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Objective: Recovery-oriented care for patients with schizophrenia in-
volves consideration of cultural issues, such as religion and spirituality.
However, there is evidence that psychiatrists rarely address such topics.
This study examined acceptance of a spiritual assessment by patients
and clinicians, suggestions for treatment that arose from the assess-
ment, and patient outcomes—in terms of treatment compliance and sat-
isfaction with care (as measured by treatment alliance). Methods: Out-
patients with psychosis were randomly assigned to two groups: an in-
tervention group that received traditional treatment and a religious
and spiritual assessment (N=40) and a control group that received only
traditional treatment (N=38). Eight psychiatrists were trained to ad-
minister the assessment to their established and stable patients. After
each administration, the psychiatrist attended a supervision session
with a psychiatrist and a psychologist of religion. Baseline and three-
month data were collected. Resulis: The spiritual assessment was well
accepted by patients. During supervision, psychiatrists reported po-
tential clinical uses for the assessment information for 67% of patients.
No between-group differences in medication adherence and satisfac-
tion with care were found at three months, although patients in the in-
tervention group had significantly better appointment attendance dur-
ing the follow-up period. Their interest in discussing religion and spir-
ituality with their psychiatrists remained high. The process was not as
well accepted by psychiatrists. Conclusions: Spiritual assessment can
raise important clinical issues in the treatment of patients with chron-
ic schizophrenia. Cultural factors, such as religion and spirituality,
should be considered early in clinical training, because many clinicians
are not at ease addressing such topics with patients. (Psychiatric Ser-
vices 62:79-86, 2011)
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ddressing cultural issues asso-
Aciated with health care among

patients with severe mental
disorders is part of recovery-orient-
ed care (1). This is in line with the
concept of “psychiatry for the per-
son,” which has been advanced in re-
cent years by the World Psychiatric
Association. The concept places the
patient’s whole person at the center
of clinical care and health promo-
tion, at both individual and commu-
nity levels (2).

Obviously, religion is part of the
cultural dimension of humans. Reli-
gion, in its broadest sense, encom-
passes spirituality (concern with the
transcendent and with the signifi-
cance and meaning of life and similar
issues) and religiousness (specific be-
havioral, social, and doctrinal prac-
tices and denominational characteris-
tics). Spirituality and religiousness
have been identified as pivotal in the
psychological process of recovery
from severe mental disorders such as
schizophrenia, in that they may pro-
vide meaning and hope in suffering
(3,4). Nevertheless, ways of address-
ing religion in clinical settings remain
to be established, particularly among
individuals with severe disorders,
such as psychosis (5).

Some studies have shown the im-
portance of religion to patients with
psychosis. A study of 406 persons
with persistent mental illness found
that 80% used religious beliefs or
practices to cope with daily difficul-
ties or frustrations, particularly those
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who were experiencing more severe
symptoms (6). Another study of 58
persons with severe mental disorders
showed that they used positive reli-
gious coping strategies; however,
some reported feeling ignored,
judged, or condemned by the reli-
gious community (7). Recently, our
research group conducted a study in-
volving outpatients with schizophre-
nia (8). We found a higher prevalence
of positive religious coping compared
with negative religious coping (that s,
a negative effect of religion, such as
inducing spiritual despair or excessive
guilt). Also, treatment and illness rep-
resentation—that is, patients” ex-
planatory models—{requently in-
volved a spiritual component that was
likely to influence treatment adher-
ence (9). These results were further
replicated by our research group in
Quebec, Canada (10).

These findings suggest that a spiri-
tual assessment could introduce posi-
tive issues into the clinical care of pa-
tients with schizophrenia. However,
the effect of such an intervention has
not been evaluated. As recently noted
by Baetz and Toews (5), research on
practical psychospiritual interven-
tions for patients with psychiatric dis-
orders is limited. It is known that cli-
nicians rarely address religious or
spiritual issues with their patients.
Further investigation is required to
understand what patients seek, and
more specifically, the possibility that a
subgroup of patients may not wish to
share religious or spiritual issues with
clinicians. In addition, it is still not ev-
ident that such an intervention would
be applicable in clinical practice.

