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Abstract 7 

 8 

Background:  GPs have a wide range of attitudes to spirituality which contribute to variations in the spiritual 9 

care they report to practice.  10 

 11 

Aim/Objective: To assess concepts of spirituality and their application in a sample of GPs trainers. To explore 12 

statistically the relationship between personal spiritual affiliation, attitudes to, and reported practice of, 13 

spiritual care. To examine whether GP trainers consider training in spiritual care to be adequate. 14 

 15 

Methods:  Questionnaire: 87 GP trainers at a GP trainer’s workshop using Likert scale responses. Multinomial 16 

trend tests to analyse the relationships between “concept of spirituality” and attitude to, or practice of, spiritual 17 

care. Cluster and latent class analysis to investigate whether groups of GPs are categorically different from each 18 

other. 19 

 20 

Results:  GPs considered spirituality to be a meaningful, useful but unclear concept. 7/87 stated they did not 21 

wish involvement in spiritual care, 24 had reservations, 40 were pragmatically willing and 11 expressed 22 

keenness. 31/87 report they tend not to discuss spiritual matters. Only 9/87 reported receiving adequate 23 

training in spiritual care. Latent class analysis suggests two thirds are pragmatic supporters of spiritual care and 24 

one third are tentative sceptics.  25 

 26 

Conclusion: GPs vary widely in their attitude to and practice of spiritual care. Two distinct groups were 27 

identified – tentative sceptics and pragmatic supporters. Training for spiritual care is perceived to be 28 

inadequate. 29 

 30 
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 33 

Background 34 

 35 

General Practitioners are advised of the importance of spiritual factors in the assessment and treatment of 36 

patients (1–3) and taking these into account is now considered essential by the General Medical Council – UK 37 

(4) and affirmed by international GP bodies. (5) Although small exploratory studies exist for referral to 38 

chaplaincy services(6,7) little evidence exists to show how the concept of spirituality is incorporated into GP 39 

consulting and whether GPs can effect patient outcomes by offering spiritual care. 40 

 41 

The current medical paradigm and cultural context may provide a challenging environment for discussions of 42 

spirituality and may  receive mixed responses from patients. (8) Questions remain about the degree to which 43 

doctors offer any standardised concept of spirituality or spiritual care. (9)Studies repeatedly show that although 44 

GPs may feel they have a role in spiritual care (10) they can be uncomfortable with spiritual, religious and 45 

existential concerns of patients and may both fear crossing boundaries and struggle to find a connecting 46 

language. (11,12) GPs who  do address spiritual needs, rely partly on personal attributes or religious 47 
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affiliation(13), applying intuitive and unsystematic approaches(14) rather than those based on professional 48 

training or evidence.   49 

 50 

Progress has been made towards consensus definitions for spirituality in health care, for example that 51 

published by Puchalski:  “Spirituality is the aspect of humanity that refers to the way individuals seek and express 52 

meaning and purpose and the way they experience their connectedness to the moment, to self, to others, to 53 

nature, and to the significant or sacred,” (15) However, our previous qualitative work suggests that despite this 54 

there are large variations in how this concept is understood and applied clinically, including in primary care. 55 

(16,17) Little is known about GP training adequacy apart from one study which investigated and reported very 56 

low levels of training in spiritual care among GPs in the UK. (18)  57 

 58 

Prior to this study we conducted detailed interviews with 19 Scottish GPs, sampled to maximize diversity of 59 

spiritual affiliation, using an approach informed by grounded theory. The aim of this was to create a deep 60 

description of the concept of spirituality which GPs hold, their attitudes to spiritual care and patterns of its 61 

provision. Thematic analysis of these interviews discovered seven related and overlapping concepts of 62 

spirituality, four attitudes to spiritual care and four reported patterns of spiritual care. These are summarised 63 

below. 64 

 65 

Table 1 – summary of concepts, attitudes and reported practice of spiritual care from interview study 66 

