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  Abstract
  Aims and methodReligion and spirituality are very important personal aspects of many people's lives. Little work has looked at the beliefs of mental health professionals and how they reconcile or benefit from the potential differences of religious faith and evidence-based mental health practice. This study used semi-structured interviews to qualitatively explore how professionals from different occupations and faiths conceptualise the relationship between their beliefs and their work.

ResultsThe commonly cited ‘conflict’ of science and religion was noted, as was the personal support that faith provides for many people. Participants felt their beliefs made them better at their job, not only by reconciling differences from the two paradigms but also by allowing them to recognise compatible attributes of seeking meaning to subjective experience; this had positively influenced their choice of career in mental health. A desire for ongoing opportunity to express and discuss this interface was strongly expressed, but with concern about how this would occur and be perceived.

Clinical implicationsThere is a lack of qualitative research on the religious beliefs of mental health staff. In the UK generally, the role of faith in public life is a strongly debated topic in the context of an increasingly secular and yet multicultural and multi-faith society. Our data suggest that professionals' beliefs positively influence their choice of career in mental health and make them feel better equipped to undertake their roles and provide good-quality patient care. There is an expressed need for further opportunities for staff to discuss their beliefs – or lack thereof – and to consider the individual impact of beliefs on their professional life.
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 Ill health has always been connected with and considered through spiritual and religious conceptual frameworks, from the philosophical contemplation of distress and the meaning of symptoms to the provision of care. Post-Reformation Western societies have been marked by a divergence and delineation of the respective roles of faith and science, two distinct paradigms to explain the world and assign meaning. The specific interface of psychiatry/mental health and religion/spirituality is complex and unique, for many reasons. There is overlap of domains, such as the concepts of consciousness and self, and the explanation of personal worth and distress. Effective practice involves the art of meaningful communication, compassion and empathy. Their support touches the most profound aspects of life and personal meaning, such as relationships, family and wider social functioning.

 For many people, religious faith is of enormous – to some people, primary – value, and there is evidence for its supportive and therapeutic role for people with mental illness.
Reference Koenig, Mccullough and Larson1-Reference Koenig3
 Little attention has been given to the religious beliefs of mental health staff. Research, more of which has been carried out in the USA than in the UK, has typically looked at religious affiliations of mental health professionals, which is often lower than that seen in the general population.
Reference Baetz, Griffin, Bowen and Marcoux4-Reference Swinton, Coyte, Gilbert and Nicholls15
 Scientists typically hold fewer religious beliefs than people with higher education in other fields.
Reference Ecklund and Park16
 In mental health, early psychoanalysis conceptualised religion with neuroticism,
Reference Freud17
 and religious beliefs are often – correctly – explored as signs of emerging psychopathological grandiosity and delusions. Conversely, religions – a term of enormous breadth and diversity – have often argued about the limits of scientific truth and understanding. With this almost inbuilt antagonism, it is hardly surprising that professionals with an affiliation to both might experience conflict.
Reference Wagenfeld-Heintz18



 The aim of this study was to examine the interplay of religious belief and clinical practice in mental health professionals who hold such beliefs; to explore the validity of the much discussed, sometimes fiercely argued, but in mental health understudied science/faith debate; and to seek out a more nuanced understanding of these issues beyond a conflict paradigm.


 Method

 The study encouraged a value-free approach exploring people's feelings, thoughts, values, beliefs, attitudes and experiences that lend themselves to being captured by qualitative methodology. The strength of qualitative methodology resides in its ability to capture implicit knowledge, individual understanding and interpretation, and to look at phenomena from a deeper perspective.
Reference Lincoln and Guba19,Reference Marshall20




 Participants

 The study recruited individuals who work or study in the discipline of mental health at King's College London, and who hold religious or spiritual beliefs, using the King's College circular email. No payment was offered to the participants. Ten people were interviewed: four research workers, three psychiatrists (two of them trainees), one lecturer and two students (one of whom was also a National Health Service clinical support worker).