The aim of this study was to deter-
mine, in a randomized protocol,
whether patients accept and tolerate
a spiritual assessment by their psy-
chiatrist and to elicit psychiatrists’
feedback on the process. The study
also assessed primary outcomes at
three months (treatment adherence
and satisfaction with care, as meas-
ured by the strength of the thera-
peutic alliance), as well as some sec-
ondary outcomes. We also conduct-
ed a thematic analysis of existential
and interpersonal issues that were
raised during the spiritual assess-
ment and reported by the participat-
ing psychiatrists.
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Methods

Sample

The outpatient clinics in which the
sample was recruited between May
2007 and November 2008 are affiliat-
ed with the Department of Psychiatry
at the University Hospitals of Gene-
va. They offer supportive psychother-
apy, somatic treatments, and rehabili-
tation. Study objectives were de-
scribed in staff meetings, after which
resident psychiatrists were individu-
ally asked to participate. They were in
their postgraduate years—that is,
they had three to eight years of resi-
dential training in psychiatry and psy-
chotherapy. Of the 11 psychiatrists in-
vited to participate, the first eight
who accepted were included.

To ensure that psychiatrists were fa-
miliar with their patients, only patients
who were treated by their current psy-
chiatrists for at least three months
were included in the study. All patients
were stable—that is, they had not been
hospitalized in the previous six months.
Patients were excluded if their clinical
condition prevented them from partic-
ipating in the interviews. The study
was approved by the Ethics Commit-
tee of the University Hospitals of
Geneva. Participants (both patients
and psychiatrists) signed a detailed
written consent form.

Randomization

In each clinic, about 200 patients
were eligible to participate (total of
about 800 eligible patients). To en-
sure random selection, all eligible pa-
tients of each psychiatrist were as-
signed a random number and then
listed in numerical order. Up to 14
patients per clinician were selected
(psychiatrists who worked part-time
had fewer patients in the study). The
first seven patients on the numerical
list were assigned to the intervention
group, which receive standard treat-
ment plus a spiritual assessment by
their psychiatrist. The last seven pa-
tients on the list were assigned to the
control group, which received only
standard treatment. [A flowchart il-
lustrating recruitment and assign-
ment is available in an online supple-
ment to this article at ps.psychiatry
online.org.] Of 117 patients recruit-
ed, 33 (28%) refused to participate.
The final sample included 84 outpa-

tients, with ages ranging from 20 to
60 years, who met ICD-10 (11) diag-
nostic criteria for schizophrenia or
other nonaffective psychoses.

Psychiatrists’ training

Psychiatrists completed an attitude
questionnaire about the integration
of the spiritual dimension into clinical
practice. They then attended a 90-
minute training session during which
they were informed about the ration-
ale for taking into account the spiritu-
al dimension in the treatment of pa-
tients with schizophrenia and how to
conduct a spiritual assessment. They
were made aware of how their own
religious and spiritual experiences
could influence their identity and
worldview, as well as how their atti-
tudes toward such experiences might
introduce biases into clinical assess-
ment and treatment. Finally, psychia-
trists were reminded to show respect
for patients with different religious
and spiritual backgrounds.

Initial assessment

The Mini-International Neuropsychi-
atric Interview (12) was used to assess
current or past diagnosable psychi-
atric illnesses. The Positive and Neg-
ative Syndrome Scale (13) was also
administered to patients. Psychoso-
cial adaptation was measured by the
Global Assessment of Functioning
(14), the Social Functioning Ques-
tionnaire (15), and the World Health
Organization Quality of Life instru-
ment (WHOQOL-BREF) (16). Satis-
faction with care was evaluated with
the Client Satisfaction Questionnaire
(CSQ) (17). A measure of recovery
from mental illness, the Recovery As-
sessment Scale (18), was also used.
Number of hospitalizations, number
of days spent in the hospital, history
of suicide attempts, treatment adher-
ence (as assessed by the rate of atten-
dance at clinical appointments during
the past three months) were also doc-
umented, and the Medication Adher-
ence Rating Scale was used (19). The
therapeutic relationship between the
therapist and the patient was assessed
with the patient and therapist ver-
sions of the Working Alliance Inven-
tory (French translation) (20), which
was also considered a measure of the
patient’s satisfaction with care. As-
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sessment was performed by trained
psychologists blind to the patient’s
group assignment.