 67 

 68 

This provides, to our knowledge, the first typology of concepts of spirituality, attitudes to and reported practice 69 

in relation to spiritual care.  70 

 71 

Aims of the study 72 

 73 

1. To determine to what extent our previous descriptions of GPs’ concepts, attitudes and practice in 74 

relation to spiritual care are valid in a more generalisable group.  75 

2. To examine statistical associations between these concepts, attitudes and modes of practice, and to 76 

determine to what extent there may be distinct GP groups of attitudes and practice. 77 

3. To examine the perceived adequacy of training. 78 

 79 

 80 

Ethical Approval.  The study was registered with the University of Aberdeen College Ethics Review Board, and a 81 

certificate of compliance with standards obtained. The data was fully anonymized.   82 

 83 

Method 84 

Recruitment was by an invitation from the course organiser to GP trainers present at the regional trainers’ 85 

conference in the North of Scotland.  GPs completed the questionnaire in free time.  Formal written consent 86 

was obtained and all attending GP trainers who were willing to take part were considered eligible. GPs were not 87 

made aware of this survey or a detailed programme prior to attendance and it is unlikely that any attended out 88 

of a specific interest in spirituality. The structured written questionnaire was prepared using concepts and 89 

themes developed from our previous qualitative study(16) and used Likert scales of agreement and free text as 90 

per Bryman. (19) Face and construct validity were judged to be high because of the derivation of concepts from 91 

previous studies, the use of standard methodologies, triangulation of the data to other studies using different 92 

methodologies, and the fact that respondents did not offer alternative themes or categories as free text. IBM 93 
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SPPS 24  and the R Software package (20)  were used to analyse statistical associations between variables. For 94 

the full questionnaire, see appendix. 95 

 96 

We first assessed whether attitude or practice appeared to be related to spirituality concept, represented in 97 

any of the Likert scale questions, in a univariate manner by tabulation and multinomial trend tests(21)  98 

We then sought to establish whether respondents could be classified into a number of groups based on their 99 

concept of spirituality using k-medoid clustering. (22)) Secondly we performed latent class analysis (23), 100 

collapsing the five point scales to three level scales by merging the first two levels (as 'Agree') and the final two 101 

levels (as 'Disagree') to avoid over-parameterisation.  102 

 103 

Results 104 

 105 

A total of 87 GPs responded out of a possible 93, 47 stating female gender, 38 male and 2 preferring not to say. 106 

Fifty one respondents indicated they were not affiliated to a religion, 32 that they were affiliated, and four 107 

preferred not to say. Of those who were affiliated, 29 stated Christian or Catholic with two Hindu and one 108 

Muslim respondents. Among those who stated an affiliation, 15 indicated that this was somewhat important, 6 109 

indicated important and 18 stated this as very important to them – six participants circling “no religious 110 

affiliation” but then stating that this was important to them.  111 

 112 

Concept of spirituality 113 

Participants’ agreement with statements – derived from our previous study- about the concept of spirituality 114 

are represented below. 115 

 116 

Table 2 Agreement about concept of spirituality 117 

 118 

Attitude to providing spiritual care 119 

 The bar graphs represent the numbers of respondents reporting each of four attitudes to spiritual care.  120 

 121 

Fig 1 – Attitude to providing spiritual care 122 

 123 

 124 

Reported practice of Spiritual Care 125 

The bar graph below represents the frequencies of participants reporting each of four patterns of practice:  (1) 126 

Invalidating – tending not to discuss spiritual/religious matters, (2) cultural-instrumental – acquiring information 127 

about a patient’s religion or culture which could be of practical importance, (3) referring- additionally 128 

suggesting that some patients see a spiritual advisor, faith leader or chaplain and (4) embracing – in addition 129 

actively engaging with patients through spiritual discussion, exploration or reflection .  130 

