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Abstract Research indicates patients want to discuss spirituality/religious (S/R) beliefs
with their healthcare provider. This was a cross-sectional study of Kansas physician
assistants (PA) regarding S/R in patient care. Surveys included questions about personal
S/R beliefs and attitudes about S/R in patient care. Self-reported religious respondents
agreed (92%) they should be aware of patient S/R; 82% agreed they should address it.
Agreement with incorporating S/R increased significantly based on patient acuity. This
research indicates Kansas PAs’ personal S/R beliefs influence their attitudes toward
awareness and addressing patient S/R.
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Introduction

The relationship between spirituality and religiosity (S/R) and positive health outcomes has
been noted in the literature (Musick et al. 2004; Strawbridge et al. 1997; Hummer et al.
1999; Avants et al. 2001; Davis 2005; Purnell et al. 2009). Religious service attendance has
been shown to be associated with reduced risk of death (Musick et al. 2004; Strawbridge
et al. 1997). Furthermore, a sense of spiritual well-being has been significantly associated
with improved psychological quality of life and less traumatic stress (Purnell et al. 2009).

Furthermore, research has indicated many patients desire their spiritual and religious
beliefs be acknowledged by their healthcare provider and are likely to welcome these
discussions based on their relationship with their provider or the severity of their illness
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(MacLean et al. 2003; Ehman et al. 1999; Hebert et al. 2001; Magyar-Russell et al. 2008;
McCord et al. 2004; Carmody et al. 2008). Ehman et al. (1999) found that 66% of patients
welcomed inquiry about their spiritual beliefs and religious practices in a routine medical
history and felt this would enhance their trust in their physician, but only 15% of patients
reported that their providers asked if spiritual or religious beliefs would affect their medical
decisions. In the Religion and Spirituality in the Medical Encounter Study (RESPECT;
MacLean et al. 2003), 66% of patients believed that physicians should be conscious of their
patients’ spiritual and religious beliefs, while 33% would welcome spiritual inquiry in an
office visit, increasing to 40% in a hospital setting and 77% in a death and dying setting.
Balboni et al. (2007) reported 88% of advanced cancer patients found religion very or
somewhat important and higher overall spiritual support was positively associated with
enhanced quality of life. However, 72% of patients felt their spiritual needs were met only
to a small extent or not at all by the medical system and 42% found little or no spiritual
support from a religious community or the medical system. Making their beliefs known
may help patients feel their physician understands them better as a person, how they make
decisions, and how their beliefs influence how they deal with illness (McCord et al. 2004).

A variety of healthcare professionals believe discussing spirituality and religiosity is an
important part of patient care (MacLean et al. 2003; McCauley et al. 2005; Olson et al.
2006). Beliefs about the role of S/R in patient care have been studied among groups
including medical students (Guck and Kavan 2006), residents (Luckhaupt et al. 2005)
nurses (Cavendish et al. 2004) and physicians from fields including primary care
(McCauley et al. 2005; Olson et al. 2006; Ellis et al. 2002; Koenig 2004) pediatrics
(Armbruster et al. 2003) and psychiatry (Curlin et al. 2007); but it has not been addressed
in the physician assistant population. In a survey of physicians, McCauley et al. (2005)
found that 95% believed that a patient’s spiritual outlook affected health, 68% agreed that
addressing spirituality is part of the physician’s role, but only 24% received training in
spirituality (e.g., lecture or entire course). Reasons given by providers for including
spirituality and religious discussions in patient encounters included importance of spiri-
tuality in their own lives (Ellis et al. 2002), the link between spirituality and health (Olson
et al. 2006; Ellis et al. 2002) and to provide more integrated and holistic care (Olson et al.
2006).