Intervention

Patients in the intervention group
were assessed by their psychiatrist,
who used a semistructured interview
guided by the topics listed in the box
on this page (21). After each assess-
ment, the psychiatrist met with two of
the authors (PH and P-YB), a psychi-
atrist and a psychologist of religion, in
a supervisory session at which the in-
dividual patient was discussed for ten
to 40 minutes, depending on the clin-
ical context. During these meetings,
the participating psychiatrist reported
the outcome of his or her spiritual as-
sessment and was given guidance and
advice, similar to clinical coaching;
when needed, a more thorough dis-
cussion from a psychotherapeutic
perspective was undertaken.

Assessment of the intervention

At the supervision session, psychia-
trists” suggestions for treatment that
arose from information that they had
gathered in the spiritual assessment
were documented. Four of the au-
thors (PH, P-YB, SM, and IR) used a
consensus process to categorize the
suggestions into themes (22) and then
rated them according to their impor-
tance: likely to be helpful or should
be carefully monitored over time (for
example, foster socialization of the
patient); a subject of importance (for
example, discussion of the patients
religion as an important identity com-
ponent); and a major influence in the
patient’s life, in care, or in the thera-
peutic relationship (for example, dis-
cussion of a patient’s religious belief
that competes with pharmacological
treatment and that is likely to lead to
nonadherence and relapse).

Before the spiritual assessment, a
semistructured interview and visual-
analogue scales were used to evaluate
patients’ willingness to undergo the
assessment. After the assessment,
similar methods were used to assess
their acceptance of and satisfaction
with the procedure. A semistructured
interview and visual-analogue scales
were also used to evaluate each clini-
cian’s perceptions of the spiritual as-
sessment conducted for each patient.

Topics covered in the religious and spiritual assessment

Religious and spiritual history
Family background
Religious education

Significant changes in religious beliefs or practices
Effect of the illness on spirituality or religiousness
Current spiritual or religious beliefs and practices

Religious preference

Spiritual beliefs

Private religious practices
Organizational religious practices

Support from the religious community

Subjective importance of religion in general

In day-to-day life
To give meaning to life

Subjective importance of religion in coping with the illness

To give meaning to the illness
To cope with symptoms
To get comfort

Coping style (self-directing, deferring, or collaborative)

Synergy of religion with psychiatric care

Control group

For the control group, psychiatrists
were instructed to avoid speaking
about religious issues during the
three-month follow-up period unless
patients spontaneously brought up
the subject.

Three-month follow-up

Three months after the initial assess-
ment, the primary outcome meas-
ures—the Medication Adherence
Rating Scale (19) and Working Al-
liance Inventory (20)—were read-
ministered, as were the clinical and
psychosocial measures described
above. As noted above, patients” and
clinicians’ subjective opinions about
the spiritual assessment were elicit-
ed by use of open questions with a
quantitative evaluation by visual-
analogue scales. Regular attendance
at clinical appointments was moni-
tored and compared with attendance
during the period before the initial
assessment.

Statistical analysis

Comparisons at baseline between the
intervention and control groups were
analyzed with chi square and inde-
pendent t tests, with a probability lev-
el of .05. Linear mixed models with
maximum likelihood estimation were
used to analyze between-group dif-
ferences in outcome measures, with
treatment time as a fixed effect and
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the individual a random effect, as de-
scribed elsewhere (23). The subject-
specific random intercept was includ-
ed in order to relax the assumption of
conditional independence in the re-
sponses of the same person. Compar-
isons of patients’ outcome measures
between psychiatrists were analyzed
with chi square tests, Wilcoxon rank
tests, and Kruskal-Wallis tests, with a
probability level of .05. Statistical
analyses were performed with Stata,
version 10.

Results

Initial assessment
Sociodemographic and clinical data
for the two groups are presented in
Table 1. No significant between-
group differences were found for any
variable except living alone: a greater
proportion of patients in the control
group lived alone (y*=8.61, df=2,
p<.05).

