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Abstract

Background: Although there is consensus, in psychiatry, over the inclusion of religious and spiritual aspects when
evaluating and treating the patient, investigation of these dimensions is rare. There is evidence as to the
relationship between psychiatrists’ religious/spiritual beliefs and their willingness to discuss a patient’s religion and
spirituality (R/S). Due to the lack of information about how psychiatrists in Brazil deal with R/S in patient care, the
aim of the present study is to analyze the religious/spiritual profile of these professionals and to ascertain its
influence on attitudes and behavior in clinical practice.

Methods: Five hundred and ninety-two psychiatrists from Brazil answered a questionnaire about R/S in clinical
practice. The latent profile analysis was used to search for differences of religious/spiritual profiles. The ANOVA and
Pearson’s chi-square tests were employed to identify any correlation between clinical opinion and behaviors
according to the different profiles.

Results: Two religious/spiritual profiles were identified (entropy value > 0,96): the so called “less religious” group

(n = 245), comprised predominantly by men, professionally more experienced, with a higher level of academic
education (Master or PhD degrees) and were the ones who least enquired about their patients’ R/S; and the “more
religious” psychiatrists (n = 347) those who had higher consideration for R/S on health, and who more often
addressed R/S with their patients and therefore usually ascribed importance to include R/S in their professional
training.

Conclusion: The latent profile analysis produced two distinct classes between the Brazilian psychiatrists according
to their R/S views: the more religious professionals, who investigate the patient's R/S in a more detailed manner,
and the less religious, who tend to disregard this aspect.
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Background

The importance of addressing religiosity and spirituality
(R/S) in clinical practice has been increasingly acknowl-
edged by medical and educational organisations [1]. The
American Psychiatric Association (APA) [2] World
Psychiatric Association (WPA) [3], Royal College of
Psychiatrists (RCP) [4], European Psychiatric Association
(EPA) [5] and the Brazilian Association of Psychiatry
(ABP) [6] are just a few of the institutions which have
verified the need to consider the spiritual dimension in
psychiatry education, research and clinical practice. In-
deed, the Accreditation Council for Graduate Medical
Education (ACGME) [7], which sets out the require-
ments for the post-graduate medical programs in the
USA, stipulated that resident physicians should be cap-
able of demonstrating the skills to deal with the religious
and spiritual aspects of patients.

This acknowledgment comes as a result of the abun-
dant evidence of the impact of R/S on physical and men-
tal health [8]. In the last 20 years, a consistent body of
research has demonstrated that, although some negative
religious/spiritual beliefs may have a harmful effect on
health [9, 10], in the majority of cases, religious involve-
ment is associated with positive outcomes in terms of
physical health and, principally, mental health [11, 12].
Studies have noted that R/S is associated with a better
quality of life [13], lower rates of substance abuse [14],
anxiety [15, 16], suicide [17, 18], depression [19, 20] and
various other health benefits in general [8, 21] for ex-
ample it may foster feelings of meaningfulness and peace
of mind [22].

The growing awareness about the importance of a new
paradigm in healthcare, which views the patient within a
comprehensive perspective has resulted in greater inter-
est in physician behavior related to R/S. Researchers
from different regions of the world, like the USA, the
UK and Denmark, have begun to examine how these
professionals deal with R/S in their medical consulta-
tions [23, 24]. The results of these studies have shown
that, despite the fact the vast majority of physicians,
including psychiatrists, agree on the importance of
and need to assimilate R/S into clinical work, investi-
gation of the religious/spiritual aspects of patients is
rare [25, 26]. R/S is barely considered by physicians,
who prefer to delegate the role of discussing matters
of this kind to the chaplains [26]. This mismatch may
be the result of difficulties encountered by these pro-
fessionals in the approach to R/S which, generally
speaking, relate to lack of time and, mainly, lack of
knowledge and training [26, 27].

Moreover, medical practitioners in general, particularly
psychiatrists, are less religious than the general popula-
tion [28, 29]. The difference between the religiosity of
mental health professionals and that of their patients has
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been dubbed “the religiosity gap” [30, 31] and, according
to some studies, this more secular characteristic may
lead them to ignore the importance of R/S in the clinical
setting, thereby undermining the practitioner/patient
relationship [32], since patients do feel a need for and
expect their practitioners to deal with, religious and spir-
itual subjects as part of the treatment [33].

There is substantial evidence as to the relationship be-
tween physicians’ religious/spiritual beliefs and their
willingness to discuss patient R/S [27, 34—36]. A recent
study, analyzing over 6000 health professionals, stemmed
from 11 studies conducted in 9 countries across 6 conti-
nents, and demonstrated that the large differences in
moral and religious values among the diverse nations
and cultures explains the different clinical approaches of
health professionals [23].

In Brazil, we performed two studies with the aim of as-
certaining the religious/spiritual profiles of psychiatrists
and investigating the field of work of these professionals
in terms of the religious/spiritual issues of their patients.
The first study [37] was conducted on a sample of psy-
chiatrists from the Brazilian Association of Psychiatry
(ABP), representing the population of psychiatrists prac-
ticing in Brazil, while the second [38] was carried out
using a sample of psychiatrists working in the Institute
of Psychiatry at the University of Sdo Paulo, Faculty of
Medicine teaching hospital (IPq-HC-FMUSP), reflecting
the thoughts and behaviors of the professionals working
in one of the most important center for the practice, re-
search and learning of psychiatry in Brazil.

In both studies, the results corroborated previous
works [39, 40], noting that the different religious/spirit-
ual characteristics of the psychiatrists were linked to dif-
ferent R/S-related clinical opinions and behaviors. Given
these findings, we decided to expand our investigation
and analyze both samples jointly from our previous
studies in order to identify the different religious/spirit-
ual profiles of Brazilian psychiatrists and investigate how
these might impact their attitudes and behaviors, regard-
ing R/S, in psychiatric practice, using the latent profile
analysis (LPA) method [41-43]. Investigating the possi-
bility of different patterns of behavior in the approach to
R/S might furnish important tools for tailoring suitable
training programs for each of these professional’s
profiles.

Methods

This took the form of a quantitative, cross-sectional study,
evaluating psychiatrists in Brazil. In the initial phase, 3.120
psychiatrists from the Brazilian Association of Psychiatry
(ABP) were selected and invited to complete a question-
naire on R/S and psychiatric practice (a more detailed de-
scription can be found in Menegatti-Chequini et al. [37].
In the second phase, 121 psychiatrists were selected,
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working at the Institute of Psychiatry at the University of
Sdo Paulo, Faculty of Medicine teaching hospital (IPq-
HC-FMUSP), who were also invited to answer the ques-
tionnaire (see detailed description in Menegatti-Chequini
et al. [38]. For the present study, samples were gathered
from the ABP (484 psychiatrists already analysed in an
earlier study [37], plus 35 psychiatrists who responded
subsequently) and the IPQ (84 psychiatrists), excluding 11
individuals who were in both samples. The final number
of participants in the present study was 592 psychiatrists.

Measurements

The questionnaire used in this study was developed
based on the instrument “Religion and Spirituality in
Medicine: Physicians’ Perspectives” developed by Curlin
et al. [44], which evaluates the attitudes and behaviors of
physicians concerning R/S in clinical practice.

