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How should teaching on whole person
medicine, including spiritual issues, be
delivered in the undergraduate medical
curriculum in the United Kingdom?
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Abstract

Background: Although the General Medical Council recommends that United Kingdom medical students are
taught ‘whole person medicine’, spiritual care is variably recognised within the curriculum. Data on teaching delivery
and attainment of learning outcomes is lacking. This study ascertained views of Faculty and students about spiritual
care and how to teach and assess competence in delivering such care.

Methods: A questionnaire comprising 28 questions exploring attitudes to whole person medicine, spirituality and
illness, and training of healthcare staff in providing spiritual care was designed using a five-point Likert scale. Free text
comments were studied by thematic analysis. The questionnaire was distributed to 1300 students and 106 Faculty at
Queen’s University Belfast Medical School.

Results: 351 responses (54 staff, 287 students; 25 %) were obtained. >90 % agreed that whole person medicine
included physical, psychological and social components; 60 % supported inclusion of a spiritual component within the
definition. Most supported availability of spiritual interventions for patients, including access to chaplains (71 %),
counsellors (62 %), or members of the patient’s faith community (59 %). 90 % felt that personal faith/spirituality
was important to some patients and 60 % agreed that this influenced health. However 80 % felt that doctors
should never/rarely share their own spiritual beliefs with patients and 67 % felt they should only do so when
specifically invited. Most supported including training on provision of spiritual care within the curriculum; 40-50 % felt
this should be optional and 40 % mandatory. Small group teaching was the favoured delivery method. 64 % felt that
teaching should not be assessed, but among assessment methods, reflective portfolios were most favoured (30 %).
Students tended to hold more polarised viewpoints but generally were more favourably disposed towards spiritual care
than Faculty. Respecting patients’ values and beliefs and the need for guidance in provision of spiritual care were
identified in the free-text comments.

Conclusions: Students and Faculty generally recognise a spiritual dimension to health and support provision of
spiritual care to appropriate patients. There is lack of consensus whether this should be delivered by doctors or
left to others. Spiritual issues impacting patient management should be included in the curriculum; agreement is
lacking about how to deliver and assess.
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Background
Health has been defined by The World Health Organization
(WHO) as a state of ‘complete physical, mental and social
wellbeing and not merely the absence of disease or infirm-
ity’ [1]. Subsequently, addition of a spiritual dimension to
this definition has been advocated [2], reflected in recent
quality of life questionnaires [3]. ‘Whole person medicine’
is a collective term used to describe all aspects of care re-
quired to restore and improve health in an individual,
comprising physical, psychological, social, cultural and
spiritual elements [4]. Psychological and social aspects of
illness are frequently addressed during routine clinical as-
sessment, while spiritual aspects are often neglected [5, 6].
Spirituality is defined as ‘personally held beliefs, values,
and practices’ and ‘awareness of the ultimate meaning and
purpose of life’ and may be associated with, but should be
differentiated from, religion or religiosity, which imply ‘an
expression of spiritual belief through an organized system
of rituals and practices’ [7]. The therapeutic strategy linked
to this domain of health has sometimes been called spirit-
ual care, defined as ‘recognizing and responding to the
multifaceted expressions of spirituality we encounter in
our patients and their families. It involves compassion,
presence, listening and the encouragement of realistic
hope, and might not necessarily include any discussion of
God or religion’ [8].
Given the high background level of religious belief in

many Western countries, it is not unexpected that pa-
tients often view spiritual issues as important during ill-
ness and when making healthcare-related decisions [9]
and want their carers, including healthcare professionals,
to engage with them in addressing such matters [10, 11].
Conversely, in Silvestri’s study exploring factors influen-
cing whether to undergo treatment for cancer [9], al-
though clinicians, patients and caregivers agreed that the
recommendation of an oncologist was the most important
factor influencing the decision, patients and caregivers
placed faith in God second, in contrast to physicians who
ranked this as of less importance than effectiveness and
side-effects of treatment, recommendation of family doc-
tor and views of family members. Less than half of United
States of America (USA) primary care residents felt that
they should engage in spiritual care of their patients; the
likelihood of viewing such interventions favourably was
strongly linked to the physician’s own spirituality and to
severity of the patient’s illness [12]. Fewer studies have ad-
dressed the views of medical students, with conflicting
findings regarding the importance American medical stu-
dents attribute to spiritual issues for patient management
[13, 14]. Student attitudes towards spirituality in medicine
may change with increasing exposure to such concepts as
they progress through the longitudinal curriculum [15].
There have been limited studies conducted outside United
States, where most entrants to medical school are almost
exclusively older and graduates; training, experience and
societal influences may differ from that in other countries.
The Scottish Executive Health Department has placed