Acceptance of the intervention

Overall, spiritual assessment was well
tolerated by the patients, and none of
them spontaneously expressed con-
cerns to their psychiatrists. Patients’
desire to address spiritual issues was
independent of psychiatrists’. Psychi-
atrists did not consider this interven-
tion as contraindicated for any pa-
tient. Five patients reported that
their religious beliefs conflicted with
their expectations for treatment, al-
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Table 1
Demographic and clinical characteristics of 84 outpatients with schizophrenia or
another nonaffective psychosis at baseline, by treatment group

Spiritual
assessment Control group Total
group (N=42)  (N=42) (N=84)
Characteristic N % N % N %
Male 26 62 25 60 51 61
Marital status
Single 27 64 28 67 55 66
Married 7 17 4 10 11 13
Divorced or separated 8 19 10 23 18 21
Without children 35 83 36 86 71 85
Living situation®
Alone 6 14 17 41 23 27
With family 17 41 8 19 25 30
In a sheltered home 19 45 17 40 36 43
With professional education 21 50 18 43 39 46
Without remunerated work 26 62 29 69 55 66
With a disability allocation 40 95 37 88 77 92
History of a suicide attempt 12 29 8 20 20 24
Age (M=SD) 42+11 42+9 42+10
Duration of illness (M£SD years) 16+9 159 15+9
Hospitalizations
Lifetime number 8+9 9+10 8+9
Cumulative time hospitalized
(M+SD months) 11+23 11+16 11+20
Missed appointments (M=SD %)P 10+18 7+18 9+18
Positive and Negative Syndrome
Scale (M+SD score)®
Positive symptoms 14+7 13+5 14+6
Negative symptoms 14+6 16+7 15+6
General symptoms 29+7 27+8 28+8
Total 58+15 56+15 57+15
Global Assessment of Functioning
(mean=SD score)d 51+9 52+11 52+10
Social Functioning Questionnaire
(mean+SD score)®
Frequencies of activities 27+5 26+4 27+5
Satisfaction with activities 31+4 30+3 304
WHO Quality of Life Instrument
(MxSD score)’
General quality of lifes 3.5+.9 3.7+0.8 3.6+.9
General satisfaction with health8  3.3+1.2 3.5+0.9 3.4=+1.0
Physical 6117 61+11 61+1
Psychological 61£15 59+16 60+16
Social 51+24 53+21 52+22
Environmental 64+14 62+15 63+14
Client Satisfaction Questionnaire
(mean=SD score)! 25+4 24+4 24+4
Medication Adherence Rating
Scale (mean+SD score)!
Medication adherence behavior ~— 3.7+.8 3.6+.9 3.6+.9
Attitude to taking medication 2.9+1.1 2.7+1.0 2.8+1.0
Negative side effects and attitudes
to psychotropic medication 1.2+.9 1.3+.9 1.3+0.9
Working Alliance Inventory,
patient version (M+SD score)]
Bonds 21+4 21+4 21+4
Tasks 21+5 21+5 21+5
Goals 22+4 21+5 22+5
Total 65+13 62+14 63+13
Working Alliance Inventory,
therapist version (M+SD score)’
Bonds 21+3 20+3 21+3
Tasks 20+5 20+4 20+4

Continues on next page

though such conflict was reported in
only two of the postassessment super-
vision sessions. As shown in Table 2,
at baseline more than a quarter of pa-
tients in both groups strongly wished
to discuss religion and spirituality
with their psychiatrist. At the three-
month follow-up, patients in the spir-
itual assessment group maintained
their interest, whereas many patients
from the control group were no
longer interested. Moreover, only
three patients (8%) in the interven-
tion group missed appointments dur-
ing the three-month follow-up, com-
pared with ten patients (26%) in the
control group (x*=4.97, df=1, p=.03).

Table 3 presents data from the psy-
chiatrists’ evaluation of the spiritual
assessment. Before the study, religion
was rarely discussed with patients.
Clinicians reported being highly mo-
tivated to assess spirituality, despite a
lack of training and time. However,
after the study they did not seem en-
thusiastic. Most of their answers
about the study were politely in the
midrange, both for the practice of
spiritual assessment itself and the su-
pervision. Furthermore, some clini-
cians were concerned about going
outside their field—that is, becoming
involved in topics pertaining to chap-
lains or clergy. This finding supports
the supervisors” impression that not
all the psychiatrists were greatly in-
terested in the process.