The instrument was adapted for the purposes of this
research. It was translated into Portuguese and tested in
a pilot study conducted in two phases: initially with 30
health professionals from various specialties and, in the
after, with 20 psychiatrists residing at IPq-HC-FMUSP.
The questions were considered clear and objective in
both steps and no additional adaptation was necessary
during the testing phase. The psychiatrists who took part
in the pilot study were not included in the final sample.

The questionnaire consisted of self-reporting measure-
ments that accessed three main areas:

a) Sociodemographic and professional characteristics

The data included age, gender, marital status, location,
degree level, length of professional experience and spe-
cialty within psychiatry.

b Participants’ religious/spiritual characteristics

The psychiatrists were questioned about their beliefs
in a God or superior power, life after death and reincar-
nation. There were three response options to each of
these questions: yes = 2, undecided = 1, and no = 0. These
responses were chosen due to the enormous influence of
Christian and spiritualist ideals in the sociocultural sce-
nario in Brazil.

Participants were also polled about their religious affil-
iations. The answers to this question were divided into
five categories: Catholic, Spiritist (including the Afro-
Brazilian Spiritism), Protestant or Evangelic, Other
religions (encompassing Judaism, Islam, Hinduism,
Buddhism, Mormon and Others) and None (including
Agnosticism and Atheism). The response options were
presented in accordance with the Brazilian context in
which Catholics, Evangelists and Spiritists account for
the majority of religious devotees [45].
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The questionnaire also contained questions relating to
the frequency of attendance at churches or temples, the
frequency of religious/spiritual practices such as praying,
reading religious/spiritual ~scriptures and spiritual
practices, such as meditation and yoga. To all these
questions, the response options were: never = 1, once a
year or more =2, once a month or more=3, once a
week or more =4 and daily = 5.

Measurements of religiosity and spirituality were ob-
tained by applying two questions evaluating the degree
to which the participants saw themselves as spiritualized
or religious. The questions “T'o what extent do you con-
sider yourself a religious person?” and “To what extent
do you consider yourself a spiritual person?” provided
four response options: not at all =1, slightly = 2, moder-
ately=3 and very=4. We did not define the terms
religiosity and spirituality, thereby allowing the partici-
pants to apply their own interpretations of the concepts.
However, they were questioned in such a way as to dis-
tinguish between their religiosity and their spirituality.

In order to evaluate coping styles in situations of
stress, two questions were applied, extracted from the
Spiritual/Religious Coping Scale (RCOPE) [46]; one
evaluating religious coping: “ I look to God for strength,
support and guidance”, while the other evaluated per-
sonal or non-religious coping: “I try to make sense of
the situation and decide what to do without relying on
God”. Each question has four response options: often =
4, occasionally = 3, rarely = 2 and never = 1.

Intrinsic religiosity, which refers to the degree to
which individuals put their religious/spiritual beliefs into
practice, was measured by means of two statements that
were inspired by the scale from Hoge’s Intrinsic Reli-
gious Motivation Scale [47], widely used for these ends:
“I try hard to carry my religious/spiritual beliefs over
into all my other dealings in life. My whole approach to
life is based on my religious/spiritual beliefs”. The
response options were as follows: “I completely dis-
agree” = 1, “I moderately disagree” = 2, “I moderately
agree” = 3 and “I completely agree” = 4.

¢ Opinions and behaviors related to R/S and the
approach to R/E in clinical practice and in
professional training.

With regard to the influence R/S may have on the
actions of the medical practitioner, psychiatrists
responded to questions evaluating: whether their own
beliefs influenced their clinical work; whether they
saw medicine as a calling or a mission; whether ex-
perience as a medical professional led them to ques-
tion their own beliefs and, whether they considered it
a challenge to remain faithful to their beliefs working
as a medical professional. To all these questions, the
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response options were as follows: strongly =4, moder-
ately = 3, slightly =2 and not at all = 1.

The participants also responded if they considered it
important to include R/S into clinical practice, medical
training and continuing medical education. The ques-
tions had four possible responses: very important =4,
reasonably important =3, a little important =2 and not
important = 1.

With respect to opinions on the influence of R/S on
health, the psychiatrists answered questions about the
degree to which they considered R/S might influence pa-
tients’ decisions concerning the indicated treatment and
if R/S might affect wellbeing and the clinical evolution
of their patients. The response options were: fre-
quently = 4, occasionally = 3, rarely = 2 and never = 1.

As for the approach to R/S in clinical assessments, the
participants were questioned as to the frequency with
which they would gather their patients’ R/S histories and
if they felt that evaluating a patient’s R/S was something
the medical professional should or could do. To the first
question, the response options were: frequently =4,
occasionally = 3, rarely =2 and never = 1, while for the
second question, the responses were no =1, yes =2 and
undecided = 3.

To identify the barriers and difficulties encountered by
the participants in addressing religious/spiritual issues
with their patients, they were asked to answer a
multiple-choice question with the following alternatives:
1) None, 2) Fear of exceeding the role of a doctor, 3)
Lack of training, 4) Lack of time, 5) Not being comfort-
able with the issue, 6) The religious/spiritual aspect is
not relevant for the patient, 7) Fear of offending the
patient, 8) Fear that peers may not approve, 9) It is not
the doctor’s job, 10) Do not know why.

Statistical analysis

The sample’s continuous and categorical data were de-
scribed. For the LPA, the sample of psychiatrists from
the IPq-HC-FMUSP and from the ABP was viewed as a
single sample.

LPA is a statistical method used to identify homoge-
neous groups or classes using categorical and continuous
multivariate data [41]. It is designed to verify whether
the data can or cannot be grouped according to similar
response patterns. LPA is similar to latent class analysis
(LCA). While the former may handle continuous and
categorical variables, the latter only deals with dichotom-
ous variables. The analysis is performed by attempting
to pigeonhole the data in a specific number of categories
and observing which parameters this categorization
generates. The optimal solution/categorization will be
chosen according to which parameters are generated.
The following parameters were employed in this study:
a) Akaike information criterion (AIC), where the lowest
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value indicates the best quality of information supplied
by the categories generated, b) sample-size adjusted
Bayesian information criterion (BIC), where the lowest
value also indicates the best quality of information sup-
plied by the categories generated, c) entropy, a homo-
geneity measure of the classes generated, ranging from 0
to 1, in which 1 denotes perfectly homogeneous classes,
d) Parametric bootstrapped likelihood ratio test, in
which p <0.05 indicates there is no difference between
classifying the data into # categories or into n-1 categor-
ies, and e) the Lo-Mendell-Rubin (LMR) adjusted likeli-
hood ratio test, where p<0.05 indicates that the real
solution is statistically different from the solution with
n-1 classes, indicating that the real solution should be
chosen over the solution with #n-1 classes. There is no
perfect solution for the division of data into profiles, so,
according to Muthen & Muthen [42], the best solution
must be presented taking into account the above param-
eters and clinical judgment.

The analyses were conducted using Mplus Version 8
for Mac OS [48].