Physicians have also reported barriers to discussing spirituality and religiosity with
patients, most frequently lack of education and time (McCauley et al. 2005; Armbruster
et al. 2003; Curlin et al. 2007; Ellis et al. 1999). In a study of the importance of faith in
cancer patients, faith was ranked by the patients and their caregivers as second, only after
provider recommendations, in considering treatment options, while oncologists ranked it
least important, indicating a potential barrier based on the differing views of patient and
provider (Silvestri et al. 2003). It was suggested that these findings did not indicate a lack
of belief on the part of physicians, but perhaps the influence of their education or their level
of discomfort in discussing personal issues such as religion with patients (Silvestri et al.
2003). Additionally, research has indicated that providers’ personal religious beliefs do
affect decisions they make regarding end-of-life care for their patients (Seale 2010).

Physician assistants (PAs) have become a vital part of the healthcare system. According
to the American Academy of Physician Assistants, PAs provided greater than 250 million
patient visits in 2007 and data indicate an increasing number of visits each year (American
Academy of Physician Assistants { AAPA} 2008). The number of PAs working in hospital
settings, where there are more critically ill patients, is also increasing (2008). Kansas
currently has 877 actively licensed PAs (Kansas State Board of Healing Arts 2010).
Researchers have looked at the attitudes and beliefs of a variety of healthcare professionals
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concerning incorporation of spiritual and religious care in the patient encounter. However,
there is a gap in the literature pertaining to the attitudes and beliefs of PAs.

For the purposes of this research, spirituality referred to “the domain of human exis-
tence which lies beyond the material—the aspects of life which give a sense of meaning,
connection, integrity, and hope” (Wasner et al. 2005, p. 100). Religiosity was defined as
“participation in the particular beliefs, rituals and activities of traditional religion” (Elkins
et al. 1988, p. 8).

The purpose of this study was to assess attitudes and beliefs of Kansas PAs toward
spirituality and religiosity in patient encounters, specifically:

1. to determine whether PAs believe their role is passive, limited to awareness, of S/R

2. to determine whether PAs believe their role is active, taking an active role in
addressing S/R

3. to determine whether patient acuity influences a PA’s level of engagement with regard
to S/R

4. to assess the practices of Kansas PAs with regard to being aware of and addressing
patient S/R

5. to determine the extent of and perceived need for S/R training of Kansas PAs

6. to assess self-reported barriers to incorporating S/R in the patient encounter

Methods
Design

This was a cross-sectional study exploring the attitudes and beliefs of Kansas physician
assistants regarding spirituality and religiosity in patient care. The survey questionnaire
was mailed to all PAs licensed in Kansas and included questions about general demo-
graphics, scope of practice, personal S/R beliefs, attitudes about S/R in patient care,
frequency of S/R encounters with patients, and S/R education received. No monetary or
personal gain was offered for completion. A second survey was mailed approximately
4 months later to PAs who did not respond to the initial survey.

Analysis

Demographic information is reported in frequencies and percentages. Pearson Chi-square
analysis was conducted to determine differences in beliefs and practices in relation to
attitudes about awareness and addressing S/R. Logistic regressions were performed on
the passive behavior of awareness (“be aware of patient’s spiritual and religious
beliefs”) or the more active behavior of addressing (“addressing spiritual needs is part of
the PA role”) as the dependent variables. Affirmation of being religious, having received
spiritual or religious training as part of their formal PA education, sex, experience, race,
and grouped specialty were identified as predictor variables. Age was highly correlated
with experience and removed from analysis. PA behaviors were classified as passive
(e.g., discussing s/r beliefs when asked or praying when asked) versus active (e.g.,
inquiring about a patient’s s/r beliefs or offering to pray with the patient or family).
Statistical significance was set at P < 0.05. Data analysis was conducted using PASW
version 18.0 (IBM 2009).
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Results
Demographics

Out of 779 licensed PAs in Kansas, 334 responded to the survey, resulting in an overall
response rate of 42%. Demographics are listed in Table 1. The average age of respondents
was 40.7 years old, and the majority were women (68%) and white (94%). Approximately
half (52%) of respondents had a bachelor’s degree, followed by master’s (20%), and
doctorate (17%). Family medicine was the most commonly reported primary specialty
(38%). The average number of years in practice was 10.5 years.