For each patient, the psychiatrist
evaluated the contribution to clinical
care of the spiritual assessment and
supervision by using a visual-ana-
logue scale, with a range from 0, no
contribution, to 10, essential. The
overall median was 4. For the first
quarter of patients assessed, median
scores were 1 or below, whereas me-
dian scores were 6 or higher for the
last quarter of patients assessed. The
scores indicate that at least for the
latter patients, clinicians considered
the spiritual assessment and supervi-
sion important. A significant correla-
tion was found between the positive
impact of the intervention expressed
during supervision and the value that
psychiatrists attributed to the inter-
vention (r=.42, p<.01), indicating
that interventions with better out-
comes were more appreciated by the
psychiatrists.
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Outcomes at three months

Data on outcome measures are pre-
sented in Table 4. After three months,
contrary to our expectations, no dif-
ferences were found across groups in
primary and secondary outcome
measures, except for “willingness to
ask for help” (as assessed by the Re-
covery Assessment Scale), which re-
mained higher in the intervention
group than the control group. Also,
the intervention group had better at-
tendance at clinical appointments
during the follow-up period (t=—2.45,
df=1, p=.02).

We also compared patients’ out-
come in regard to their investment in
spirituality. We selected patients from
both groups for whom religion was
important according to their scores
on the item “importance of beliefs in
daily life” in the WHOQOL-BREF
questionnaire (17 patients in the in-
tervention group and 15 in the con-
trol group). We found no significant
between-group difference. We also
selected the 28 patients from the in-
tervention group whose psychiatrist
had proposed suggestions for their
treatment in the postassessment su-
pervision session and compared their
outcomes with those of all patients in
control group. No significant differ-
ence was found between groups. Fi-
nally, we evaluated outcomes by psy-
chiatrist and found no significant ef-
fect—that is, no psychiatrist obtained
better outcomes than others.

Themes raised in the assessment
At the supervision session, psychia-
trists made suggestions for treatment
related to the spiritual assessment for
28 of the 42 patients (67%). The the-
matic analysis of suggestions yielded
six themes. In order of importance,
the themes were support positive
coping (most frequent); work on
identity and values; differentiate
delusion from faith and work on this
issue; mobilize the patient toward
clergy, chaplains, or a religious com-
munity; work on negative religious
coping; and work on representations
of psychiatric disorder and treatment
from a religious perspective. [An ap-
pendix with ratings of importance and
examples of the suggestions for treat-
ment is available as an online supple-
ment at ps.psychiatryonline.org. ]

Table 1

Continued from previous page

Spiritual
assessment Control group Total
group (N=42) (N=42) (N=84)
Characteristic N % N % N %
Goals 20+4 20+4 20+4
Total 61+11 60+10 61+11
Recovery Assessment Scale
(M=SD score)k
Personal confidence and hope 31+6 33+5 32+6
Willingness to ask for help 12+2 12+2 12+2
Goal and success orientation 18+4 19+4 19+4
Reliance on others 15+3 15+3 15+3
No domination by symptoms 10+3 9+3 10+3
Attendance at clinical appointments
(M£SD visits) 90+18 92+18 91+18

a X2:8.61, df=2, p<.05, for the difference between groups

b In the three months before study entry

¢ Possible scores range from 7 to 49 for positive and negative symptoms, 16 to 112 for general symp-
toms, and 30 to 210 for total score, with higher scores indicating more severe symptoms.

d Possible scores range from 1 to 100, with higher scores indicating better functioning.

¢ Possible scores range from 8 to 40, with higher scores indicating more activities or satisfaction.

' WHO, World Health Organization. Possible scores range from 0 to 100, with higher scores indi-
cating better quality of life.

% The two questions about general satisfaction are asked at the beginning and are interpreted sepa-
rately. Possible scores range from 1 to 5, with higher scores indicating better quality of life or sat-
isfaction with health.

I Possible scores range from 8 to 32, with higher scores indicating better satisfaction.