Results

A total of 592 psychiatrists took part in this study. In
this sample, the mean age was 47.96 (SD=11.7), 60%
were men and more than two-thirds were married. As
far as professional experience is concerned, the data
showed that the average length of time working in
psychiatry was 20.63 years (SD =11.65) and, in terms of
level of education, the majority of the sample had a
post-graduate qualifification and had earned a speciality
in Psychiatry. As for religious affiliation, 66.5% of the
psychiatrists stated at least one religion, the majority be-
ing Catholic (Table 1).

With regard to the participants’ opinions and behav-
iors in respect to R/S in health and clinical practice, the
results showed that 44.6% considered that R/S frequently
interferes with the patient’s decision concerning the in-
dicated treatment; the remainder of the respondents
were divided between the following responses: occasion-
ally (37.7%), rarely (13.6%) and never (4.1%). As for the
consideration that R/S affects patients’ wellbeing, 64.8%
responded frequently, 29.6% occasionally, 3.8% rarely
and 1.8% never. To the question evaluating whether they
felt it important to include R/S in medical training, they
answered as follows: 43.2% very important, 28.9% rea-
sonably important, 14.9% a little important and 12.9%
not important. The inclusion of R/S in psychiatric train-
ing was considered very important by 40.6, 30.1%
responded that it was reasonably important, 16.7% a lit-
tle important and 12.6% not important. The data also
showed that 46.5% of psychiatrists frequently broached
the religious and spiritual issues of their patients, 33.8%
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Table 1 Sociodemographic and professional characteristics of
the study sample (n=592)

n (%)
Age (years; mean, SD) 47.96 (11.66)
Sex (female; %, n) 237 (40.0)
Civil status (married; %, n) 414 (70.8)
Educacional degree
Residency 153 (26.1)
Specialization 204 (34.8)
Masters 101 (17.2)
Doctorate® 129 (22.0)
Missing values 5
Years as a psychiatrist (years; mean, SD) 20,63 (11.65)
Religious affiliation (%, n)
Catholic 186 (31.5)
Protestant or Evangelical 40 (6.8)
Spiritist 104 (17.6)
Other religion 63 (10.6)
None 198 (33.5)
Missing value 1

?Includes the categories “Post-doctorate” and “Associate professors”

occasionally, 14.6% rarely with just 5.1% saying they
never addressed R/S in clinical practice.

Table 2 shows the latent profile analysis (LPA) of the
psychiatrists’ responses to the questionnaire. The results
indicated that the best LPA output was with two classes
of psychiatrists, as this presented the best entropy value
and was the number of classes that had a statistically sig-
nificant Lo-Mendell-Rubin value.

Figure 1 depicts the religious/spiritual characteristics
of the psychiatrists and their opinions related to R / S in
clinical practice, according to the different profiles. Pro-
file 1 we call the “less religious” as, when comparing
these individuals to the psychiatrists in the other profile,
they were the ones who least frequently attended reli-
gious/spiritual places of worship (mean of 1.4 vs. 2.79),
who least read religious/spiritual scriptures (mean of 1.5
vs. 3.41), who prayed less (mean of 1.56 vs. 4.38) and
who demonstrated the lowest frequency of spiritual
practices, such as meditation and yoga (mean 1.74 vs.
2.74). They also exhibited lower mean values for intrin-
sic religiosity (1.49 vs. 3.25), spirituality (mean 2.03 vs.
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3.37), religiosity (mean 1.34 vs. 2.86) and religious cop-
ing (mean 1.41 vs. 3.43). For the sake of consistency, and
solely for the question that evaluated non-religious cop-
ing, the rates were higher (mean 3.38 vs. 2.38). As for R/
S-related opinions in clinical practice, they were the ones
who least considered that their religious/spiritual beliefs
influenced their work as medical professionals (mean
1.46 vs. 2.93), who least believed that medicine was a
calling or mission (mean 1.76 vs. 3.10) and, moreover,
who least considered that medicine practice might make
them question their own beliefs (mean 1.95 vs. 2.53). All
the above reported results presented p < 0.001.

Figure 2 shows the religious/spiritual beliefs of the
psychiatrists according to the different profiles. We can
see that profile 1 also groups individuals with the lowest
percentages of believing in God (40.2% vs. 99.4%), life
after death (13.5% vs. 87.9%) and reincarnation (5.2% vs.
57.7%). These results reached also p < 0.001.

As demonstrated in Figs. 1 and 2, profile 2 groups the
most “believers” psychiatrists, ie those who had the high-
est indexes of religious/spiritual beliefs and practices and
was therefore named as “more religious”.

Table 3 describes the conditional likelihood of each re-
sponse item in the respective profile. Profile 1 consisted
of 245 (41.5%) psychiatrists with an average age of 48.54
while profile 2 accommodates the majority of the partici-
pants (n = 347, 59.6%) with an average age of 47.54.

Comparing individuals in the two profiles, we can see
that the profile 1 psychiatrists who had been practicing
psychiatry longer (an average of 21.79 years vs. 19.82;
p <0.05), was the group which contained more males
(66.5% vs. 55.3%; p < 0.01) and embraced psychiatrists of
a higher educational level: 28.0% had a Doctorate, as a
minimum, and some also had postdoctoral degrees or
were associate professors, while in profile 2, the percent-
age was just 17.7%, (p = 0.001).

The majority (69.3%) of individuals in profile 1 stated
they did not observe any religion, unlike profile 2 where
91.6% of psychiatrists indicated a religious affiliation
(p <0.001). With regard to the opinions related to R/S
and health, the psychiatrists in profile 1 were the ones
who least considered that R/S exerted an influence on
patients’ decisions about the indicated treatment
(mean = 3.01 vs. 3.36) and that R/S could affect the pa-
tient’s health and wellbeing (mean =3.29 vs. 3.75). The
individuals in profile 1 were also those who considered

Table 2 Latent profile analysis of psychiatrists’ answers to the questionnaire on Religion /Spirituality in psychiatric practice

AIC Adjusted BIC Entropy Parametric bootstrapped LRT p Lo-Mendell-Rubin Adjusted LRT Test
2 classes 23,291.237 23,354.096 0.967 —-13,756.570 0.0000 0.0000
3 classes 22,306.700 22,393.735 0.927 -11,593618 0.0000 04218
4 classes 21,858.771 21,969.983 0.925 —11,081.349 0.0000 0.7613
5 classes 21,724.447 21,859.835 0.933 -10,837.386 0.0000 0.7357
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Fig. 1 Psychiatrists’ religious/spiritual characteristics according to different religious profiles

least important the inclusion of R/S in medical training
(mean =2.47 vs. 3.37) or psychiatric training (mean =
2.39 vs. 3.36). As for the R/S approach in clinical prac-
tice, we found that the psychiatrists in profile 1 were
those who least asked about the religious/spiritual issues
of their patients (mean =3.06 vs. 3.33). All these results
also presented p < 0.001.