 Materials

 A semi-structured recorded interview schedule was used to explore the participants’ views on perceived similarities/differences and advantages/disadvantages of religion or spirituality to the mental health profession. To illustrate the experience of potential conflict, an enquiry about the specific time of experienced conflict was included, following research conflict paradigms.
Reference Koenig3,Reference Cook13,Reference Ecklund and Park16,Reference Wagenfeld-Heintz18,Reference Neely and Minford21-Reference Poole, Higgo, Strong, Kennedy, Ruben and Barnes26
 Participants’ opinions on whether and how the issue should be addressed in education and training were sought. Participants were given the opportunity to express any thoughts they considered important on the topic.




 Procedure

 Ethical approval was obtained from King's College London Research Ethics Committee. Circular emails were sent to all students and staff at King's College London. A total of 70 people expressed an interest in the study. Those who were willing to take part and fulfilled eligibility criteria were informed that they would be subjected to a systematic randomisation.
Reference Coolican27,Reference Johnson, Reynolds and Mycoff28
 The aim was to recruit about 15 participants. Approximately 50 people responded to the second email, so we selected every third person, in the order they replied to the second email. Finally, ten people were able to intend for interview.

 The questions covered in the interview were of a personal and a philosophical nature and required consideration of the issues in advance. The interview schedule was emailed to the participants so they could familiarise themselves with the topics to be covered.

 All interviews were conducted individually by a single researcher (M.P.), who transcribed the interviews verbatim
Reference Atkinson and Heritage29
 and processed them through thematic analysis.
Reference Braun and Clark30








 Results

 The aim of this study was to explore how mental health professionals who hold religious and spiritual beliefs conceptualise the relationship between their faith and their profession. A variety of male and female mental health workers from different professions and of differing ages participated in the study. The majority of the participants belonged to a defined faith tradition, while some defined their beliefs as spiritual without specific affiliation.


 Participants’ characteristics

 Detailed characteristics of the participants are shown in Table 1.



TABLE 1 Participants’ characteristics



[image: ]


		Gender	Age, years	Occupation	Course if student	Beliefs
	P1	F	35	Epidemiology researcher		Yoga
						
	P2	F	28	Research worker		Christian
						
	P3	F	23	Research worker		Christian
						
	P4	M	33	Child psychiatrist		Muslim
						
	P5	M	31	Psychiatrist	MSc child/adult psychiatry	Muslim
						
	P6	F	27	Psychiatrist	MSc philosophy of mental disorder	Christian
						
	P7	M	22		Diploma in mental health nursing	Christian
						
	P8	M	46	Lecturer in mental health		Spiritual
						
	P9	F	43	Research assistant		Spiritual (nature)
						
	P10	F	27	NHS clinical support worker	MSc philosophy of mental disorder	Spiritual




 F, female; M, male; NHS, National Health Service.










 Themes

 Thematic analysis resulted in nine core themes (Table 2).



TABLE 2 The major themes arising and examples of their subdescriptors
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	Theme	Descriptors
	Religion and science working
 together	The fields do not conflict but are complementary towards a greater understanding; there are
 limits to scientific knowledge; neither is superior; different means to achieve the same goal;
 therapeutic similarities of prayer/meditation to cognitive-behavioural therapy and psychotherapy
		
	Similarities/differences	Scientific objectivity versus religious subjectivity; one participant disputed this model and viewed
 religion as historical and archaeological fact; one participant saw the practice of yoga-based
 meditation as being as objective as psychotherapy
		
	Advantages/disadvantages of
 faith to practice	Faith improves empathy and provides personal coping strategies; some participants felt belief
 made them better clinicians; ‘extremes’ of faith or scientific objectivity could cause harm; needing
 to disengage from one to engage with the other; lack of knowledge from faith; beliefs could be
 too individualistic; misunderstandings risked disciplinary action
		
	Need for education	Excitement there is research on such issues and interfaces; need to contribute to an important
 personal issue; desire for greater education on faith; need for a forum to discuss integration of
 personal and professional; doubt about realisation of this
		
	Feelings about discussing faith
 with colleagues	Some variation depending on whether or not colleagues shared religious beliefs; some participants
 particularly enjoyed talking with people of other or no faith; three participants would not discuss
 faith at all, although two of these might discuss it outside the professional setting
		