 131 

 132 

Fig 2 – Practice of spiritual care 133 

 134 

 135 

 136 

Adequacy of training received 137 

Only 9 respondents (10%) felt they had received appropriate training in spiritual care and 54 respondents (62%) 138 

disagreed or strongly disagreed that they had received appropriate training.  139 
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Table 3 – Answers to “the training I received is adequate for spiritual care” 140 

 141 

Adequacy of training delivered. In answer to whether GPs trainers felt they deliver adequate training in spiritual 142 

care to trainees, one strongly agreed, 10 agreed, 28 neither agreed or disagreed, 37 disagreed and 10 strongly 143 

disagreed. One failed to answer. 144 

 145 

Analysis 146 

Do GPs’ concepts of spirituality predict attitude to spiritual care?  Multinomial analysis shows significant 147 

relationships between spirituality is a useful concept and attitude to practice (p = 0.004), GPs believing 148 

spirituality to be useful were more likely to wish to provide spiritual care. There was also a statistical 149 

relationship between spirituality is an unclear concept and attitude to providing spiritual care (p =0.004). 150 

Interpretation is problematic as both guarded and embracing patterns seem more likely in those who felt the 151 

concept was unclear. Belief that spirituality is a fundamental aspect of humanity was associated with more 152 

positive attitudes to involvement in spiritual care, with pragmatic and embracing patterns of spiritual care being 153 

more prevalent in those who agreed with this statement (p = 0.01).   154 

GPs for whom spirituality was personally important had significantly more positive attitudes to offering spiritual 155 

care (p = 0.03). However, a pragmatic approach, being willing to be involved regardless of personal stance, if it 156 

would help a patient, was still the most common attitude expressed overall. No other statistically meaningful 157 

relationships could be demonstrated between a GP’s concept of spirituality and his or her attitude to care. 158 

 159 

Does concept of spirituality affect reported pattern of care? Multinomial trend tests showed a relationship 160 

between the personal importance of spirituality to the GP and the reported pattern of spiritual care (p = 0.03) 161 

i.e. GPs for whom spirituality was more important were more likely to report more active patterns of care, but 162 

no other statistically significant relationships could be identified. 163 

 164 

Are there distinct clusters of attitude or practice? - Cluster and Latent class analysis 165 

We examined the possibility that distinct clusters of attitude and practice exist based on the concept of 166 

spirituality which GPs hold and/or its importance to them. Both latent class and cluster analysis, statistical 167 

methods which look to identify distinct underlying groups with common opinions or behaviour, support a two-168 

group solution, this having the highest ratio of “between to within group” spread. 169 

 170 

 171 

Fig 3 - Cluster analysis of preferred number of groupings 172 

 173 

 174 

The larger group (55/86 – 64%), which we have termed pragmatic supporters are more agreed that spirituality 175 

is useful and important for general practice, that spirituality is about a personal sense of meaning, and is a 176 

fundamental aspect of humanity. They are also more likely to hold spirituality to be personally important or to 177 

be affiliated to a religion. 178 

 179 

The second smaller (31/86 – 36%) group we have termed tentative sceptics are somewhat less likely to agree 180 

that spirituality is fundamental to humanity and is less important to them personally. Those who stated they 181 

had no religion were found in both groups, but more frequently in this group. 182 

 183 

Do the two groups have different attitudes, and report differences in practice? 184 
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 185 

Pragmatism was the commonest attitude in both groups, however the pragmatic supporters group were more 186 

likely to include embracing attitudes to spiritual care and almost all the GPs who held rejecting attitudes fell in 187 

the tentative sceptics. 188 

 189 

An Invalidating pattern, not discussing spiritual issues with patients, is the commonest practice in both groups. 190 

While cultural – instrumental and referring practices occurred in both groups, all GPs who reported active 191 

patterns were in the pragmatic supporters group. 192 

 193 

 Discussion 194 

 195 

The study population represents similar levels of ethnic minorities to the Scottish population ( 3 - 4%) but lower 196 

levels of Christian affiliation (33% vs 47%) and higher levels of religious non affiliation (59 % vs 48%)(24) 197 