some responsibility on doctors, as members of the multi-
disciplinary team, in delivery of spiritual care tailored to
the needs of the population [16]. General Medical Council
of United Kingdom (GMC, UK) guidance ‘Tomorrow’s
Doctors’ [17] also recommends that medical students ap-
preciate ‘the importance of clinical, psychological, spirit-
ual, religious, social and cultural factors’, and respect
‘patients’ right to hold religious or other beliefs’. The guid-
ance however goes further than simple recognition of spir-
itual views as important to patients and their attitudes to
illness, by stipulating that doctors should ‘ take these into
account when relevant to treatment options’. Clearly there
is an obligation to provide students with opportunities to
avail of training themselves in this area.
Publications relating to incorporation of spirituality into

medical education are almost exclusively related to studies
conducted in USA [18] where the majority of medical
schools have delivered teaching in spirituality and health-
care, in some cases for more than 20 years. There is lit-
tle detailed published information on what specifically is
covered, and considerable diversity regarding methods
employed, with lectures, small group discussion, patient in-
terviews, meetings with chaplains, and self-directed learn-
ing, predominantly reading, all reported [19, 20]. Often
teaching on spirituality is immersed in an overarching
theme encompassing ethics, sociology, diversity and related
medical humanities [21–23]. Nor is there consensus as to
what should be included, when the material should be de-
livered, by whom, and which methods should be employed
for delivery and assessment. There is however generally a
greater emphasis on clinical application, facilitated through
small group teaching/discussion and case-based learning,
rather than didactic teaching of theoretical concepts.
Others have attempted to develop material for medical
graduates: Anandarajah [24] identified a set of core compe-
tencies in spiritual care, encompassing knowledge, skills
and attitudes, as a basis for developing a curriculum for
use in American family practice although the authors
noted that certain aspects may be adaptable to under-
graduate medical education.
From the sparse data published [25, 26], amongst the

minority of UK medical schools, including Queen’s Uni-
versity Belfast (QUB) [27], which address the GMC guid-
ance on spirituality in healthcare in the undergraduate
medical curriculum and seem currently to provide some
training in spiritual issues, content and approach varies
considerably and a diverse range of teaching and assess-
ment methods prevail. Some schools do provide core
teaching on the importance of faith in coping with illness
for some patients, and information on how to liaise with
chaplaincy services. However teaching is more frequently
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optional, delivered to small numbers within the student
selected component programme or intercalated degree
pathways, rather than the core undergraduate medical
curriculum. Only four of the medical schools provided op-
portunities to accompany chaplains on patient visits. Few
studies have reported the views of UK medical school
teaching Faculty and students.
Both WHO and GMC recognise the importance of

spirituality to health, and to the response to disease. Al-
though GMC requires that UK medical schools address
such issues in the undergraduate curriculum [17], the
extent and content of such current teaching is not par-
ticularly clear. Surveys of practice at medical schools are
dominated by data from USA, and recent review articles
have called for studies from elsewhere in the world [18].
Our aim was to ascertain attitudes of medical students
and their teachers towards whole-person medicine and,
specifically, spirituality and its relationship to health and
disease, and to determine their views on whether and, if
so, how such issues should be addressed in the UK
undergraduate medical curriculum, and what forms of
teaching and assessment might be appropriate.

Methods
Study design
A self-administered questionnaire was devised to elicit
views of medical students and of Faculty. An additional
word document file reproduces the questionnaire in full
[Additional file 1]. To enable standardization and facili-
tate data analysis, a five point Likert scale was chosen
for each response.
The first part of the questionnaire gathered demo-

graphic information. Subsequent study questions were
grouped into three domains, structured as follows:

Domain 1: attitudes to whole person medicine

Respondents graded their attitudes to the various com-
ponents of whole person care (physical, psychological,
social, spiritual) on a scale ranging from irrelevant to
very important.

Domain 2: attitudes to spirituality and illness

This domain explored issues related to the interplay
between spirituality and health, including the contri-
bution of spiritual beliefs to health status. Respon-
dents were asked to explore the relationship between
patient and physician spirituality and whether medical
staff should share personal views on spirituality with
patients.

Domain 3: attitudes to the training of healthcare staff
in spiritual care
This domain focused on medical education and ex-
plored views on the training and assessment of medical
students in spiritual aspects of healthcare.
The questionnaire ended with a free text box to allow

any views expressed to be expanded or clarified, and to
facilitate any other comments on the subject.
Following piloting of the questionnaire with a small

group of students and Faculty, and advice from a med-
ical statistician, the questionnaire was refined and ethical
approval for use was granted by QUB Medical School’s
Research Ethics Committee. The questionnaire was an-
onymous and no personal identifiable data were sought or
stored; participation was entirely voluntary and (non)-par-
ticipation had no repercussions for academic performance
or career progression. All QUB undergraduate medical
students willing to consent were eligible. Students were
stratified by stage in their training into early (Years 1 and
2) and late (Years 3–5) groups. Similarly, all members of
academic staff actively involved in undergraduate medical
student education at QUB and willing to consent were eli-
gible. Faculty were stratified by clinical and non-clinical
background.
All potential participants were invited to participate

via an email containing a hyperlink to the questionnaire,
transcribed using SurveyMonkey software. Responses
were automatically logged by the SurveyMonkey program.
One reminder email was sent two weeks after the first in-
vitation and the questionnaire closed for responses one
week later.