Discussion

The results from this sample indicated that Brazilian
psychiatrists are split into two different religious/spirit-
ual profiles. The “less religious” profile was the smaller
group, consisting of those psychiatrists with lower indi-
ces of belief and frequency of religious/spiritual prac-
tices; more men than women belonged to this profile,

they were the participants with the highest educational
levels, who had been working for longer in the field of
psychiatry and who least broached R/S in clinical prac-
tice. The “more religious” profile consisted of psychia-
trists who were more devout and active in religious life;
this was the group that most took into account the influ-
ence of R/S within healthcare and medical treatment,
that ascribed greater importance to the inclusion of R/S
in professional training and which most addressed the
R/S of patients.

The psychiatrists within the “more religious” profile
were designated as such due to their higher indices of
religiosity, spirituality, intrinsic religiosity, religious cop-
ing, belief in God, life after death and reincarnation and,
logically, were the ones who were the most dedicated to
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Table 3 Sample characteristics according to different religious profiles
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Class 1 (n=245) Class 2 (n=347) p
Less religious More religious
Sociodemographics and professional data
Age (years; mean, SD) 4854 (11.95) 4754 (11.46) 0313°
Sex (female; %, n) 33.5% (82) 44.7% (155) 0.006%
Civil status (married; %, n) 73.4% (177) 68.7% (237) 0473°
Education (Phd + post-doc; %, n) 28.0% (68) 17.7% (61) 0.001°
Years as a psychiatrist (years; mean, SD) 21.79 (11.75) 19.82 (11.53) 0.044°
Religious characteristics
Religious affiliation (none; %,n) 69.3% (169) 8.4% (29) 0.000°?
R/S medical formation (mean, SD) 247 (1.14) 337 (0.81) 0.000°
R/S psychiatrist formation (mean, SD) 239 (1.09) 3.36 (0.80) 0.000°
R/S affects patient decision (mean, SD) 301 (0.87) 3.36 (0.78) 0.000°
R/S affects patient’s well-being (mean, S D) 3.29 (0.78) 3.75(047) 0.000°
R/S approach (mean, SD) 3.06 (0.97) 3.33(0.78) 0.000°

aChi-square test
PANOVA test
Bold: significant correlations

religious and spiritual practices, such as attending reli-
gious services, praying and reading religious/spiritual
scriptures. They were also the ones who most felt their
beliefs had an influence on their clinical activity, and
that these practices influenced their personal beliefs.
These results are similar to those found in a previous
study in which a potential reciprocal influence of R/S is
discussed regarding clinical practice and its influence on
the professional’s religiosity [49]. They also match the
findings of a meta-analysis of ten samples of profes-
sionals from seven countries, which showed very strong
positive correlation between the professional’s degree of
religiosity and the perception of the effects it had on his/
her work [50].

Another characteristic that defined the “more reli-
gious” profile was considering medicine as a calling, this
being compatible with data found in other studies in
which medical professionals in general and psychiatrists
with higher levels of R/S have a greater tendency to re-
gard the practice of medicine as a vocation [51, 52].

The majority of psychiatrists belonging to the “less re-
ligious” profile were male, showing, as it does in the
literature, that female psychiatrists attribute greater im-
portance to R/S in their lives [53, 54]. In addition to
grouping a larger number of men, the “less religious”
profile, not surprisingly, also brought together psychia-
trists with less religious affiliation, data similar to those
found in the Brazilian population in general, in which
the male sex leads the “no religion” group, with a pro-
portion of 9.7% for men against 6.4% for women [45]. A
large number of empirical studies have demonstrated
that religiosity in women is greater than in men, this dif-
ference having sparked intense investigation since as far

back as 1930 [55, 56]. However, although many theories
attempt to explain the reasons for this difference, ran-
ging from approaches of a sociological [57] and psycho-
logical [58] nature to those that substantiate men’s
greater non-religiosity on physiological grounds [59], no
conclusive empirical studies yet exist capable of justify-
ing any concrete position on the matter. So far, what
can be seen is an inchoate consensus in terms of the
multifactorial nature of its origins [60].

The psychiatrists who had worked for a longer time
within the field were also more concentrated in the “less
religious” profile and, in this regard, we need to pay at-
tention to the possibility that these data represent more
of a generational phenomenon than a fact necessarily re-
lating to the length of time within the field, as has
already been discussed in one of our studies, in which
longer-serving psychiatrists were shown to have less reli-
gious affiliation [37].

In this regard, we must consider that, at the beginning
of the twentieth century, some theories, such as those of
Sigmund Freud [61, 62], ascribed a neurotic character to
religious experiences, guiding much of the theoretical
currents in psychiatry and psychology which began to
pathologize religious/spiritual beliefs and practices [63].

Even in the seventies, mystical manifestations or expe-
riences were still almost exclusively associated with
pathological behaviors of the psychotic type, or with a
phenomenon of regression or flight, as proclaimed in
1976 by the GAP’s (Group for the Advancement of
Psychiatry) “Committee on Psychiatry and Religion”, in
the USA [64].

Although this negative perception of religious experi-
ences was not based on scientific research or systematic
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studies, merely derived from clinical observation and,
mainly, the personal opinions and beliefs of authors [65],
its persistence heavily influenced the field of study that
examines the intersection of science and religion [66]
and ended up sharply reflecting on the development of
mental health professionals. The reflection of this influ-
ence is probably more conspicuous in professionals that
were practicing at the time these ideas predominated.

Moreover, in the beginning, psychiatric approaches
were partisan; some theories supported the predomin-
ance of biological aspects in the etiology of mental ill-
ness, while others pointed to psychological factors as
their determining cause. Only recently have more com-
prehensive models emerged, which incorporate diverse
elements in the understanding of mental health [67].
Nowadays, psychiatry aims towards an integral approach
and takes into consideration the interaction of biological,
psychological, social, and religious/spiritual factors in
medical assessments and interventions [68].

Regarding the influence of R/S on the health and treat-
ment of patients, the results found here indicate that the
“more religious” participants were those that most be-
lieved in this kind of impact. These data are similar to
those found in the literature, showing that psychiatrists
with a higher index of intrinsic religiosity had a greater
perception of the influence of R/S on the health of pa-
tients and, the more religious they were, the more they
tended to regard this influence as positive [27, 69].
Other studies with health professionals from several spe-
cialties also signaled this tendency [26, 70].

The “less religious” psychiatrists were those that least
discussed R/S with their patients, underlining the “religi-
osity gap” phenomenon between doctors and patients, so
widespread in the literature [31, 32, 71], in which doc-
tors, by not attaching importance to R/S in their own
lives, assume that the same is true of their patients and
end up disregarding these aspects, already understood to
be important for the majority of them [33].

Several studies have demonstrated the relationship
which exists between medical professionals’ religious/
spiritual beliefs and their tendencies to approach (or
not) R/S in clinical care [36, 39, 72]. Generally, practi-
tioners with greater self-perception of R/S exhibit a
greater tendency to investigate patients’ R/S [37, 54], the
same holding true for those that say they indulge more
frequently in public and private religious practices [27,
34], unlike the health professionals that do not identify
with any religion and do not take part in religious gath-
erings, who are less inclined to empathize with the R/S
of patients and/or to recommend them for spiritual
counseling [73].