 198 

Although there are many prior descriptive studies, this study and its precursor are to our knowledge the first to 199 

investigate the concept which GPs hold about spirituality, without either assuming or providing a concept or 200 

definition, to offer a typology of these concepts, and attempt to measure their frequency. Where respondents 201 

stated they had an alternate view consisted either a description of practice under the section about attitude or 202 

was not expanded on in freetext. The categorisations of attitude and reported practice of spiritual care 203 

discovered in our previous study are therefore probably a complete or very nearly complete description of this 204 

population 205 

 206 

Concept of spirituality. Very few GPs feel that spirituality is a meaningless concept, however many feel 207 

spirituality to be an unclear term. There is broad agreement that the term refers to a fundamental aspect of 208 

humanity, relating to a sense of personal meaning/purpose and is a psychological need. Most respondents feel 209 

the concept is useful and important to general practice.  There were mixed views about whether spirituality 210 

implies a divine connection. This study helps us understand the variations that exist among GPs, and their 211 

prevalence. We do not however analyse which of these might be philosophically robust leaving the possibility 212 

that we report a culturally normative concept which is in common use by GPs, but, may be open to 213 

philosophical dispute or problems of application.(25) 214 

 215 

Attitudes to care. The conceptual understanding and personal importance of spirituality affect attitudes to 216 

providing spiritual care, with the majority happy to provide care if it is helpful to the patient and some 217 

welcoming this involvement. However, an appreciable minority have reservations and a small number wish not 218 

to provide spiritual care.  219 

 220 

Practice of spiritual care. Most GPs offer some sort of spiritual care. Around a third confine this to collecting 221 

relevant cultural and religious information which may be of practical use. A quarter of GPs report that 222 

additionally they may refer a patient for spiritual care. A substantial number report that they do not enquire 223 

about spiritual or religious aspects.  Although GPs who agreed that spirituality was personally important to 224 

them are keener to be involved in spiritual care we could not show this effected the actual practice of spiritual 225 

care, perhaps because of limited numbers of participants, or due to constraints on putting these attitudes into 226 

practice.   227 

 228 

This study suggests that there is an intention – action gap in spiritual care: 7(8%) stating they wish not to be 229 

involved in spiritual care, but 31 (35.6%) reporting that they do not enquire about spiritual or religious aspects 230 

with patients.  There is evidence that socialisation during medical training conceptually limits medical trainees 231 
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in a way which may render engagement with patient’s existential needs problematic. (26) An alternative 232 

explanation is that GPs feel they are providing implicit spiritual care without actually asking about it. 233 

 234 

Clusters 235 

Two distinct groups of GPs are identified, one more supportive and the other more sceptical. GPs who actively 236 

dialogue with patients about spirituality are found almost exclusively in the former group, and GPs who prefer 237 

not to be involved in the latter. 238 

 239 

Training for spiritual care 240 

Participants largely report inadequate training in spiritual care and this has implications for postgraduate and 241 

undergraduate training. The fact that GP trainers report that they fail to deliver adequate training to trainees 242 

suggests that, without change, this will continue.  243 

 244 

Strengths and weaknesses of this study 245 

 246 

This is an interdisciplinary approach that uses, in a novel way, statistical approaches to discover underlying 247 

groups of respondents and describe their characteristics. The North of Scotland is likely to have less 248 

cultural/religious diversity that other areas and different results might prevail in other populations. Formal 249 

reliability testing of questions was not carried out and would be helpful in establishing the cross-cultural 250 

applicability of this questionnaire. There may be differences in what GPs report they do, and what actually 251 

happens, or is experienced by patients, however the behavioural pattern described in our earlier interview 252 

study were drawn largely from descriptions of actual patient -doctor examples.  253 

 254 

Relation to other studies 255 

 256 

This is the only study known to contain a substantial majority of GPs who are not religiously affiliated. 257 