Statistical considerations
A minimum of 80 students in each cohort (Years 1–2,
Years 3–5) was required to detect a 0.5 difference in a 5
point ordinal scale questionnaire with 90 % power. Ap-
proximately 250–270 students are enrolled in each year
of the medical course at QUB. Given the generally low
response rate from questionnaire surveys (typically,
30 %) and the difficulties in designing an alternative
study method with appropriate stratified sampling, the
invitation to participate was sent to all undergraduate
medical students.
Quantitative (including comparison of proportions select-

ing the various options and relations between groups), and
qualitative (assessing trends/themes) analysis was per-
formed as appropriate. Simple descriptive statistics were
used to describe the distribution of responses for each
question. A Chi squared test for trend analysis was under-
taken to compare responses between students and Faculty,
and between Years 1–2 and Years 3–5 students, to investi-
gate if increasing clinical exposure and experience leads to
any differences in views. If any answer category contained
fewer than 5 counts, it was summed with the adjacent cell.
A statistically significant result was defined as P < 0.05. The
free text comments were analysed by thematic analysis.
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Results
Demographics of respondents
Characteristics of the study population are presented in
Table 1. Overall 351 responses were obtained comprising
Faculty (evenly distributed between clinical and non-
clinical) and medical students. The majority of respon-
dents were <25 years old with the remainder comprising
graduate entrants and Faculty. ~60 % respondents were fe-
male and >90 % were from the British Isles. Typically
there was a 25-30 % response from each student year
group except Year 4 (10 %), most probably because many
were on overseas clinical electives at the time the survey
was undertaken. However, the Years 1–2 cohort combined
accounted for 128 respondents, and Years 3–5 cohort 156
respondents which exceeded the target recruitment of 80
students per cohort, indicative that the study had >90 %
power to detect a difference of 0.5 points on the ordinal
scale for each question. There was a high return from
amongst Faculty, exceeding 50 % of eligible participants.
Table 1 Demographic details of study subjects (n = 351
respondents)

Characteristics Response
percent

Response
count

Respondent status

QUB staff-non clinical 7.6 % 26

Medical student-school leaver 71.6 % 244

Medical student- graduate entry 12.6 % 43

Age

</=20 years 19.2 % 65

21-25 years 58.6 % 198

26-30 years 6.2 % 21

>31 years 16.0 % 54

Gender

Male 38.9 % 132

Female 61.1 % 207

Country of birth

N. Ireland 77.3 % 262

Republic of Ireland 5.6 % 19

Great Britain 10.3 % 35

Europe 0.3 % 1

Rest of World 6.5 % 22

Year of study (medical student
respondents)

First 20.1 % 57

Second 25.0 % 71

Third 20.4 % 58

Fourth 10.2 % 29

Fifth 24.3 % 69
Attitudes to whole person medicine
Attitudes to the various aspects of whole person care are
shown in Fig. 1. Not surprisingly, almost all respondents
indicated that physical treatment including the use of
drugs or medical therapy was important or very import-
ant in patient management. A very high proportion also
endorsed social care and psychological care as important
or very important although the strength of feeling ap-
peared somewhat less than for physical care with fewer
respondents rating these aspects as ‘very’ important.
Given the high scores accorded to each of areas involved
in whole person care, it is not surprising that there was
no difference in responses between Faculty and students,
or between Years 1–2 and Years 3–5 students (data not
shown). Overall, fewer respondents (61 %) rated spiritual
care as important or very important in patient manage-
ment, with the clear majority selecting important rather
than very important (Fig. 1d). The data therefore appear
to show a graded response with small reductions in the
strength of support moving from physical through psy-
chological and social care to spiritual care. Components
of spiritual care for patients rated as most important by
respondents were access to a chaplain, availability of
counselling, and contact with a member of the patient’s
own faith community (Fig. 2). There is some overlap in
response as respondents were permitted to select more
than one answer. Responses did not differ significantly
(p = 0.62) between Faculty and students.