Religious beliefs and practices are listed in Table 2. The majority of respondents
described themselves as being spiritual (95%) and/or religious (81%) and having a reli-
gious affiliation (93%). The majority of PAs (91%) reported that they did not receive S/R
training in their PA education.

Table 1 Characteristics of Kansas PA survey respondents (n = 334)

PA should be aware PA role includes
of patient S/R addressing patient S/R
Total® Agree Disagree Agree Disagree
(n = 252) (n = 30) (n = 218) (n = 64)
Demographics
Age, mean (SD) 40.6 (11.2) 40.4 (11.4) 392 (94) 40.0 (11.7) 41.1 (9.7)
£ (%) f (%) f (%) f (%) 1)
Sex
Men 108 (32) 91 (93) 7(7) 70 (74) 25 (26)
Women 225 (68) 192 (89) 25 (11) 163 (78) 46 (22)
Race
White 305 (94) 259 (89) 31 (11) 213 (76) 66 (24)
Non-white 18 (6) 16 (94) 1(6) 14 (82) 3 (18)
Education
Bachelor 168 (52) 141 (88) 19 (12) 116 (75) 38 (25)
Master 151 (47) 132 (93) 10 (7) 111 (80) 27 (20)
Doctorate 2(1) 1 (50) 1 (50) 1 (50) 1 (50)
Primary specialty
Family medicine 124 (38) 101 (86) 16 (14) 89 (80) 23 (20)
Surgical specialties 65 (20) 57 (93) 4 45 (75) 15 (25)
Emergency medicine 55 (17) 51 (94) 3 (6) 46 (85) 8 (15)
Years in practice 10.5 (8.1) 10.6 (8.3) 8.8 (6.3) 10.3 (8.2) 10.6 (7.7)
(mean, SD)

 Total respondents to survey item. Percentages may not equal 100% due to missing data
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Table 3 Kansas PA beliefs about religion in healthcare (n = 334)

“I am religious”

Agree n = 267 Disagree n = 62 P
f (%) S (%)
As a PA T believe...
Like other patient behaviors, patient S/R 255 (96.2) 46 (79.3) <0.001
beliefs positively affect health
Faith professionals are integral members 250 (95.1) 50 (86.2) 0.01
of the healthcare team
PAs should facilitate referrals to religious 214 (82.9) 41 (73.2) 0.09
support services
PAs should avoid religious discussions 72 (29.0) 34 (64.2) <0.001
for the fear of imposing one’s own views
PAs with no personal S/R faith system should
Not discuss S/R issues with patients 80 (33.1) 21 (36.2) 0.64
Not pray with patients 97 (39.4) 27 (46.6) 0.32

Chi-square analysis; percentages calculated on valid data; frequencies based on agreement with belief
statement

Kansas PA Personal Beliefs and Awareness of Patient S/R

A majority (89.9%) of respondents agreed that they should be aware of a patient’s S/R beliefs
in the patient encounter (a passive behavior). Ninety-two percent (92%) of respondents who
agreed with the statement “I am religious” also agreed that they should be aware of a
patient’s S/R (P = 0.01). Eighty-two percent (82%) who disagreed with the statement “I am
religious” still agreed that they should be aware of a patient’s S/R (Table 2).

Ninety-one percent (91%) of respondents who agreed with the statement “I am spiri-
tual” also agreed that they should be aware (a passive behavior) of a patient’s S/R
(P = 0.02). Seventy-three percent (73%) of those who disagreed with this statement still
agreed that they should be aware of a patient’s S/R (Table 2).

An analysis of Pearson’s correlation coefficient revealed a statistically significant
relationship between the variables “I am spiritual” and “I am religious” (r = 0.53;
P = < 0.001). Therefore, further analysis was only conducted on the responses to “I am
religious” statement.