 258 

A number of well conducted qualitative studies have outlined doctors’ in general (17) and more specifically GPs’ 259 

attitudes to spirituality and the barriers and facilitators to spiritual care (9,11).  These sometimes lack 260 

interdisciplinary input or robust sampling approaches, but show consistently that GPs differ in their sense that 261 

that have a role in spiritual care, and in practice and they find this difficult to deliver. (27).  262 

 263 

 One previous study conducted among GP trainers in Holland reported statistical associations between 264 

denominational religious affiliations and the likelihood that GP trainers enquire about patients own religious 265 

affiliations (28), and US based studies support an association between personal importance in relation to 266 

religion and the likelihood of initiating discussions with patients (29).  267 

 268 

This study is unique in both investigating GP concepts of spirituality itself, creating a typology based on previous 269 

empirical data, and relating this to practice using statistical methods.  Additional to using statistical methods to 270 

examine associations between beliefs about spirituality and reported practice, we use cluster and latent class 271 

analysis to find distinct groups of belief and practice about spiritual care.  Our findings both accord with, and 272 

extend with statistical methods, previous descriptive studies showing that personal stances and affiliations 273 

define and limit spiritual care. 274 

 275 

Conclusions 276 

 277 
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This study describes, in the most systematic form currently available, the prevalence of concepts, attitudes and 278 

reported practice in a population of GPs with no expressed interest in spirituality. Although GPs report that they 279 

are unclear about the concept of spirituality, most, but not all, believe it to be important and to concern a 280 

potentially fundamental human and psychological need for meaning and purpose. We outline two groups of 281 

GPs who can be described as tentative sceptics and pragmatic supporters and their attitudes to spiritual care 282 

are influenced by personal stances. GPs feel inadequately trained for spiritual care and report that they fail to 283 

deliver appropriate training to future GPs. This study raises debates about the current capability of GPs for the 284 

task of spiritual care and highlights factors which may affect competency.   285 

 286 

Acknowledgements: With thanks to Pam Sheriff and Rod Sampson for support and guidance 287 

 288 

Conflicts of interest: The Authors declare that they have no professional or financial conflicts of interest. AA and 289 

JS are involved in medical humanities education in Scotland including spirituality training. 290 

 291 

Appendices.  292 

 293 

 294 

Table 1 -  Agreement about concept of spirituality 295 

Fig 1 – Attitude to providing spiritual care 296 

Fig 2 – Practice of Spiritual Care 297 

Table 2 – Answers to “the training I received is adequate for spiritual care” 298 

Fig 3 - Cluster analysis of preferred number of groupings 299 

 300 

Appendix 1 – see below - GPPS questionnaire 301 

 302 

 303 

 304 

 305 

1.  End of life care for adults | Guidance and guidelines | NICE [Internet]. [cited 2018 May 24]. Available 306 
from: https://www.nice.org.uk/guidance/qs13/chapter/Quality-statement-6-Holistic-support-spiritual-and-307 

religious 308 

2.  Position Statements [Internet]. [cited 2018 May 24]. Available from: 309 
https://www.rcpsych.ac.uk/usefulresources/publications/collegereports/positionstatements.aspx 310 

3.  spiritual.care@nes.sco.nhs.uk. Spiritual Care Matters - An Introductory Resource for All NHS Scotland 311 
Staff [Internet]. 2017 [cited 2018 May 24]. Available from: http://www.nes.scot.nhs.uk/education-and-312 
training/by-discipline/spiritual-care/about-spiritual-care/publications/spiritual-care-matters-an-introductory-313 
resource-for-all-nhs-scotland-staff.aspx 314 

4.  Good medical practice [Internet]. [cited 2018 May 24]. Available from: https://www.gmc-uk.org/ethical-315 
guidance/ethical-guidance-for-doctors/good-medical-practice 316 

5.  Europe W. The European definition of general practice/family medicine. Barc WONCA Eur [Internet]. 317 
2002 [cited 2017 Mar 2]; Available from: 318 
https://pdfs.semanticscholar.org/ebc8/c04024bf13bb9dff0f7602c24fe56f368d0e.pdf 319 

