranges greatly (4% to 80%) 
depending on the setting12 and severity of their ill-
nesses.13-15 A 2003 American multicentre survey (n = 456) 
showed that one-third of primary care patients wished to 
be asked about religious beliefs during routine visits, but 
not at the expense of discussing their medical concerns.12

A 2002 American random-digit-dial telephone 
survey (n = 1052) found that while 69% would want 
spiritual discussions if seriously ill, only 3% would 
want those discussions with physicians.5 Ambulatory 
care patients (n = 177) expressed a higher desire to 
discuss spirituality with physicians: 66% said that reli-
gious inquiry would increase their trust in the phys-
ician and almost 50% indicated religious beliefs would 
influence their medical decisions.13

There are no known Canadian studies examining 
physicians’ perspectives on religious discussion in their 

practices. What is clear from the American data is that 
even when physicians strongly believe that religion or 
spirituality has an influence on health,16,17 they rarely dis-
cuss religion with their patients.18-21 The reasons include 
lack of time, lack of training in taking spiritual histories, 
concerns about projecting personal beliefs, difficulty 
identifying receptive patients, physician upbringing, cul-
ture, and their own lack of spirituality.20,21

Sloan and colleagues acknowledge positive and 
negative effects of religious-oriented dialogue. They 
identify several ethical issues around the involvement of 
religion as adjunctive medical treatment and argue that 
it might be an abuse of physicians’ power and authority 
if they appear to be imposing their beliefs upon patients. 
They suggest the possibility that religious discussion 
might actually do harm, as linking religion with health 
might reinforce self-blame and the idea that illness is 
due to insufficient faith.4 Rumbold also suggests that 
spiritual care might be counterproductive, as spirituality 
enhances autonomy, which could be eroded by a doc-
tor’s involvement.22 He suggests that “the experts will 
have taken over this aspect of life as well.”22

Successful interventions in this area require a high 
degree of personal and spiritual maturity.23 This requires 
the physician to reflect on his or her approach to reli-
gion and on a spiritual dimension of health. Increased 
attention to this in preclinical training seems logical so 
that the ethical dimensions are explored in tandem with 
other relevant cultural domains.

Spiritual assessment should “seek to elicit the 
thoughts, memories and experiences that give coher-
ence to a person’s life.”22 It need not be an intrusive or 
invasive process. It opens another chapter in the story 
of the life of a patient. It might help us understand how 
and why patients approach their lives, and give us a 
richer understanding of how individual patients interpret 
the challenges they face. It might assist the therapeutic 
alliance in useful and unexpected ways. The very act of 
acknowledging a spiritual dimension in health allows 
the patient to know that we are sensitive to needs, 
aspiration, and concerns in this arena.

There is a danger here. If we blunder into the spiritual 
or religious journey of another with judgmental, insensi-
tive, and unhelpful comments and analyses, we will do 
more harm than good. Another caveat, physician know 
thyself, rings particularly true in this arena. We will be 
called upon to examine our own worldview with respect 
to religion and our inherent biases.

A better understanding of how religion can affect 
our health has important implications for training, for 
practice, and for research. If we take the position that 
religion can contribute to the well-being of the individ-
ual and, by extension, society, family physicians might 
find it useful to understand and encourage its heuristic 
effect. This challenges us to research this area further, 
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particularly in Canada. It adds another dimension to the 
physician-patient relationship and asks us to look at the 
communities we serve with a new lens.

Religion is an important aspect in the lives of so many 
in our world. Perhaps we can help it to be both helpful 
and healthful. 
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