Kansas PA Personal Beliefs and Addressing Patient S/R

Approximately three-fourths of PAs (76.7%) agreed that addressing a patient’s S/R should
be part of their role in the patient encounter (an active behavior). A majority of PAs (82%)
who reported agreeing with the statement “I am religious™ also agreed that it is their role to
address patients’ S/R needs (P < 0.001). A slight majority (54%) of those who reported
disagreeing with the statement “I am religious” still agreed that they should address patient
S/R (Table 2).

Seventy-nine percent (79%) who reported spiritual beliefs (agreed with “I am spiri-
tual”) agreed that it is their role to address patients’ S/R needs (P < 0.01). Less than half
(47%) of those who reporting not being spiritual believed that they should address patient
S/R.
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Table 4 Predictors of Kansas PA role in patients’ S/R

Predictor PA should be aware (passive) PA should address (active)
B Wald P OR B Wald > P OR

Religion 1.25 7.18 <0.01 3.51 1.09 11.16 <0.001 2.98
S/R training 0.96 0.82 0.36 2.61 1.17 3.28 0.07 3.24
Sex —0.38 2.33 0.12 1.62 0.41 1.92 0.16 1.52
Experience 0.48 1.11 0.29 1.21 0.19 1.11 0.29 1.21
Race —0.52 0.4 0.52 0.59 —0.29 0.26 0.61 0.74
Occupation

Acute 0.88 1.39 0.23 2.41 0.87 3.29 0.06 2.38

Hospital 0.46 0.38 0.53 1.58 —0.04 0.01 091 0.95

Primary —0.63 1.16 0.28 0.53 —0.06 0.02 0.87 0.93

Chronic 19.18 0 0.99 0 —0.25 0.06 0.79 0.77

End-of-life 19.68 0 0.99 0 —20.96 0 0.99 0

90
80
¥
= 70
2
£
Ay ———_ T
e S SRR e
50 S
i o T
Primary Care Hospital Acute Crisis Chronic Crisis End-of-Life
———nDiscuss patient's $/R beliefs when asked (p<.001) 933 96.4 97.0 98.8 98.2
= = Praywith patientwhen asked (p=.17) 86.6 8.6 B9.8 90.9 91.6
<oeeees Pray with patient family when asked (p=.22) 872 891 90.7 912 922
———Inquire patient's 5/R befiefs (p<.001) 701 80.4 B6.G 9.7 95.2
= = Offer to pray with patient (p<.001) 416 473 554 56.9 614
------- Offer to pray with patient family {p<.001) 403 439 53.7 542 58.1

Fig. 1 Comparison of Kansas PA agreement with S/R behaviors based on patient acuity
Kansas PA Attitudes about S/R in Healthcare

Table 3 compared the responses to “I am Religious” (agree vs disagree) and proportions of
those who also reported agreement with statements regarding attitudes and beliefs about
S/R in healthcare. There were significant differences between the self-reported religious
and non-religious in belief that a patient’s S/R beliefs positively affect health (P < 0.001);
faith professionals are integral members of the healthcare team (P = 0.01) and with regard
to the belief that PAs should not avoid discussing religion for the fear of imposing their
own views.

Factors Associated with Awareness of and Addressing S/R
A logistic regression analysis was conducted using religious affirmation, spiritual/religious

training, sex, experience, race, and grouped occupation/specialty as predictor variables in
order to examine whether PAs agreed that they should be aware (passive) of patients’
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Fig. 2 Kansas PA self-reported practice behaviors
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Fig. 3 Kansas PA self-reported barriers to addressing patient S/R

spiritual and religious beliefs (see Table 2). The Hosmer and Lemeshow test indicated that
the data fit the model well, Xz (8, n = 303) =9.09, P = 0.335. The model was able to
correctly classify 100% of those who agreed that the PA should be aware, but none (0%) of
those who disagreed that the PA should be aware for an overall success rate of 90.4%. Only
religious affirmation was independently associated with the criterion variable (odds ratio
3.510, 95% CI, 1.401-8.792: P < 0.05). The PAs who agreed that they were religious were
3.5 times more likely than those who disagreed to believe that a PA should be aware
(passive) of patients’ spiritual and religious beliefs (Table 4).