6.  Macdonald G. Primary care chaplaincy: a valid talking therapy? Br J Gen Pr. 2017 Feb 1;67(655):77–77.  320 



8 
 

7.  Suzanne Bunniss, Harriet Mowat, Austyn Snowden. Community Chaplaincy Listening: Practical Theology 321 
in action. Scott J Healthc Chaplain. 2013;16.  322 

8.  Best M, Butow P, Olver I. Do patients want doctors to talk about spirituality? A systematic literature 323 
review. Patient Educ Couns. 2015 Nov;98(11):1320–8.  324 

9.  Appleby A, Wilson P, Swinton J. Spiritual Care in General Practice: Rushing in or Fearing to Tread? An 325 
Integrative Review of Qualitative Literature. J Relig Health. 2018 Feb 23;1–17.  326 

10.  Murray SA, Kendall M, Boyd K, Worth A, Benton TF. General practitioners and their possible role in 327 
providing spiritual care: A qualitative study. Br J Gen Pract. 2003 Dec;53(497):957–9.  328 

11.  Vermandere M, De Lepeleire J, Smeets L, Hannes K, Van Mechelen W, Warmenhoven F, et al. Spirituality 329 

in general practice: A qualitative evidence synthesis. Br J Gen Pract. 2011;61(592):e749–60.  330 

12.  Hunt RW, Radford AJ, Maddocks I, Dunsmore E, Badcock KA. The community care of terminally ill 331 

patients. Aust Fam Physician. 1990 Dec;19(12):1835–41.  332 

13.  Cocksedge S, May C. Doctors’ perceptions of personal boundaries to primary care interactions: a qualitative 333 

investigation. Commun Med. 2009;6(2):109–16.  334 

14.  Assing Hvidt E, Søndergaard J, Ammentorp J, Bjerrum L, Gilså Hansen D, Olesen F, et al. The existential 335 

dimension in general practice: identifying understandings and experiences of general practitioners in 336 
Denmark. Scand J Prim Health Care. 2016 Oct;34(4):385–93.  337 

15.  Puchalski C, Ferrell B, Virani R, Otis-Green S, Baird P, Bull J, et al. Improving the quality of spiritual care 338 

as a dimension of palliative care: the report of the Consensus Conference. J Palliat Med. 2009 339 
Oct;Vol.12(10), pp.885–904(1):885–904.  340 

16.  Appleby A, Swinton J, Wilson P. What GPs mean by “spirituality” and how they apply this concept with 341 
patients: a qualitative study. BJGP Open. 2018 Apr 17;bjgpopen18X101469.  342 

17.  Best M, Butow P, Olver I. Doctors discussing religion and spirituality: A systematic literature review. 343 
Palliat Med. 2016 Apr 1;30(4):327–37.  344 

18.  El-Nimr G, Green LL, Salib E. Spiritual care in psychiatry: professionals’ views. Ment Health Relig Cult. 345 
2004;7(2):165–70.  346 

19.  Bryman A. Social Research Methods. 5 edition. Oxford ; New York: OUP Oxford; 2015. 784 p.  347 

20.  Ross Ihaka, Robert Gentleman. R Software. Aukland, NZ; 1993. (Multi - paradigm: Array, object oriented, 348 

imperatvie, functional, proceedural, reflective).  349 

21.  Szabo A. Test for Trend with a Multinomial Outcome. Am Stat. 2017 Dec 19;0–0.  350 

22.  Kaufman L, Rousseeuw PJ. Finding Groups in Data: An Introduction to Cluster Analysis. John Wiley & 351 
Sons; 2009. 369 p.  352 