I Possible scores range from 0 to 4 for medication adherence and attitude, with higher scores indi-
cating higher adherence. Possible scores range from 0 to 2 for negative side effects and attitudes
to psychotropic drugs, with higher scores indicating a less negative attitude.

i Possible scores range from 4 to 28 for bonds, tasks, and goals scales and 12 to 84 for total score,
with higher scores indicating higher quality of the working alliance, from the point of view of the
patient or the therapist.

k Possible scores range from 9 to 45 for personal confidence, 3 to 15 for willingness to ask for help,
5 to 25 for goal orientation, and 4 to 20 for reliance on others and no domination by symptoms,
with higher scores indicating better self-confidence or success orientation.

Table 2

Patients’ responses at two time points to a question about whether they wished
to speak with their psychiatrist about religion and spirituality, by treatment
group?

Spiritual
assessment group Control group
(N=40) (N=38)
Time point and response N % N %
At baseline
Not at all or a little 19 48 20 54
Average 10 26 6 16
A lot or totally 10 26 11 30
At 3-month follovv-upb
Not at all or a little 20 51 26 70
Average 7 18 7 19
A lot or totally 12 31 4 11*

* Data were missing for one person in each group.
b Wilcoxon rank test=—1.96, p<.05, for the difference between treatment groups
*p<.02, Wilcoxon paired-rank test=—2.41
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Table 3

Median scores of eight psychiatrists on an evaluation of the spiritual assessment,

before and after study participation®

Evaluation item Before After
Assessed patients’ religion or spirituality before the study 2.0 —
Level of motivation to participate 8.0 —
Adequate training to address the subject with patients 4.0 4.5
Concerns about going outside his or her field 3.0

Enough time to address the subject with patients 3.0 5.0
Belief that patients will accept spiritual assessment 6.5 —
Benefit of performing spiritual assessment with patients — 4.0
Benefit of coaching by supervision — 55

 Possible scores range from 0 to 10, with higher scores indicating a more positive view.

Discussion
This study evaluated outcomes of pa-
tients with psychotic disorders who
agreed to a spiritual assessment by
their psychiatrist. The assessment was
well tolerated by all patients. More-
over, their wish to discuss religious
matters with their psychiatrist persist-
ed after the spiritual assessment.
Even though clinicians acknowledged
the usefulness of the supervision for
some patients, especially when reli-
gion was important in the clinical care
of a patient, they reported only mod-
erate interest in conducting spiritual
assessments in clinical settings. No
differences between the intervention
and control groups in the primary
outcome measures—the Medication
Adherence Rating Scale and the
Working Alliance Inventory (used as
an indicator of patients’ satisfaction
with care)—were observed at the
three-month follow-up. However, at-
tendance at clinical appointments
during the follow-up period was sig-
nificantly higher in the intervention
group. The same results were found
when analyses were restricted to pa-
tients who had a greater investment
in religion and to patients whose psy-
chiatrist had proposed suggestions for
their treatment based on the informa-
tion gathered in the assessment.
Patient-level factors may explain
some outcomes. Patients in this study
had chronic schizophrenia—some for
more than 30 years. In this context,
their clinical and social conditions
were not likely to change. However,
patients” willingness to ask for help
remained high at baseline and follow-
up in the intervention group, and it
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fell off slightly but significantly in the
control group. Appointment atten-
dance was also significantly higher in
the intervention group than in the
control group. The ability to ask for
help has been associated with a po-
tentially higher recovery rate in schiz-
ophrenia, which is attributable to bet-
ter integrative and less avoidant cop-
ing strategies (24). For patients who
are believers, having a relationship
with a spiritual figure can provide a
sense of security in the face of distress
(25). Thus supporting patients™ posi-
tive religious coping, which was the
most frequent suggestion for treat-
ment in this study (suggested for 17
patients), may foster more secure at-
tachment patterns for some patients.
In a broader sense, the value attrib-
uted to positive religious coping in
this study highlights the relevance of
addressing cultural issues, such as re-
ligion and spirituality, in patient care,
even though our expectation was not
supported that satisfaction with care
(a factor likely to change) would im-
prove after spiritual assessment.
Factors related to the psychiatrists
may also partly explain our overall re-
sults. The clinicians in the study were
mostly young residents, and most had
not received extensive training about
the interface between culture and
medicine. They found the idea of per-
forming a spiritual assessment novel
because they had not conducted any-
thing similar in their work with pa-
tients. The 90-minute training session
and the individual supervision ses-
sions may not have been sufficient to
familiarize them with this topic. Even
though we observed clinicians ex-

press interest in information obtained
in the assessment and in the coaching
provided in supervision sessions, it
may be that in the relatively short
time they had spent with these pa-
tients, complex issues such as those
raised in the spiritual assessment
were not fully explored.