A second logistic regression analysis was conducted using religious affirmation, spiri-
tual/religious training, sex, experience, race, and grouped occupation/specialty as predictor
variables in order to examine whether PAs agreed that it was their role to address (active)
patients’ spiritual and religious needs (see Table 2). The Hosmer and Lemeshow test
indicated that the data fit the model well, 12 (8, n = 303) = 3.944, P = 0.862. The model
was able to correctly classify 95.8% of those who agreed that it was the role of the PA and
18.7% of those who disagreed that it was the PA’s role for an overall success rate of 72.6%.
Only religious affirmation was independently associated with the criterion variable (odds
ratio 2.987, 95% CI, 1.572-5.677: P < 0.001). The PAs who agreed that they were reli-
gious were almost 3 times more likely than those who disagreed to believe that it is the role
of a PA to address (active) patient spiritual and religious needs (Table 4).
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Influence of Patient Acuity on Kansas PA Attitudes and Beliefs

Figure 1 shows the respondents’ agreement with incorporation of S/R in the patient
encounter based on the patient’s level of acuity. Respondents agreed more often to
incorporate S/R in the patient encounter as acuity increased. Significant differences were
found for discussing patients S/R beliefs across acuity of care (passive), but not praying
with patient or family when asked. Significant differences (P < 0.001) were found between
patient acuities on all active behaviors (inquiry, offer to pray with patient and/or family).

Practices of Kansas PAs

Respondents were asked about their behavior in the primary practice setting. A majority
indicated that they “sometimes” engage in the behavior of inquiring about a patient’s S/R
with the patient or family (61, 51%, respectively). However, the majority indicated that
they do not engage in offers of prayer with the patient or patient’s family (68, 71%,
respectively) (Fig. 2).

Barriers to S/R in the Patient Encounter

Respondents were asked to report barriers to incorporating S/R in the patient encounter.
Concern about offending the patient or patient’s family (56%) was the top reason for not
engaging in S/R behaviors in the patient encounter, followed by insufficient time (43%)
and general discomfort (26%) (Fig. 3). A majority of PAs (60.3%) indicated PA training
programs should include an S/R component.

Discussion

The purpose of this study was to assess attitudes and beliefs of Kansas PAs toward
spirituality and religiosity in patient encounters. Most Kansas PAs, whether reporting being
spiritual and/or religious or not, agreed that they should be aware of patients’ S/R beliefs, a
passive behavior. Fewer PAs who reported being spiritual or religious, believed that
patients’ S/R should be addressed in the patient encounter, a more active behavior. These
findings suggest that overall, Kansas PAs are more likely to be open to discussing S/R with
patients if asked, but not actively involved in initiating conversation or offering to pray
with the patient.

Studies involving beliefs and practices regarding S/R in the fields of nursing, various
physician specialties, and medical students and residents have been conducted; however,
there is a gap in the literature with regard to physician assistants. The evaluation of factors
associated with beliefs demonstrated that personal beliefs (self-reported religiosity) were
the only significant factors predicting Kansas PAs taking either a passive (aware) or active
(address) role regarding S/R in the patient encounter. These results are similar to other
clinical groups. Previous studies have found that physicians’ believed their personal
spiritual and religious beliefs influenced their interactions with patients and colleagues
(Catlin et al. 2008; Ecklund et al. 2007). Religious beliefs were also associated with being
less likely to or accepting of withholding or withdrawal of care, or to have administered
medications to ease pain or to end life (Cuttini et al. 2000; Cohen et al. 2008) and
objections to physician assisted suicide (Curlin et al. 2008). Similarly, Seale (2010) found
physicians who reported themselves as “very” or “extremely” non-religious and who
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practice in specialties other than palliative medicine, to be more likely to report having
made a decision with the expectation or intent to end a patient’s life.