	Impact of faith on career	Religion and spirituality influenced choice of profession; faith affected approach within the profession
		
	Perceived internal conflict	Generally did not feel there was significant internal conflict day by day; deep contemplation of
 personal experiences could reveal conflict









 Discussion

 There is a lack of exploratory research investigating the opinions of professionals around their own spirituality and how it might impact on patient care.
Reference Simms, Cook, Cook, Powell and Simms14,Reference Wagenfeld-Heintz18,Reference Culliford, Eagger, Cook, Powell and Sims31-Reference Dura-Vila, Hagger, Dein and Leavey35
 Research might be hindered by the sheer controversy the topic inevitably draws, by a lack of training in the area,
Reference Neely and Minford21
 and by a fear of incompetence to tackle a personal and potentially sensitive area
Reference Ellis, Vinson and Ewigman36-Reference Maugans and Wadland38
 in a multicultural, multi-faith and, in the UK, increasingly secular society.
Reference Senghera and Gilbert39-Reference Poole and Higgo41



 The Psychiatric Bulletin (2008) and the Journal of Mental Health, Religion and Culture (2011) have presented debates on the role of religion and spirituality, both of patients and staff, in mental health. Hollins stated a need for more initiatives in this area and proposed that clinicians should explore their own beliefs to be of help to their patients.
Reference Hollins40
 Cook contended that religion and spirituality should be recognised as crucial and that further discussion, research and guidelines are required.
Reference Cook13



 Arguments about professionals’ beliefs drew strong criticism: some professionals stated religious belief had no place in the discipline of psychiatry and that it risked violating professional boundaries; and some professionals had had negative personal experiences when religious and spiritual issues were applied in the therapeutic setting. It was countered that religion is already addressed in psychiatry in so far as social factors are taken into account: the problem is not asking about issues of meaning to a patient; rather, it is that empathy and understanding are core competencies within psychiatry and that matters on which clinicians may have opposing personal views must be put aside.
Reference Poole and Higgo24,Reference Poole and Higgo41
 Concern has been expressed that the Spirituality and Psychiatry Special Interest Group of the Royal College of Psychiatrists could impose its views, influencing policy and resulting in violation of professional boundaries and intolerance of the views of non-believers.
Reference Poole and Higgo24



 Wagenfeld-Heintz interviewed 30 psychiatrists and psychologists in Michigan, USA, all of whom defined themselves as believers in the Judeo-Christian tradition.
Reference Wagenfeld-Heintz18
 Although, the majority of participants saw religion and spirituality as complementary to their clinical approach, they felt there are boundaries to the extent of this in practice, with constraints by formal regulation and by personal perception of professional boundaries. Psychiatrists and psychologists discussed religious and spiritual matters if that was what the client wanted to do, and stated an awareness of the danger of imposing their beliefs on their clients. Most of the participants said they discussed the issues if the client brought them up, and some of them found it unacceptable if discussion initiated by the patient was neglected.

 A study by Dura-Vila and colleagues looked at the attitudes of migrant and UK-born psychiatrists.
Reference Dura-Vila, Hagger, Dein and Leavey35
 Psychiatrists who studied outside the UK often have to get used to different practices regarding the involvement of religion and spirituality in the discipline of mental health, compared with their countries of origin, where it may be considered a natural part of their work. Reasons for religion and spirituality not being a part of routine practice included being afraid of the disapproval of colleagues and supervisors, ‘being perceived as anti-modern, unscientific and unprofessional’, and being afraid of disapproval from the ‘British medical community and secular society’. They noted, however, the importance of religion to them in personal terms, providing them with coping strategies when dealing with difficulties within the professional setting. They used words such as ‘frustration’ and ‘pity’ to express feelings about the exclusion of religion from clinical practice.