23.  Lazarsfeld PFANWH. Latent Structure Analysis. First Edition edition. Houghton Mifflin Company; 1968. 353 

294 p.  354 



9 
 

24.  Scottish Government SAH. Religion [Internet]. 2008 [cited 2018 Sep 3]. Available from: 355 
http://www.gov.scot/Topics/People/Equality/Equalities/DataGrid/Religion 356 

25.  Swinton J, Pattison S. Moving beyond clarity: towards a thin, vague, and useful understanding of 357 
spirituality in nursing care. Nurs Philos. 2010 Oct 1;11(4):226–37.  358 

26.  Elisabeth Assing Hvidt, Jens Søndergaard, Dorte Gilså Hansen, Pål Gulbrandsen, Jette Ammentorp, Connie 359 
Timmermann, Niels Christian Hvid. ‘We are the barriers’: Danish general practitioners’ interpretations of 360 
why the existential and spiritual dimensions are neglected in patient care. Commun Med. 2017;14(2).  361 

27.  Vermandere M, Choi Y-N, De Brabandere H, Decouttere R, De Meyere E, Gheysens E, et al. GPs’ views 362 
concerning spirituality and the use of the FICA tool in palliative care in Flanders: A qualitative study. Br J 363 

Gen Pract. 2012 Oct;62(603):e718–25.  364 

28.  Kuyck WG. de Wit NJ. Kuyvenhoven MM. Do doctors pay attention to the religious beliefs of their 365 

patients? A survey amongst dutch GPs. Fam Pr. 2000 Jun;17(3):230–2.  366 

29.  Monroe MH, Bynum D, Susi B, Phifer N, Schultz L, Franco M, et al. Primary Care Physician Preferences 367 

Regarding Spiritual Behavior in Medical Practice. Arch Intern Med. 2003;163(22):2751–6.  368 

 369 

Appendix 1 – Study Questionnaire – GPPS2  370 



10 
 

 371 

GPPS2 study. Please tick the relevant box – one for each statement. 
 

 In relation to General Practice: 
  

strongly 
agree 

agree neither 
agree or 
disagree 

disagree strongly 
disagree 

Spirituality is a meaningless concept 
     

Spirituality is an unclear concept 
     

Spirituality is a useful concept 
     

Spirituality is about fulfilling a 
psychological need 

     

Spirituality is about a personal sense 
of meaning or purpose 

     

Spirituality is a fundamental aspect of 
humanity 

     

Spirituality is about connection to 
God or the divine 

     

Spirituality is important to General 
Practice 

     

Spirituality is important to me 
personally 

     

The training I received in General 
Practice is adequate for spiritual care 

     

I deliver appropriate training in 
spiritual care to my trainees 

     

 
With regard to spiritual care please tick the ONE response which is closest to your view. 
 

1. I would rather not be involved in providing spiritual care          □ 
2. I have some reservations about providing spiritual care      □ 
3. On balance, If it helps patients, I am happy to be involved in the provision of spiritual care   □ 
4. I welcome the opportunity to provide spiritual care      □ 
5. My view is not close to any of the above        □ 

 
If you ticked 5 please state briefly your position if possible.………………………………………………………………………………………………… 

 
Please indicate with a tick which ONE of the following is closest to your practice. 
 

1. I acquire information about a patient’s religion or culture which could be of practical importance  □ 
2. Additionally, I may also suggest that some patients see a spiritual advisor, faith leader or chaplain   □ 
3. Additionally, I may also actively engage with patients through spiritual discussion, exploration or reflection □ 
4. I tend not to enquire about or discuss spiritual or religious issues with patients    □ 
5. My view is not close to any of the above        □ 

 
If you ticked 5 please state briefly your position if possible.…………………………………………………….. 
 
How many years have you been in General Practice not including training?  …………………. 
 
Please circle your gender:   Male   Female  Other  Prefer not to say 
 
Are you personally affiliated to a religion   Yes/No.   If so, please state which one …………………………………………………………… 
 
Please circle the importance of this affiliation to you:   Very important / Important/  Somewhat important/ Of minor 
importance/ Of little importance. 