Attitudes to spirituality in illness
The first part of this domain explored respondents’ atti-
tudes to the relationship between spirituality and health
status, and demonstrated a significantly wider range of
opinions than those expressed above around more trad-
itional components of health care. While 60 % of re-
spondents overall felt that spiritual health contributes to
physical well-being, almost a quarter felt it had a neutral
effect and more than 15 % considered that it had no ef-
fect. Students tended to express more polarized views on
the subject than Faculty (p = 0.005 for trends). Interest-
ingly there was also a trend towards stronger support
amongst Years 3–5 students than amongst Years 1–2
students (p = 0.03 for trend).
Almost 90 % of respondents recognised that religious

faith or personal spirituality was an important aspect of
the lives of many patients. Similarly, 75 % of respondents
felt that individual faith and spiritual beliefs can have an
impact on response to diagnosis and prognosis in some
patients (Fig. 3a, b). While overall there was general
agreement that spiritual beliefs can impact care for some
patients, students were generally more favourably dis-
posed to the idea (87 % agreed or strongly agreed v 71 %
of Faculty) with again fewer neutral opinions (7 % v
21 %; p = 0.02 for trend). There was less agreement in



(a) (b)

(c) (d)

Fig. 1 Attitudes of study respondents to the various components of whole person care, including a physical, b psychological, c social and d spiritual
aspects, expressed as absolute numbers of respondents
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the perception of whether patients wished this to be
communicated; over 40 % of respondents felt that pa-
tients generally wanted doctors to be aware of their reli-
gious values and needs, 20 % did not and ~33 % expressed
a neutral view (Fig. 3c). Faculty were less inclined than stu-
dents to support the idea that patients wished doctors to
be aware of their spiritual values and needs (74 % Faculty
were neutral/opposed vs 50 % of student respondents, I =
0.001 for trend). Similarly, Years 3–5 students tended to
hold views more similar to Faculty and distinct from those
students in Years 1–2 (for example 62 % of students in
Years 1–2 agreed that patients wanted their spiritual
values shared compared to 38 % of students in Years 3–5;
p < 0.001 for trend).
In general, 80 % of respondents felt that healthcare

workers should never or only occasionally share their
own spiritual beliefs with patients and almost 67 %
agreed that healthcare workers should only share such
beliefs when invited to do so by patients (Fig. 3d). Students
and Faculty expressed similar views. There was little con-
sensus concerning the role of the doctor specifically in
providing spiritual care. Overall, 45 % of respondents
agreed or strongly agreed that spiritual care should be left
to chaplains, while 30 % disagreed and 25 % had no strong
view. A similar range of opinions was evident between
Years 1–2 and Years 3–5 students, and between students
overall and Faculty.

Attitudes to inclusion of spiritual care training for health
care staff
The overwhelming majority (94 %) of respondents indi-
cated that they had not received any formal training in
providing spiritual care to patients. Of ~6 % who had
received some training, all were medical students, most
of whom had undertaken the Student Selected Compo-
nent (SSC) ‘Wholeness in Healing’ [24] in 2nd year, the
remainder gaining some relevant experience via an SSC
in multicultural medicine in 1st Year. No member of
Faculty who responded to the survey had delivered any
formal training in spiritual care to medical students
(the study authors contribute to Wholeness in Healing
but did not themselves complete the survey).
There was no clearly defined view as to how, or in-

deed whether, spiritual issues in healthcare should be



Fig. 2 Attitudes to various components of spiritual care, expressed
as absolute numbers (y axis) and as percentages (given on columns)

Harbinson and Bell BMC Medical Education  (2015) 15:96 Page 6 of 13
addressed. ~47 % respondents agreed that awareness
of world religions and faith practices should be part of
the undergraduate curriculum, but ~33 % disagreed,
and ~20 % had no strong views. The remaining ques-
tions in this section give insight into views on how instruc-
tion in spirituality in healthcare could be delivered,
addressing its place in the curriculum, who should deliver,
and the design of modules and assessment. If it was to be
delivered, responses indicated that there was little agree-
ment as to whether it should be compulsory. ~50 % re-
spondents agreed that it should be an optional component
of the undergraduate curriculum for students with a spe-
cial interest, while 30 % disagreed (Fig. 4a); students
tended to be more in favour of optional teaching than
Faculty (51 % v 40 %; p = 0.056). Amongst students spe-
cifically, optional teaching was more strongly favoured
(p = 0.03) by students in Years 3–5 than Years1-2; more
experienced students were more opposed to compul-
sory teaching in this area (p = 0.02) compared to their
less experienced colleagues. Overall, 40 % respondents felt
such teaching should be incorporated into the core
curriculum as a compulsory part of undergraduate med-
ical student education, while an almost equal number
disagreed (Fig. 4b); responses were similar between
students and Faculty.
There was no consensus on whether doctors should