The analyses performed also show that psychiatrists in
the “less religious” profile regard the inclusion of R/S in
professional training as of little importance, which
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appears to be consistent for professionals who accord lit-
tle importance to the influence of R/S on health and are
less willing to address patients’ R/S, differently from the
study of Rensburg et al. [74], in which all academic psy-
chiatrists agreed that spirituality should be assimilated
into clinical assessment and training in psychiatry.

One of the most relevant results of this study is in re-
spect of education. Psychiatrists belonging to the “less
religious” profile had the highest levels of education: it
was the group with the most PhDs, Post-doctorates and
associate professors. This negative relationship between
religion and education had already been verified in pre-
vious studies [75, 76], but there is no consensus on the
matter, as studies exist that counter this idea, showing a
positive association between religious beliefs and educa-
tion [77-79]. There is, moreover, evidence that this
negative relationship has diminished significantly over
recent years [80], suggesting the plausibility of religion
and science being compatible visions of the world [81].

However, our data seem to corroborate the erstwhile
theory that education leads to a decline in religion [82],
which might be understood as part of the process of the
desacralization or secularization of society, where the
fundaments of religion were replaced by belief in sci-
ence, secular beliefs, generally opposed to religious be-
liefs [83, 84].

Again, we are faced with the possibility of our data
representing a generational phenomenon, as obtaining
academic titles demands more time in the field and,
therefore, more exposure to anti-religious theories
which may have influenced the beliefs of these
psychiatrists.

On the other hand, being more educated and highly
trained professionals, it might be expected they would
be more conscious of the importance of evidence-based
medical practice and, therefore, that they would ap-
proach these topics without prejudice and without re-
gard to their personal religious values, since there
currently exists abundant proof of the impact of R/S on
mental health. However, this is not what our data
showed as those psychiatrists with a “less religious” pro-
file, in addition to ascribing little importance to R/S in
the patient’s health and treatment, were also those who
least addressed the topic in clinical practice. Considering
the influence of R/S as negative for patients is itself suffi-
cient reason to include it as part of the medical treat-
ment instead of ignoring it [85]. Ascertaining if R/S
plays any role in the illness and if this influence is posi-
tive or negative for the patient’s recovery, is fundamental
in avoiding diagnostic error [86].

It is necessary to understand that psychiatry does not
lose its scientific character when investigating the rela-
tionship of R/S in healthcare, as they are phenomena
that can be scientifically investigated [87].
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The latent profile analysis in this study identified
polarized patterns in the clinical practice of Brazilian
psychiatrists related to their personal beliefs; the ones
who were more religious explored R/S, while the less re-
ligious tended to ignore it.

These findings suggest that psychiatrists (both reli-
gious and non-religious) must, therefore, undergo train-
ing regarding the importance of R/S to the causes,
diagnoses, and, treatment of mental disorders [88].
Moreover, this training must be able to expand these
professionals’ awareness of the possible evaluative biases
in the assessment of their patients’ R/S. It must inform
them on the relevance of “good psychiatric practice”,
which observes important limits with regard to the ap-
proach to R/S and rules out the possibility of any form
of proselytization, whether it be on account of religious,
political or atheistic beliefs [89]. It is fundamental for
psychiatrists to contemplate their own religious values
and to respect ethical limits in their work, prioritizing
comprehensive care for the patient.

Thus, training programs must be directed towards all
psychiatrists, including academic professionals with the
highest levels of education, as it is precisely these profes-
sionals that will be educating future generations of psy-
chiatrists, in order to avoid the potential perpetuation of
neglect when addressing R/S.

Limitations

The present study does have some methodological limi-
tations, perhaps the most important of which is the fact
that it is a cross-sectional study that does not allow for
formal inferences regarding causality. Furthermore, data
was obtained via self-reports from psychiatrists, a form
of measurement that is more susceptible to biases.

Another probable limitation of the sample is the possi-
bility of the topic having aroused more interest, in both
very religious and very non-religious individuals, to
participate. In a similar study previously performed by
Curlin et al. [39], the non-religious medical professionals
seem to have been more willing to answer the
questionnaire.

As there is still no consensus in the literature regard-
ing the concepts of religiosity and spirituality, we
allowed the psychiatrists to use their own definitions to
answer the questions that drew a distinction between
the terms. Thus, interpretation of results and their com-
parison with other studies must be conducted with
caution.

Lastly, future investigations should include the aspects
psychiatrists consider positive or negative in the ques-
tions that evaluate their perception of the influence of
R/S on the health and treatment of patients; further-
more, it would be important to find out about their con-
ceptions of R/S, how they understand and handle the
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approach to R/S and if they have undergone training in
the area.

Conclusions

The results of this study contribute important data to
the literature of the area. They show that, if we consider
the R/S characteristics of psychiatrists in Brazil, we have
basically two distinct types of professionals. Comparing
the two groups, we concluded that those psychiatrists
who were seen to be less religious/spiritual, have been in
psychiatry practice for a longer period of time, are more
highly educated and are the ones who tend to lend scant
importance to religious/spiritual aspects of their patients.
On the other hand, psychiatrists with greater levels of R/
S, although they may have fewer academic qualifications
and less experience in the field of psychiatry, are the
professionals that attribute greater relevance to the reli-
gious/spiritual aspects when assessing and treating their
patients.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512888-020-02929-x.

[ Additional file 1. Questionnaire. J

Abbreviations

R/S: Religiosity and spirituality; APA: American Psychiatric Association;

WPA: World Psychiatric Association; RCP: Royal College of Psychiatrists
London; EPA: European Psychiatric Association; ABP: Brazilian Association of
Psychiatry; ACGME: Accreditation Council for Graduate Medical Education;
IPg-HC-FMUSP: Instituto de Psiquiatria do Hospital das Clinicas da Faculdade
de Medicina da Universidade de Sao Paulo; LPA: Latente profile analysis;
RCOPE: Spiritual/religious coping scale; AIC: Akaike information criterion;

BIC: Bayesian information criterion; LMR: Lo-Mendell-Rubin; GAP: Group for
the advancement of psychiatry

Acknowledgements
We would like to thank Prof. Dr. Wang Yuan Pang for the support and all the
psychiatrists who took the time to complete the survey.

Authors’ contributions

MFPP, MCM-C and HV contributed to the design of the study. MCM-C per-
formed the data collection and AL carried out the statistical analysis. MCM-C
and HV drafted the manuscript and AAL, MFPP and FCL jointly performed a
critical review. All of the authors contributed to the completion of the manu-
script and approved the final version thereof.

Funding

This study received financial support from LIM-23 (HC-FMUSP), CAPES/Post-
graduate Program in Psychiatry (FMUSP - MCMC), and CNPq/Brazilian Fund-
ing Agency (HV), Sdo Paulo, SP. The funding body did not have any role in
the design of the study and collection, analysis, and interpretation of data
and in writing the manuscript. All resources were reserved to finance the ex-
penses related to the publication of the manuscript.

Availability of data and materials
The dataset is available upon request (contact the corresponding author).