To our knowledge, this study is the
first to examine an individual spiritual
intervention for patients with psy-
chosis. Most studies of the interface
between psychosis and religion ad-
dress ways to disentangle religious
delusions from healthy spirituality
and religiousness (26) or examine
group treatments involving spirituali-
ty (27). There is little evidence-based
knowledge about how to intervene ef-
fectively in regard to religious issues
with patients who have psychiatric
disorders (5). Short interviews, such
as HOPE (source of Hope or mean-
ing, Organized religion, Personal
spirituality or Practices, and Effect on
medical care or End of life) (28), have
been developed; nevertheless, fur-
ther studies are needed to evaluate
their implementation in populations
with psychosis.

The study had some limitations.
First, cultural context is likely to
have influenced the results, and the
study should be replicated in other
areas. Only patients in the interven-
tion group received additional atten-
tion from the psychiatrists, who ex-
plored and discussed patients’ per-
sonal beliefs, which may have intro-
duced significant bias. The addition-
al time invested by the psychiatrists
could have made a difference, an ef-
fect having little to do with the focus
on spiritual issues. Furthermore,
psychiatrists received supervision
only for patients in the intervention
group, and supervision itself could
have altered patients” outcomes. Pa-
tients signed an informed consent
form to participate in the study and
then were randomly assigned to the
intervention or control group. The
latter patients might have been dis-
appointed at not having received a
spiritual assessment, which may have
altered their evaluations.

Other limitations were noted
above: the short training session and
the lack of commitment among some
clinicians. Issues raised in a spiritual
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Table 4

Three-month outcomes of 78 outpatients with schizophrenia or another nonaffective psychosis, by treatment group

Spiritual assessment group (N=40)

Control group (N=38)

Baseline Follow-up Baseline Follow-up

Outcome measure M SD M SD M SD M SD  Beta p*
Client Satisfaction Questionnaire® 25 4 25 4 25 3 24 5 -.05 94
Medication Adherence Rating Scale®

Medication adherence behavior 3.7 8 3.6 9 3.6 1.0 3.5 9 .09 .64

Attitude to taking medication 2.9 1.0 3.1 1.1 2.7 1.1 3.1 1.1 .03 .87

Negative side effects and attitudes to

psychotropic medication 1.2 9 1.2 8 1.3 9 1.1 8 01 94

Working Alliance Inventory, patient versiond

Bonds 21 4 22 4 21 4 22 5 .05 .96

Tasks 21 5 22 5 21 4 23 4 —.56 51

Goals 22 4 23 4 22 4 24 4 13 .88

Total 64 13 67 12 64 11 69 13 -.22 .93
Working Alliance Inventory, therapist versiond

Bonds 21 3 20 4 21 3 20 3 —.14 .84

Tasks 20 5 19 5 20 4 20 4 -52 .56

Goals 20 4 19 5 20 3 20 4 —.48 54

Total 61 11 58 13 61 9 60 10 -.98 .67
Positive and Negative Syndrome Scale®

Positive symptoms 14 6 13 5 13 5 14 6 .38 .73

Negative symptoms 14 6 16 7 16 7 16 7 -1.24 .36

General symptoms 28 6 30 8 28 8 30 8 25 .87

Total 56 12 60 16 57 16 60 17 —-41 .89
Global Assessment of Functioningf 51 8 51 9 52 11 51 10 -37 .85
Social Functioning Questionnaire?