deliver the training (~33 % neutral, 40 % against)
(Fig. 4c). Students tended to be more supportive of
doctors delivering the training than Faculty were to
deliver (27 % students in favour v 8 % Faculty; p = 0.01
for overall trend) although the majority of students
were still opposed to a role for Faculty in content de-
livery. ~50 % respondents agreed that training of
undergraduate healthcare workers should include time
with hospital chaplains or other experts in spiritual
care (Fig. 4d). ~22 % respondents did not feel that
there should be any spiritual care training provided in
the curriculum. Of those who did endorse its use, stu-
dent selected components and small group seminars
were the most favoured modes of curriculum delivery.
Less than 25 % supported embedding such teaching in
a clinical setting (Fig. 5a).
67 % respondents were of the opinion that formal as-

sessment should not be undertaken. This view was even
more marked among Years 3–5 medical students (74 %
against) compared to those in Years 1–2 (59 % against;
p = 0.016 for trend). Of those supportive of formal as-
sessment, the use of reflective portfolios was favoured
(Fig. 5b).

Thematic analyses of free text comments
Recurring viewpoints and themes were identified from the
free text comments and are presented in categories below,
with examples of comments in italics. Overall 91 of the
351 respondents (26 %) added free text comments, of
which 88 expressed an analysable opinion on some aspect
of the subject, and were included in the analysis.

Respect for other views is the main issue
Respondents identified respect for patient views and beliefs
as the key attribute for students but did not suggest any en-
gagement with the individual in spiritual matters. Text com-
ments expressing this belief were generally concise, such as:

‘Respect....key principle!’

Ideas were slightly more developed by other respon-
dents but shared a common thread:

‘The patient’s wishes with respect to spiritual care
should be addressed. It is the responsibility of the
medical and nursing team to facilitate access for
the patient to whatever (or no) spiritual care they
desire, but the medical and nursing staff should
not be responsible for delivering that care. … It is
important that medical students understand the
impact of religious belief on people’s lifestyle or



(a) (b)

(c) (d)

Fig. 3 Respondents beliefs in respect of a how patients’ individual spirituality can influence clinical outcomes; b whether patients might wish
health care staff to be aware their spiritual beliefs; c whether health care workers should share spiritual beliefs with patients overall, and d if they
should do so only when invited. Data are given as absolute numbers and as percentages
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approach to death or treatment choices (e.g. around
blood transfusion/transplantation) and can convey that
they will respect that, and that they will help facilitate
access to chaplains/other spiritual advisers for patient
and family - but that decisions around input from
religious communities remains entirely with the family
and that the doctor retains the same respect for the
patient and their family regardless of their decision re
faith/spirituality’.

Spiritual aspects related to patient beliefs should be
taught in the curriculum
Several respondents indicated that those aspects of
spirituality which may impact on patient care should be
included in the curriculum (for example knowledge
about certain views on death, dying, cultural issues).
However these respondents did not advocate direct
medical involvement in spiritual issues and felt that all
aspects of spiritual care should be dealt with by others.
These respondents recommend that doctors are for-
mally taught about and therefore have some under-
standing of the cultural and spiritual issues important
to patients, but are not in any way engaged with them.
Clearly these views overlap somewhat with the first group
above, but in this case respondents actively endorsed
courses to deliver the aim. Many comments in this vane
were quite straightforward such as:

‘doctors only need to know what religious practices
could affect treatments or medications’.

‘I think this would be a worthwhile inclusion in the
curriculum so that students gain an understanding of
the way spiritually affects individuals and can
potentially affect their health….an awareness is
enough’.



(a) (b)

(c) (d)

Fig. 4 Respondent views on the place of spirituality in healthcare in the curriculum as a optional or b compulsory; and on who should be involved in
providing students with training in spirituality in healthcare including c doctors and d chaplains. Data expressed as absolute numbers and as percentages
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‘I feel students need to know and understand different
faiths and their beliefs related to their medical care -
but should be neutral when it comes to ‘spirituality”.

A wider view of spirituality should be taught in the
undergraduate curriculum
Responses dealing with the place of spirituality in health-
care in general, and specifically in the medical curricu-
lum, could be divided into those strongly against any
involvement, those strongly in favour of full inclusion,
and those in favour of more limited inclusion such as in
the previous section. An almost equal number of posi-
tive and negative responses were recorded. In this sec-
tion the more positive responses are discussed. Some of
the positive comments, often including justifications for
inclusion of spirituality in a broad sense in the curricu-
lum, are reproduced below:
‘If spirituality is important to the patient then it is
important in treatment of the patient’.

‘As healthcare professionals, doctors concern themselves
with all aspects of a person’s life that can impact on
their health and well-being. Regardless of your own
personal beliefs, it is clear that to nearly all human
beings there is acceptance or awareness of some level of
spiritual reality in their life….. that actually tends to be
most poignant in times of threat to health; doctors
should certainly be more aware of the spirituality of the
human person and have some ability to facilitate the
engagement of this in the patient’s care.