 Although UK-born psychiatrists admitted awareness of the potential positive aspects of religion and spirituality on a patient's health and expressed a wish to see more of it in the profession, their actions revealed the opposite. Lack of training, reliance on the medical model, a clear line between personal beliefs and psychiatric illness, fear of being judged negatively by senior colleagues who show lack of support when they talk about these issues, and formal pressure from the General Medical Council were the main reasons given for the exclusion of religion from clinical practice.

 Our work follows previous research in identifying the commonly debated ‘conflict’ concept.
Reference Wagenfeld-Heintz18,Reference Barbour25,Reference Dura-Vila, Hagger, Dein and Leavey35
 Participants saw the dichotomous distinction of two distinct paradigms, one objective and evidence-based and the other lacking this experimental approach, as the greatest dissimilarity between the two, making their integration conflicting. Clinical and institutional mental health practice places an emphasis on scientific, evidence-based explanations, although it focuses on personal values and meanings; this can result in a sense of having ‘not to impose’, stated frequently by all participants and consistent with past work showing that this would be inappropriate behaviour.
Reference Wagenfeld-Heintz18
 The nature of such conflict was not always well defined and differed between participants in our study, with some struggling to reconcile, some avoiding the internal debate, and others eventually finding the two compatible. Most participants who arrived at this latter point had benefited from thinking, reading, guidance and trying to understand the issue. The concept of adopting a philosophical position at either extreme was seen as a major disadvantage, and participants were aware of the importance of maintaining clear boundaries. In parallel, however, participants cited the support offered by their faith to their lives and clinical practice. Participants expressed that their faith conferred a number of benefits on coping with a demanding profession in mental health, providing understanding and support in difficult circumstances:


 ‘Psychiatry is very draining, it really affects your personal life, even… when you go home, it affects your family life… religion gives you endurance… that buffer, that sort of cushion, where you can relax, where you can go and actually recover from that stress.’



We believe this study differs from previous work in assessing values of a broader range of professionals involved in mental health work, both clinical and academic, and in identifying some novel themes. Interestingly, beyond a personal support base, individuals identified drawing useful parallels between the practice of their faith and their work, noting, for example, similarities between prayer and meditation and cognitive-behavioural therapy and psychodynamic psychotherapy. Some participants also believed that being religious or spiritual made them good at their profession. Effective mental health practice requires empathy, understanding and support of others; and although such qualities are not exclusive to people with religious beliefs, participants felt these qualities were fostered and nurtured by faith systems. Similarities of both religious belief and mental health practice in encouraging contemplation, inner contentment and peace, and trying to make sense of a complex, never fully understood world were also noted. Nevertheless, returning to the concept of conflict, the potential for a clinical and inappropriate clash with patients was understood, and most participants stated they expressed their religion or spirituality through their actions and the approach they took to their work rather than discussing their faith directly:


 ‘I have ended up with quite a broad pot of resources to draw from that sort of spans quite a few schools of thought, which is helpful, I think, in connecting with people and… trying to understand where they're coming from.’



Another novel finding we found was that the presence of belief had a positive impact on, and in some cases played a large part in, the choice of career in mental health. Religious and spirituality seem to be deeply embedded in the work of clinicians who have expressed faith, in line with previous work that such values cannot be separated easily from work.
Reference Wagenfeld-Heintz18,Reference Dura-Vila, Hagger, Dein and Leavey35,Reference Richards, Rector, Tjelveit and Miller42,Reference Shafranske, Malony and Shafranske43
 This was shown not only for people who work therapeutically with clients but also for research and education workers:


 ‘… one of the best ways you can use your life and one of the exciting ways to sort of become more fulfilled is by reaching out, and helping other people, and thus pursuing that…’



Contrary to a notion that people might be scared, hesitant or uncomfortable talking about their faith,
Reference Beckford and Gammell22,Reference Jenkins23,Reference Ellis, Vinson and Ewigman36-Reference Senghera and Gilbert39
 participants – albeit a self-selecting group – demonstrated significant enthusiasm about taking part, citing a dearth of opportunities for this, and expressing a desire to discuss the issues more, in a larger, broader forum. There was no agreement, however, as to what that might entail, and there was doubt that didactic teaching was the answer, but there was a general sense of a current lack of occasion to do so and a deficiency of training and support for self-reflection and experiential learning. This supports Culliford's findings that there is a desire for religion and spirituality to be included in the curriculum.
Reference Culliford44
 Lack of training on how to deal with these matters is very often cited as a major reason why people working in mental health avoid inclusion of religion and spirituality in their profession.
Reference Wagenfeld-Heintz18,Reference Dura-Vila, Hagger, Dein and Leavey35-Reference Maugans and Wadland38,Reference Gerson, Allen, Gold and Kose45