Ethics approval and consent to participate

This study was approved by the Research Ethics Committee of the University
of Sao Paulo Medical School (CEAPesq # 2.155.088). All participants received
initial information regarding the study’s objectives, the voluntary nature of


https://doi.org/10.1186/s12888-020-02929-x
https://doi.org/10.1186/s12888-020-02929-x

Menegatti-Chequini et al. BMC Psychiatry (2020) 20:546

their participation and the confidentiality of their answers. The study
involved the assessment of two groups: one involving the psychiatrists from
ABP, who answered the questionnaire via the internet and, before
completing the questionnaire, they had to agree and confirm electronically
their free and informed decision to participate in the survey. The second
group consisted of all psychiatrists working at IPq-HCFMUSP who verbally
confirmed their consent to participate in the research, this procedure was
also approved by the local ethics committee.

Consent for publication
Not applicable.

Competing interests
The authors report no conflicts of interest.

Author details

1Department and Institute of Psychiatry (LIM-21, LIM-23 and ProSER), School
of Medicine, University of Sdo Paulo, R. Dr. Ovidio Pires de Campos, 785, Zip
Code 05403-010, Sao Paulo, SP, Brazil. 2Laboratory of Neuroscience (LIM-27),
Institute of Psyquiatry, University of Sdo Paulo, Sao Paulo, SP, Brazil. *Instituto
Nacional de Biomarcadores em Neuropsiquiatria (INBION), Conselho Nacional
de Desenvolvimento Cientifico e Tecnoldgico, Sdo Paulo, SP, Brazil.
“Departament of Neurology, Albert Einstein Hospital, Sdo Paulo, SP, Brazil.

Received: 6 April 2020 Accepted: 23 October 2020
Published online: 23 November 2020

References

1. Poole R, Cook CCH, Higgo R. Psychiatrists, spirituality and religion. BJPsych.
2019;214(4):181-2.

2. American Psychiatric Association - APA. Committee on religion and
psychiatry. Guidelines regarding possible conflict between psychiatrists’
religious commitments and psychiatric practice. Am J Psychiatry. 1990;
147:542.

3. Verhagen P, Cook C. Proposal for a world psychiatric association consensus
or position statement on spirituality and religion in psychiatry. In: Verhagen
P, et al, editors. Religion and psychiatry: beyond boundaries. Hoboken:
Wiley; 2010. p. 615-32.

4. Royal College of Psychiatrists London - RCP. Recommendations for
psychiatrists on spirituality and religion. Position Statement 2011. (2011)
http://www.rcpsych.ac.uk/pdf/PS03_2013.pdf. Acessed 15 feb 2020.

5. Campion J, Bhui K, Bhugra D. European Psychiatric Association (EPA)
guidance on prevention of mental disorders. Eur Psychiatry. 2012,27:68-80.

6. Cordeiro Q. Creation of the section on spirituality and mental health at the
brazilian psychiatric association. Psyche Spirit. 2014;1:2-3.

7. Accreditation Council for Graduate Medical Education - ACGME. Acgme
Program requirements for graduate medical education in Psychiatry. (2017)
http://www.acgme.org/Portals/0/PFassets/ProgramRequirements/400_
psychiatry_2017-07-01.pdf. Accessed 23 Apr 2018.

8. Koenig HG, King D, Carson V. Handbook of religion and health. 2nd ed.
New York: Oxford University Press; 2012.

9. Pargament K. The psychology of religion and coping: theory, research,
practice. New York: The Guilford Press; 1997.

10.  Kovess-Masfety V, Saha S, Lim CCW, et al. Psychotic experiences and
religiosity: data from the WHO world mental health surveys. Acta Psychiatr
Scand. 2018;137:306-15.

11. Bonelli R, Koenig HG. Mental disorders, religion and spirituality 1990 to
2010: a systematic evidence-based review. J Relig Health. 2013,;52:657-73.

12. Vitorino LM, Lucchetti G, Ledo FC, Vallada H, Peres MFP. The association
between spirituality and religiousness and mental health. Sci Rep. 2018;
8:17233.

13. Stroppa A, Colugnati FA, Koenig HG, Moreira-Almeida A. Religiosity,
depression, and quality of life bipolar disorder: a two-year prospective
study. Rev Bras Psiquiatr. 2018;40:238-43.

14.  Geppert C, Bogenschutz MP, Miller WR. Development of a bibliography on
religion, spirituality and addictions. Drug Alcohol Rev. 2009;26:389-95.

15. Rosmarin DH, Pargament KI, Pirutinsky S, Mahoney A. A randomized
controlled evaluation of a spirituality integrated treatment for subclinical
anxiety in the jewish community. J Anxiety Disorder. 2010;24:799-08.

20.

22.

23.

24.

25.

26.

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

Page 10 of 11

Ellison CG, Bradshaw M, Flanelly KJ, Galek KC. Prayer, attachment to god,
and symptons of anxiety-related disorders among US adults. Sociol Relig.
2014;75:208-33.

Stack S, Laubepin F. Religiousness as a predictor of suicide: an analysis of
162 european regions. Suicide Life Threat Behav. 2019;49:371-81.

Jacob L, Haro JM, Koyanagi A. The association of religiosity with suicidal
ideation and suicide attempts in the United Kingdom. Acta Psychiatr Scand.
2019;139:164-73.

Miller L, Wickramaratne P, Gameroff MJ, Sage M, Tenke CE, Weissman MM.
Religiosity and major depression in adults at high risk: a ten-year
prospective study. Am J Psychiatry. 2012;169:89-94.

Miller L, Bansal R, Wickramaratne P, et al. Neuroanatomical correlates of
religiosity and spirituality. A study in adults at high and low familial risk for
depression. JAMA Psychiatry. 2014;71:128-35.

Gongalves JP, Lucchetti G, Menezes PR, Vallada H. Religious and spiritual
intervention in mental health care: a systematic review and meta-analysis of
randomized controlled clinical trials. Psychol Med. 2015;45:2937-49.

Peres MFP, Kamel H, Tobo P, Lucchetti G. Mechanisms behind religiosity
and spirituality's effect on mental health, quality of life and well-being. J
Relig Health. 2018. https://doi.org/10.1007/510943-017-0400-6.

Hvidt NC, Korup AK, Curlin FA, et al. The nersh international collaboration
on values, spirituality and religion in medicine: development of
questionnaire, description of data pool, and overview of pool publications.
Religions. 2016. https://doi.org/10.3390/rel7080107.

Korup AK, Christensen R, Nielsen CT, et al. The international nersh data pool
- a methodological description of a data pool of religious and spiritual
values of health professionals from six continents. Religions. 2017. https://
doi.org/10.3390/rel8020024.

Shafranske E. Religious involvement and professional practices of
psychiatrists and other mental health professionals. Psychiatr Ann. 2000;
30:525-32.

Best M, Butow P, Olver I. Doctors discussing religion and spirituality: a
systematic literature review. Palliat Med. 2016;30:327-37.

Lee E, Baumann K How korean psychiatric staff deal with religious and
spiritual issues of patients: what is professional? Religions. 2019. https://doi.
0rg/10.3390/rel10100544.

Curlin FA, Lantos J, Roach C, Sellergren S, Chin M. Religious characteristics of
US. physicians. J Gen Intern Med. 2005;20:629-34.