‘…think since such an emphasis is put on “Holistic care”
it only makes sense that medical students are taught
about spirituality and how to handle these situations’.



(a)

(b)

Fig. 5 Respondent views regarding a vehicles for delivering teaching
in spirituality for health care workers: b assessment of spirituality
training in the undergraduate curriculum. Data are given as absolute
numbers and percentage of responses
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‘I have heard examples of doctors sharing their faith
with other patients with positive outcomes. ….I also
believe that being ignorant of a patient’s beliefs or faith
could result in flaws appearing within the doctor-
patient relationship, increased problems when dealing
with the family and ultimately it seems disrespectful’.
Interestingly, some students responding to the survey
noted that their own experiences in learning about spir-
ituality in healthcare led them to espouse its inclusion in
the curriculum.

‘ I learnt a lot doing the spirituality SSC and feel that
spiritual care should be included in the medical
curriculum but spiritual care needs to be delivered by
various people and is only enhanced by doctor’s
participation’.

Spirituality should not be taught in the undergraduate
curriculum
There was an almost equal number of clearly negative
views on the place of spirituality in healthcare recorded
in the free text comments of the questionnaire. Many ar-
guments were marshalled against its inclusion with two
frequently cited. The first was that matters of spirituality
do not fit the biophysical medical model of disease, and
are not ‘evidence-based’, and so should not be included.

‘if we start including spirituality into a medical degree
where the “evidence based” is emphasised, we shall also
include homeopathy, herbal and voodoo medicine’.

‘having to provide spiritual counselling as a doctor
diminishes the clinical scientific focus of the profession,
as it is EVIDENCE BASED, and religion is not’.

The second main argument is that doctors are not
trained in spiritual matters and should leave all aspects
of this to experts such as chaplains.

‘If you want to talk about religion you go to a priest or
whatever, if you want to talk about health you go to a
doctor’.

‘The reason the hospitals have chaplains is to provide
spiritual care to patients; it is the Doctor’s job to
ensure the patient recovers physically, psychologically
and emotionally. If they have spiritual or faith issues a
chaplain is much better placed to address these’.

Some of the negative responses came from respon-
dents professing to be atheists, and some from those cit-
ing religious tensions in Northern Ireland as a reason
not to address these issues. Interestingly some respon-
dents identified themselves as Christians but felt unable
to support spirituality in the curriculum due to per-
ceived conflicts with GMC guidelines on sharing faith.

A need for guidance
A separate theme coming through from the comments
was the need for guidance for students in the difficult
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area of spirituality and interactions with patients. Com-
ments were noted from both students and Faculty.

‘There have been situations in hospitals where patients
have referred to God/a higher power and I have not
felt prepared by the medical curriculum, thus far, to
respond most appropriately to this….. These are areas
of grey, it seems, and guidance would be appreciated’.

‘I think it is important, as a Christian, to give some
sort of formal teaching to all medical students about
how to deal with tricky situations where you are
unsure whether it is appropriate to share your faith or
how you can assist patients if they ask you about
spiritual things. . I think it’s also important to be
aware, for all students, to understand the views of
main religious groups that may affect the care you give
them e.g. how they view death, burial, foods that can
be eaten’.

Insights into medical education and spirituality
The final group of responses dealt with how spirituality
could or should be dealt with in the curriculum. Respon-
dents took the opportunity to expand on their views as
expressed in domain 3. No respondent who commented
felt that formal assessment should be included in any
course, and several specifically recommended against it.
In terms of the structure of any teaching, three recom-
mended student selected components (optional) while
two proposed core teaching including lectures. These
comments were mainly factual statements of opinion
and so examples are not included for reasons of brevity.

Discussion
This study is novel in several respects. To our know-
ledge, it appears to be the first systematic report of views
on spirituality in healthcare of medical students and Fac-
ulty in Northern Ireland, and possibly within UK, since
most published studies report the North American experi-
ence. Direct comparison of the views of medical students
and Faculty using the same instrument simultaneously has
not been performed previously. Finally, assessment of stu-
dent achievement of the learning outcomes of teaching of
spirituality in healthcare is difficult and there is a paucity
of published literature.