Frequencies of activities 27 5 26 4 26 4 26 4 -.03 97

Satisfaction with activities 31 4 29 4 30 3 30 4 31 .69
WHO Quality of Life Instrument”

General quality of life! 3.4 9 3.5 1.0 3.6 8 3.6 8 -13 45

General satisfaction of health' 3.3 1.2 3.1 1.0 3.4 9 3.2 1.1 -16 44

Physical 61 18 58 16 60 11 60 11 -17 95

Psychological 61 16 58 18 57 16 58 14 2.2 51

Social 51 24 54 20 54 20 55 16 1.92 .64

Environmental 64 14 62 17 61 15 62 10 1.86 51
Recovery Assessment Scalel

Personal confidence and hope 31 6 31 5 32 5 32 5 =77 46

Willingness to ask for help 12 2 12 1 12 2 11 2 75 .04

Goal and success orientation 18 4 19 4 18 4 19 4 A1 .89

Reliance on others 15 3 14 3 14 3 14 3 -.28 .66

No domination by symptoms 10 3 9 3 9 3 9 3 .16 78

2 Based on linear mixed models with maximum likelihood estimation

b Possible scores range from 8 to 32, with higher scores indicating better satisfaction.

¢ Possible scores range from 0 to 4 for medication adherence and attitude, with higher scores indicating higher adherence. Possible scores range from 0
to 2 for negative side effects and attitudes to psychotropic drugs, with higher scores indicating a less negative attitude.

4 Possible scores range from 4 to 28 for bonds, tasks, and goals scales and 12 to 84 for total score, with higher scores indicating higher quality of the work-
ing alliance, from the point of view of the patient or the therapist.

¢ Possible scores range from 7 to 49 for positive and negative symptoms, 16 to 112 for general symptoms, and 30 to 210 for total score, with higher scores

indicating more severe symptoms.

I Possible scores range from 1 to 100, with higher scores indicating better functioning.

& Possible scores range from 8 to 40, with higher scores indicating more activities or satisfaction.

" WHO, World Health Organization. Possible scores range from 0 to 100, with higher scores indicating better quality of life.

! The two questions about general satisfaction are asked at the beginning and are interpreted separately. Possible scores range from 1 to 5, with higher
scores indicating better quality of life or satisfaction with health.

I Possible scores range from 9 to 45 for personal confidence and hope, 3 to 15 for willingness to ask for help, 5 to 25 for goal and success orientation,
and 4 to 20 for reliance on others and no domination by symptoms, with higher scores indicating better self-confidence or success orientation.

assessment might best be addressed
in repeated supervision sessions over
several months, as in psychotherapy
training. Thus additional supervision
may have led to different outcomes.
The themes raised in the supervision

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org

session were categorized by consen-
sus. The themes overlap to some ex-
tent (see examples in the online ap-
pendix). Thus the categorization of
themes should be considered tenta-
tive. Finally, the high refusal rate
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should be noted. Some potential par-
ticipants may have been ill at ease at
the prospect of talking about sensitive
issues, such as treatment incompati-
bility with the person directly respon-
sible for their care.
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Conclusions

Despite these limitations, the qualita-
tive results of this study support a
more person-centered approach to
mental health care as recommended
by the World Psychiatric Association.
“Psychiatry for the person” empha-
sizes the need to assess both illness
and protective factors (resilience, re-
sources, and supports) (2). Baetz and
Toews (5) noted that that evidence-
based knowledge is lacking about how
to manage religious issues with psy-
chiatric patients. From this perspec-
tive, we showed that a spiritual as-
sessment was well tolerated by pa-
tients with psychosis and that a large
portion of the assessments raised is-
sues judged to be important to clini-
cal care. Some of these issues are easy
to incorporate in usual clinical set-
tings, such as supporting patients’ re-
ligious coping or helping mobilize
them toward clergy or a religious
group in the community. Other is-
sues, such as use of religious topics to
help patients work on identity, may be
more difficult to implement because
of their psychotherapeutic nature.
Other issues warrant immediate con-
cern because of their clinical implica-
tions, such as disentangling faith from
religious delusion or addressing a pa-
tient’s belief that might lead to rejec-
tion of treatment. The moderate in-
terest in spiritual assessment that we
noted among many psychiatrists un-
derscores the need for incorporating
training in cultural issues early in the
medical school curriculum. Also,
more in-depth and repeated supervi-
sion sessions devoted to this topic
should be implemented and assessed,
both in research settings and in the
clinical practice of residents, in order
to better address religious and spiri-
tual issues.
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