Curlin FA, Lawrence R, Odell S, et al. Religion, spirituality, and medicine:
Psychiatrists and other physicians’ differing observations, interpretations,
and clinical approaches. Am J Psychiatry. 2007;164:1825-31.

Bergin A, Jensen J. Religiosity of psychotherapists: a national survey.
Psychoterapy. 1990,27(1).03-7.

Amerongen-Meeuse J, Schaap-Jonker H, Schuhmann C, Anbeek C, Braam A.
The "religiosity gap” in a clinical setting: experiences of mental health care
consumers and professionals. Ment Health Relig Cult. 2018;21(7):737-52.
Milner K, Crawford P, Edgley A, Hare-Duke L, Slade M. The experiences of
spirituality among adults with mental health difficulties: a qualitative
systematic review. Epidemiol Psychiatr Sci. 2019; https.//www.cambridge.
org/core/services/aop-cambridgecore/content/view/ADE2530ED239C4A12
DCFA540611BBF74/52045796019000234a.pdf/experiences_of_spirituality_
among_adults_with_mental_health_difficulties_a_qualitative_systematic_
review.pdf. Acessed 16 Feb 2020.

Best M, Butow P, Olver |. Do patients want doctors to talk about spirituality?
A systematic literature review. Patient Educ Couns. 2015;98:1320-8.
Al-Yousefi NA. Observations of muslim physicians regarding the
influence of religion on health and their clinical approach. J Relig
Health. 2012;51:269-80.

Voltmer E, Buessing A, Koenig HG, Al Zaben F. Religiosity/spirituality of
german doctors in private practice and likelihood of addressing R/S issues
with patients. J Relig Health. 2014;53:1741-52.

Franzen AB. Influence of physicians’ beliefs on propensity to include
religion/spirituality in patient interactions. J Relig Health. 2018,57:1581-97.
Menegatti-Chequini MC, Gongalves JPB, Ledo FC, Peres MFP, Vallada H.
A preliminary survey on the religious profile of brazilian psychiatrists
and their approach to patients’ religiosity in clinical practice. BJPsych
Open. 2016;2:346-52.

Menegatti-Chequini MC, Maraldi EO, Peres MFP, Ledo FC, Vallada H.
How psychiatrists think about religious and spiritual beliefs in clinical
practice: findings from a university hospital in Sdo Paulo, Brazil. Br J
Psychiatry. 2018;41:58-65.


http://www.rcpsych.ac.uk/pdf/PS03_2013.pdf
http://www.acgme.org/Portals/0/PFassets/ProgramRequirements/400_psychiatry_2017-07-01.pdf
http://www.acgme.org/Portals/0/PFassets/ProgramRequirements/400_psychiatry_2017-07-01.pdf
https://doi.org/10.1007/s10943-017-0400-6
https://doi.org/10.3390/rel7080107
https://doi.org/10.3390/rel8020024
https://doi.org/10.3390/rel8020024
https://doi.org/10.3390/rel10100544
https://doi.org/10.3390/rel10100544
https://www.cambridge.org/core/services/aop-cambridgecore/content/view/ADE2530ED239C4A12DCFA540611BBF74/S2045796019000234a.pdf/experiences_of_spirituality_among_adults_with_mental_health_difficulties_a_qualitative_systematic_review.pdf
https://www.cambridge.org/core/services/aop-cambridgecore/content/view/ADE2530ED239C4A12DCFA540611BBF74/S2045796019000234a.pdf/experiences_of_spirituality_among_adults_with_mental_health_difficulties_a_qualitative_systematic_review.pdf
https://www.cambridge.org/core/services/aop-cambridgecore/content/view/ADE2530ED239C4A12DCFA540611BBF74/S2045796019000234a.pdf/experiences_of_spirituality_among_adults_with_mental_health_difficulties_a_qualitative_systematic_review.pdf
https://www.cambridge.org/core/services/aop-cambridgecore/content/view/ADE2530ED239C4A12DCFA540611BBF74/S2045796019000234a.pdf/experiences_of_spirituality_among_adults_with_mental_health_difficulties_a_qualitative_systematic_review.pdf
https://www.cambridge.org/core/services/aop-cambridgecore/content/view/ADE2530ED239C4A12DCFA540611BBF74/S2045796019000234a.pdf/experiences_of_spirituality_among_adults_with_mental_health_difficulties_a_qualitative_systematic_review.pdf

Menegatti-Chequini et al. BMC Psychiatry

39.

40.

41.

42.

43.

44,

45.

46.

47.
48.

49.

50.

51.

52.

53.

54.

55.
56.

57.

58.
59.
60.
61.

62.
63.

64.

(2020) 20:546

Curlin FA, Chin M, Sellergren S, Roach C, Lantos J. The association of
physicians' religious characteristics with their attitudes and self-reported
behaviors regarding religion and spirituality in the clinical encounter. Med
Care. 2006;44:446-53.

Lawrence RE, Rasinski KA, Yoon JD, Curlin FA. Religion and anxiety
treatments in primary care patients. Anxiety Stress Coping. 2013;26:526-38.
Clogg C. Latent class models. In: Arminger G, Clogg C, Sobel M, editors.
Handbook of statistical modeling for the social and behavioral sciences.
New York: Plenum Press; 1995.

Muthen B, Muthen LK. Integrating person-centered and variable-centered
analyses. Growth mixture modeling with latent trajectory classes. Alcohol
Clin Exp Res. 2000;,24:882-91.

Loch AA, Guarniero F, Lawson F, Hengartner M, Réssler W, Gattaz W, et al.
Stigma toward shizophrenia: do all psychiatrists behave the same? Latent

profile analysis of a national sample of psychiatrists in Brazil. BMC Psychiatry.

2013. https://doi.org/10.1186/1471-244X-13-92.

Curlin FA, Lawrence R, Chin M, Lantos J. Religion, conscience, and
controversial clinical practices. N Engl J Med. 2007;356:593-600.

Instituto Brasileiro de Geografia e Estatistica - IBGE. Censo Demografico
2010 - Caracteristicas gerais da populacao, religiao e pessoas com
deficiencia. [2010 Population Census - General characteristics of
population, religion and persons with disabilities]. (2010) https://
biblioteca.ibge.gov.br/visualizacao/periodicos/94/cd_2010_religiao_
deficiencia.pdf. Acessed 16 Feb 2020.

Pargament K, Koenig HG, Perez L. The many methods of relgious coping:
development and initial validation of the RCOPE. J Clin Psychol. 2000;56:
519-43.

Hoge DR. A validated intrinsic religious orientation and prejudice. J Sci
Study Relig. 1972,11:369-76.

Muthen B, Muthen LK. In: 8th edn, editor. Mplus statistical analysis with
latent variables (program computer). Los Angeles: Muthen & Muthen; 2017.
Ramakrishnan P, Karimah A, Kuntaman K, et al. Religious/spiritual
characteristics of indian and indonesian physicians and their acceptance of
spirituality in health care: a cross-cultural comparison. J Relig Health. 2015;
54:649-63.

Korup AK, Sondergaard J, Lucchetti G, et al. Religious values of pshysicians
affect their clinical practice. A meta-analysis of individual participant data
from 7 countries. Medicine. 2019. https://doi.org/10.1097/MD.
0000000000017265.