Elevation of patient acuity is influential in provider attitudes toward religious and/or
spiritual conversations in patient encounters. Analysis of attitudes based on the setting of
care revealed that as the level of acuity intensified, and the PAs in this study reported being
significantly more likely to engage in the active and passive behaviors identified earlier.
Patients who report welcoming spiritual inquiry increases from office visits to end-of-life
setting (RESPECT; MacLean et al. 2003) especially in advanced cancer (Balboni et al.
2007). Family physicians reported that addressing spiritual topics such as fears of death
and dying and prayer more frequently in inpatient settings versus nursing home or out-
patient settings (Ellis et al. 1999). Furthermore, Ellis et al. (2002) noted that physicians
reported specific conditions and situations as more likely to call for a spiritual discussion,
such as heart disease, miscarriage, or depression. As many patients desire S/R be included
as part of their healthcare, and as increased demand may be seen within the aging popu-
lation (who may be dealing with more end-of-life care issues), it is beneficial for healthcare
providers to feel comfortable with and prepared to discuss spirituality or religion with
patients regardless of personal beliefs. This in turn can serve to strengthen the patient—
provider relationship, leading to improved health outcomes. PAs who are unable or
unwilling to incorporate spirituality or religion into the patient encounter may be inad-
vertently overlooking an important component of care for the patient or the patient’s
family, which in turn may affect the outcome of the encounter and/or the patient’s overall
health.

The results of this study were similar to studies of other healthcare providers with regard
to S/R education. A survey of physicians found that 68% agreed that addressing spirituality
is part of their role; however, only 24% of respondents reported that they had received
training in spirituality (McCauley et al. 2005). Physicians who reported formal S/R training
(13%), 69% stated that they “sometimes” or “frequently” talked with patients or families
about S/R concerns versus 47% for those who had not received such training (Grossoehme
et al. 2007). A majority of PAs in this study also reported no formal S/R education. PA
training programs may want to consider emphasizing S/R education as a vital component
of the overall healthcare encounter.

Other barriers may exist that prevent providers from incorporating S/R into patient care,
such as lack of time, low priority, and personal discomfort (McCauley et al. 2005). Family
physicians expressed several themes in describing barriers to incorporating S/R into their
practice including physician’s own sense of spirituality at the time of the encounter (i.e.,
focusing on spiritual rather than medical issues), the appropriateness of such a discussion
based on the patient’s condition (e.g., minor injury), and collectively, time (Olson et al.
2006). The results of this research indicated several barriers to incorporating S/R in the
patient encounter including fear of offending the patient or patient’s family, lack of time,
and personal discomfort.

This study was not without limitations. Kansas PAs may be more conservative than PAs
in areas other than the Midwestern US. PAs with strong opinions regarding S/R in patient
care could have a higher rate of survey response. PAs who identified themselves as
spiritual or religious may feel more competent in their level of knowledge and therefore,
more confident in their ability to provide S/R support to patients than those who reported
they were not spiritual or religious. Future research could include a national survey
focusing on the attitudes, beliefs, and practices of PAs, thus removing the geographical
limitations faced here. Also, an assessment of S/R education in PA training programs may
potentially reveal a gap in the curriculum.
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Conclusion

This study sought to fill a gap in the literature with regard to PAs and their attitudes and
beliefs about S/R in the patient encounter. Results indicated the majority of surveyed
Kansas PAs agreed that they should be aware of a patient’s S/R but that addressing
patients’ spiritual and religious needs varies on whether they identify themselves as
spiritual or religious individuals, similar to other clinical providers. A patient’s level of
care also seemed to affect a PA’s willingness to engage in or incorporate S/R in the patient
encounter. The majority of the respondents in this study indicated that they believed
spiritual and religious issues should be incorporated into PA training programs. PAs also
identified barriers to incorporating such as lack of time and personal discomfort, which is
similar to other research.

A patient’s spiritual or religious beliefs may have a varying degree of personal
importance in his/her care; however, the provider should be open to including S/R as
needed in the patient encounter. Recognizing and addressing spirituality and religiosity in
patient care may lead to a stronger patient—provider relationship, improved patient out-
comes, and increased satisfaction with provider care.
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