Provision of spiritual care
There was clear support in our study for inclusion of
physical, social and psychological aspects as components
of patient care. Spiritual care was less convincingly ac-
knowledged: while Faculty and students recognise that
many patients consider spirituality is important and may
influence their responses to illness, they as (future) health-
care workers are less convinced of its importance. This
may be because fewer Faculty, and to an extent medical
students, believe in a higher authority/God, compared to
the general population of Northern Ireland (>83 %, which
incidentally is higher than in other parts of UK, [28]).
Similar trends have been identified in studies examining
the views of medical students and Faculty relative to those
of patients in USA [9, 29].
The majority of our respondents acknowledged that

spiritual interventions should be available to patients,
with counselling, access to a chaplain and /or faith rep-
resentative the most commonly accepted interventions.
Such interventions do not require direct participation of
doctors, perhaps reflecting unwillingness to engage in
delivery of spiritual care despite acknowledging its im-
portance for some patients. Indeed most felt that doctors
should rarely share their own beliefs with patients, and if
so, only when initiated by the patient, preferring that de-
livery of spiritual care should be delegated to chaplains.
Overall, there is disconnection between theoretical un-

derstanding and acknowledgement of the role of spiritu-
ality, and its practical implementation into health care
management. One possible explanation is that less than
half of respondents perceived that patients actually
wanted doctors to be aware of their personal beliefs and
spirituality. However, studies conducted in USA in which
patients were directly asked this question, reported that
most patients in fact do [11]. Lack of time to undertake
spiritual care, inadequate training, and difficulties in
identifying those patients wishing to discuss spiritual is-
sues may also impact doctors’ engagement [26, 30].
GMC guidance [31, 32] on the doctor/patient interface
and sharing of religious faith with patients may also have
struck a more cautionary note and deterred doctors
from fuller engagement.

Spirituality in the medical curriculum
The majority of respondents agreed that spiritual issues
should be addressed somewhere in the undergraduate
curriculum, but they were almost equally divided in regard
to preference for compulsory teaching for all students and
use of self-selected modules for those particularly inter-
ested. The current balance of our own course with a small
amount of compulsory material and more in-depth op-
tional teaching fits reasonably well with these stated views.
Some respondents felt that teaching should be limited to
imparting a basic working knowledge of major world
religions and patient spirituality, without discussion of
practical or care-based interventions. There are several
descriptions in the literature of the content of medical
courses addressing spiritual issues [18, 19] but little com-
ment regarding what medical students themselves think
should be included [26].
One survey of American medical students [29] felt such

teaching should be provided in the earlier part of the
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course and that a lecture or seminar based approach
would be most beneficial. The preference of our own Fac-
ulty and students for small group seminars is compatible
with prominent use of such methods in many published
curricula [19, 33, 34]. Puchalski and colleagues [35] gener-
ated recommendations based on identification of elements
common to many American medical curricula, such as
inclusion of appropriate literature, communication, spirit-
ual assessment during history taking, breaking bad news,
and knowledge of cultural and religious traditions; often
the teaching method was inferred in such curricula, but
not explicitly stated. Subsequently, they [36] formulated
learning outcomes, which could potentially be mapped
to teaching methods and assessment. A similar survey
of teaching of spiritual care in UK medical schools [25]
reported on content, aims and objectives of the small
number of such courses currently delivered, but not on
teaching methods although both classroom and clinic
based approaches can be inferred.
Assessment of student learning of such issues receives

very little attention in the literature, either in USA [20,
34] or UK [25, 26]. Fortin’s study [20] refers to use of
student surveys or ‘self-reported changes in attitudes or
knowledge’ to assess impact of such teaching, while dir-
ect observation of spiritual history taking skills is noted
in one of the curricula described by Randall [25]. In the
current survey, most respondents expressed the view
that there should not be formal assessment; those who
did support assessment favoured use of reflective portfo-
lios. A reflection based assessment seems particularly
well suited to this theme since it gives the option of both
formative and summative components, as well as per-
sonal development and self-reflection all within the same
tool [37]. Experience of inclusion of reflective portfolios
within the assessment strategy of the ‘Wholeness of Heal-
ing’ SSC at QUB has been favourable [27].
Overall, the impression was that medical students

were more favourably disposed towards the role of spir-
ituality in health and disease than Faculty, though there
was a trend towards more polarised student viewpoints.
Direct comparison of Faculty and students’ views is
largely lacking from the literature. Fortin’s review [20]
stated that most US medical schools included student
feedback in terms of satisfaction surveys, but gave no in-
dication as to the feedback actually received. Most stu-
dents undertaking a course of spirituality and healthcare
in one American medical school [33] reported that com-
pleting the course would lead them to treat patients dif-
ferently, but did not report their actual views on the
specific content or delivery of the course. While overall,
the attitudes amongst our own students were fairly simi-
lar, those in the earlier years of the course tended to be
more favourably disposed to a relationship between spirit-
ual and physical health and were more likely to recognise
that many patients value spiritual care and wished their
carers to be aware of their personal spirituality. That stu-
dents moved towards the views of their teachers as they
progressed in the course could have several explanations;
a gradual maturing of opinion after exposure to real life
clinical medicine could be relevant, and would account for
the change from more polarised views earlier in the
course. Indeed in a study conducted in USA, Sandor and
colleagues [38] identified a reduction in ‘dogmatic percep-
tions’ of medical students and increased ‘spiritual ma-
turity’ over time. A more provocative explanation is
that the attitudes and opinions of the teachers consciously
or subconsciously influenced the thinking of the students.