Curlin F, Dugdale L, Lantos J. In M. do religious physicians
disproportionately care for the underserved? Ann Fam Med. 2007;5:353-60.
Yoon J, Shin J, Nian A, Curlin F. Religion, sense of calling, and the practice
of medicine: findings from a national survey of primary care physicians and
psychiatrists. South Med J. 2015;108:189-95.

Neeleman J, King M. Psychiatrists religious attitudes in relation to their
clinical-practice - a survey of 231 psychiatrists. Acta Psychiatr Scand.
1993;88:420-4.

Baetz M, Griffin R, Bowen R, Marcoux G. Spirituality and psychiatry in
Canada: psychiatric practice compared with patient expectations. Can J
Psychiatr. 2004;49:265-71.

Gallup Jr, GH. Why are women more religious? 2002. http://news.gallup.
com/poll/7432/why-women-more-religious.aspx. Accessed 21 May 2018.
Beit-Hallahmi B. Psychological perspectives on religion and religiosity. New
York: Routledge; 2015.

Francis LJ, Penny G. Gender differences in religion. In: Saroglou V, editor.
Religion, personality, and social behavior. New York: Psychology Press; 2014.
p.313-37.

Francis LJ. The psychology of gender differences in religion: a review of
empirical research. Religion. 1997,27:81-96.

Stark R. Physiology and faith: addressing the 'universal' gender difference in
religious commitment. J Sci Study Relig. 2002;41:495-507.

Sullins DP. Gender and religion: deconstructing universality, constructing
complexity. Am J Sociol. 2006;112:838-80.

Freud S. The future of an illusion, civilization and its discontents. 1974th ed.
London: Hogarth Press; 1927.

Freud S. Moses and monotheism. 1964th ed. London: Hogarth Press; 1939.
Neeleman J, Persaud R. Why do psychiatrists neglect religion. Br J Med
Psychol. 1995,68:169-78.

Group for the Advancement of Psychiatry — GAP. Committee on Psychiatry
and Religion. Mysticism: spiritual quest or psychic disorder? New York:
Brunner-Routledge; 1976.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

82.

83.

84.
85.

86.

87.

88.

89.

Page 11 of 11

Koenig HG. Religion, spirituality and psychiatry: a new era in mental health
care. Rev Psiquiatr Clin. 2007;34:5-7.

Ellis A. Psychotherapy and atheistic values: a response to A. E. Bergins's
"psychotherapy and religious values”. J Consult Clin Psychol. 1980;48:635-9.
Loch A, Freitas E, Horténcio L, Chianca C, Alves T, Serpa M, et al. Hearing
spirits? Religiosity in individuals at risk for psychosis - results from the
brazilian SSAPP cohort. Schizophr Res. 2018. https://doi.org/10.1016/j.schres.
2018.09.020.

Hefti R. Integrating spiritual issues into therapy. In: Huguelet P, Koenig HG,
editors. Religion and spirituality in psychiatry. New York: Cambridge
University Press; 2009. p. 244-67.

Lee E, Baumann K. German psychiatrists' observation and interpretation of
religiosity/spirituality. Evid Based Complement Alternat Med. 2013;2013:1-8.
Curlin F, Sellergren S, Lantos J, Chin M. Physicians’ observations and
interpretations of the influence of religion and spirituality on health. Arch
Intern Med. 2007;167:649-54.

Crosby JW, Bossley N. The religiosity gap: preferences for seeking help from
religious advisors. Ment Health Relig Cult. 2012;15:141-59.

Randwijk CB, Opsahl T, Hvidt EA, et al. Characteristics of religious and
spiritual beliefs of Danish physicians: and likelihood of addressing religious
and spiritual issues with patients. J Relig Health. 2019;58:333-42.
Welgemoed M, Staden C. Does religious identification of south african
psychiatrists matter in their approach to religious matters in clinical
practice? S Afr J Psychiatry. 2014;20:140-5.

Rensburg JABR, Poggenpoel M, Myburgh CPH, Szabo CP. Experience and
views of academic psychiatrists on the role of spirituality in south african
specialist psychiatry. Rev Psiquiatr Clin. 2012;39:122-9.

Deaton AS. Aging, religion, and health. In: Wise DA, editor. Explorations
in the economics of aging. Chicago: University of Chicago Press; 2011.
p. 237-62.

Hungerman DM. The effect of education on religion: evidence from
compulsory schooling laws. J Econ Behav Organ. 2014;104:52-63.

Lee JJ. Religion and college attendance: change among students. Rev High
Ed. 2002,25:369-84.

Uecker JE, Regnerus MD, Vaaler ML. Losing my religion: the social forces of
religious decline in early adulthood. Soc Forces. 2007,85:1667-92.

Curcio CSS, Moreira-Almeida A. Who does believe in life after death?
Brazilian data form clinical and non-clinical samples. J Relig Health. 2019;58:
1217-34.

Schwadel P. Birth cohort changes in the association between college
education and religious non-affiliation. Soc Forces. 2014;93:719-46.

Baker DP. The great antagonism that never was: unexpected affinities
between religion and education in post-secular society. Theory Soc. 2019;
48:39-65.

Baker JO, Smith BG. The nones: social characteristics of the religiously
unaffiliated. Soc Forces. 2009;87:1251-63.

Chaves M. Secularization as declining religious authority. Soc Forces. 1994;
72:749-74.

Glaeser EL, Sacerdote BI. Education and religion. J Hum Cap. 2008;2:188-215.
Huguelet P, Koenig HG. Religion and spirituality in psychiatry. Cambridge:
Cambridge University Press; 2009.

Moreira-Almeida A, Cardena E. Differential diagnosis between non-
pathological psychotic and spiritual experiences and mental disorders: a
contribution from latin american studies to the ICD-11. Rev Bras Psiquiatr.
2011;33:21-36.

Pajevic I. Secular and postsecular psychiatry. Psychiatr Danub. 2012;24(3):
$262-6.

Cox J, Verhagen PJ. Spirituality, religion and psychopathology: towards an
integrative psychiatry. Int J Pers Cent Med. 2011;1:146-8.

Cook CCH. Religion and spirituality in clinical practice. BJPsych Adv. 2015;21:
42-50.

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


https://doi.org/10.1186/1471-244X-13-92
https://biblioteca.ibge.gov.br/visualizacao/periodicos/94/cd_2010_religiao_deficiencia.pdf
https://biblioteca.ibge.gov.br/visualizacao/periodicos/94/cd_2010_religiao_deficiencia.pdf
https://biblioteca.ibge.gov.br/visualizacao/periodicos/94/cd_2010_religiao_deficiencia.pdf
https://doi.org/10.1097/MD.0000000000017265
https://doi.org/10.1097/MD.0000000000017265
http://news.gallup.com/poll/7432/why-women-more-religious.aspx
http://news.gallup.com/poll/7432/why-women-more-religious.aspx
https://doi.org/10.1016/j.schres.2018.09.020
https://doi.org/10.1016/j.schres.2018.09.020

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Measurements
	Statistical analysis

	Results
	Discussion
	Limitations

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