 Developing this further, the majority of individuals did not discuss their beliefs with their colleagues and worried about the potential for conflict. Ecklund & Park found that opportunities for conflict increase if one's colleagues are negative about the religious or spiritual views of their peers, although the origin of such dispute could come from either side.
Reference Ecklund and Park16
 The concept of a need for a space for open, honest and reflective thought and discussion, but concern about how this would be perceived, understood or portrayed by others, emerged.

 There was general agreement that the two paradigms work together and complement each other. Barbour proposed that a complementary relationship between religion and science is a result of understanding the two to be answers to two different types of question – religion/spirituality answers ‘why?’ and science/mental health answers ‘how?’ – but the domains overlap and neither has exclusivity.
Reference Barbour25




 Limitations

 The terms ‘religion’ and ‘spirituality’ were purposely used interchangeably in this study to allow and account for a very broad definition of the uniqueness of one's personal beliefs, but this may seem somewhat vague. The fact that interview schedules were sent to the participants in advance may have influenced the process of the interview itself: although this may have yielded more in-depth answers, it could also have resulted in preset responses that were less likely to adapt to the natural flow of the interview. Most previous studies focused on a particular group of mental health professionals, whereas our study involved a broader range of professions, including several participants with limited patient contact outside the research environment. We believed it was preferable in our study to pull in a potentially wider range of opinions and perspectives by interviewing different professionals, although the small number of participants and the nature of qualitative research preclude wider generalisability. For this reason, we did not record the ethnicity or nationality of participants and so cannot delineate our findings in this way.

 Perhaps the greatest limitation is that we did not explore the views of people without religious beliefs. Their views on the topic are just as valid and vital as part of a bigger, more inclusive picture of mental health practice.




 Implications

 This study provides additional support to the limited existing data that attention should be paid to the religious/spiritual beliefs of mental health professionals. There is a lack of research, particularly in the UK, and especially of a qualitative nature.
Reference Wagenfeld-Heintz18,Reference Dura-Vila, Hagger, Dein and Leavey35
 This work attempts to stimulate further discussion by stating there is a need for opportunities for mental health professionals to think and talk actively about issues that are important to them in a safe space. It is hoped this paper may provide a platform for others in a similar position to consider their own views and feelings and to seek their own solutions. The article raises ideas and issues that might be addressed in education, training or supervision, drawing a broader picture of a mental health discipline that neglects issues of importance to its professionals and takes a rigid stance towards religion/spirituality.

 The study does not aim to resolve the dilemma of inclusion or exclusion of religion or spirituality in a clinical setting, or any potential discrimination that may result,
Reference Poole and Higgo46
 but it represents the notion of conflict and professionals’ need to resolve it. For mental health professionals to perform their work successfully, there is a need to help them become confident in what they do and how they can operate within two different paradigms, both of which are deeply meaningful to them.

 In our opinion, this work highlights how people value spirituality not only as a general support in their life but also as a support in their career that makes them better at their job. The conflict exists but does not necessarily overwhelm, and there is evidence that people can not only reconcile but also call on the relevant strengths of each to enhance their practice. Religion can be shown to have instrumental and theological intent for some people, with practitioners adopting a ‘methodological agnosticism’ in appropriating the skills of each without imposing the world view of either on a patient for whom recovery is the only meaningful outcome. Mental health is unique in its depth of exploration of the psychosocial, and subjectivity and personal meaning are the basis of what we do. Rather than conflict, for many people belief and clinical practice are complementary: they choose to work, study and research in mental health because of what they believe, not in spite of it.












 
 Footnotes
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