Limitations and future studies
Although the majority of students did not respond, ~50 %
Faculty and ~25 % of students did, with good representa-
tion from all year groups. The response is therefore likely
to be representative and sufficient to allow meaningful
differences in the scores for each question to be dis-
criminated, based on power calculations. This does not
guarantee absence of bias; for example those with par-
ticularly positive or negative attitudes toward spiritual-
ity may have been more inclined to reply to ensure
their views were noted.
The questionnaire provides only a snapshot of opinion

at a certain time; student views may change as they pro-
gress through the course. Future longitudional studies
should seek to identify determinants of temporal changes
in student opinions. Furthermore the questionnaire re-
flects the views of students at Queen’s University Medical
School who are primarily, although not exclusively, from
Northern Ireland. In addition, most of the students were
school leavers in contrast to North American Medical
Schools, from which most of the published literature is de-
rived and medical study is normally restricted to graduate
entrants. Several respondents to our study commented on
the perceived attitudes of patients towards spiritual issues;
future studies could usefully address the views of patients
in Northern Ireland for comparison with the respondents
in the current study. Finally assessment of student achieve-
ment of the learning outcomes of spirituality teaching re-
mains a poorly researched area. A comparison of methods
employed by various medical schools would be useful.

Conclusions
There was general agreement in our study that all four
components of whole person medicine (physical, psy-
chological, social and spiritual) are important determi-
nants of health and of patient care. Most respondents
agreed that doctors should be aware of how matters of
spirituality impact on patient attitudes towards diagno-
sis, prognosis and treatment. Most respondents felt that
doctors should be aware of spiritual interventions which
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may benefit patients, including counselling, access to chap-
lains, and support from members of the patient’s faith
community, but that doctors themselves should not pro-
vide spiritual care for patients.
Most respondents agreed that spiritual issues should

be addressed in the undergraduate curriculum, but there
was little consensus as to whether training should be
compulsory or optional. Small group teaching, such as
that afforded through the student selected component
programme, was felt to be the most appropriate means
for delivery. The majority felt that the theme should not
be formally assessed in the curriculum, but if it was, re-
flective portfolios were considered the most appropriate
assessment tool.
Given the mismatch between patient expectations and

the reservation of some faculty and students regarding
the importance of spiritual care, more needs to be done
to encourage engagement of those who are reluctant to
become involved in delivery of such care. Based on the
current study, a number of recommendations are pro-
posed. Generic themes such as the determinants and
definitions of health, the influence of spirituality on pa-
tient attitudes and health related behaviours, the inter-
action between spirituality and disease, and awareness of
the views and customs of the major World Faiths as they
impact health related issues should be included in the
core curriculum for all medical students, drawing on ap-
propriate studies in the literature. In addition, all stu-
dents should be aware of resources that can be mobilised
to enhance the spiritual aspect of patient care and in par-
ticular how and when to refer to chaplaincy and allied ser-
vices. The theoretical concepts would fit appropriately in
the earlier years of the undergraduate course, supported
by talks delivered by patients and clinicians sharing from
personal experience of how their own spirituality has in-
fluenced their own health and care provided. It should be
mandatory for all students in the latter years of their train-
ing to spend a day shadowing a chaplain on a hospital
ward round to gain valuable insight into the impact of
provision of such care for patients. The importance of
self-care and support for students with mental health con-
cerns has been highlighted in a recent GMC publication
[39]. In response, at QUB for example we have recently in-
troduced mandatory mental health awareness training
for all students; such initiatives would provide a valuable
opening to introduce the benefits of spiritual care, drawing
on guidance from organisations such as the Royal College
of Psychiatrists [40] and the Hospital Chaplains associ-
ation (http://www.nihca.co.uk/).
In regard to assessment, use of OSCE stations utilising

simulated patients/role-play should be explored; exam-
ples of scenarios piloted at Queen’s University Medical
School are available ([26], online supplementary content)
and could be made available as an online formative
assessment resource for all students. In UK, all under-
graduate and postgraduate medical students in training
are required to maintain a reflective e-portfolio; inclusion
of a reflective entry specifically on observed benefits of pro-
viding spiritual care could encourage greater engagement.
More detailed knowledge of spiritual care issues, in-

cluding practical/clinical experience, should be available
as an optional part of the course for example via student
selected components for those students particularly inter-
ested in exploring this theme in greater depth. Amongst
resources which may be mobilised in designing or revising
undergraduate teaching on the spiritual aspect of health-
care, those we have found particularly useful are the
draft learning objectives and suggestions for course
design available via CETL (Barts and the London
Medical School) [41] and (for a mainly Christian per-
spective) the training materials and courses on whole
person medicine provided by Partnerships in Inter-
national Medical Education [42].
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