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Baldaçara,8,90000-0000-0000-0000 Antônio Geraldo da Silva,9,100000-0000-0000-0000 Alexander Moreira-Almeida3,40000-0000-0000-0000

1Departamento de Psiquiatria, Universidade Federal do Rio Grande do Sul, Porto Alegre, RS, Brazil. 2Grupo Hospitalar Conceição, Porto

Alegre, RS, Brazil. 3Comissão de Estudos e Pesquisas em Espiritualidade e Saúde Mental, Associação Brasileira de Psiquiatria (ABP), Rio de
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Objectives: To present evidence-based guidelines for clinical practice regarding religiosity and
spirituality in mental health care in Brazil.
Methods: A systematic review was conducted to identify potentially eligible articles indexed in the
PubMed, PsycINFO, SciELO, LILACS, and Cochrane databases. A summary of recommendations
and their levels of evidence was produced in accordance with Oxford Centre for Evidence-Based
Medicine guidelines.
Results: The systematic review identified 6,609 articles, 41 of which satisfied all inclusion criteria.
Taking a spiritual history was found to be an essential part of a compassionate and culturally sensitive
approach to care. It represents a way of obtaining relevant information about the patient’s religiosity/
spirituality, potential conflicts that could impact treatment adherence, and improve patient satisfaction.
Consistent evidence shows that reported perceptual experiences are unreliable for differentiating
between anomalous experiences and psychopathology. Negative symptoms, cognitive and behavioral
disorganization, and functional impairment are more helpful for distinguishing pathological and non-
pathological anomalous experiences.
Conclusion: Considering the importance of religiosity/spirituality for many patients, a spiritual history
should be routinely included in mental health care. Anomalous experiences are highly prevalent,
requiring a sensitive and evidence-based approach to differential diagnosis.
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Introduction

Religion/spirituality (R/S) is one of the most important
aspects of life across different cultures worldwide.1

According to global surveys, around 84% of the world’s
population claims to have some religious affiliation and
this percentage is increasing.2 According to a nationally
representative survey in Brazil, 83.4% of adults and
73.9% of adolescents reported that religion was very
important in their lives.3 Religiosity and spirituality are
multidimensional constructs lacking a single or consen-
sual definition. More inclusive definitions of spirituality
have been proposed, including experiences of well-being,
meaning, peace, or connectedness with nature, self, and

others, but they are open to criticism for being unspecific
and incapable of distinguishing spirituality from well-being
and other human experiences.4 However, according
to one commonly agreed definition, spirituality ‘‘is the
relationship or contact with a ‘transcendent’ realm of
reality that is considered ‘sacred,’ the ultimate truth or
reality,’’ whereas religion is ‘‘the institutional or communal
aspect of spirituality, a shared set of beliefs, experiences
and practices related to the transcendent and the
sacred.’’5 The combined term R/S is often used as a
broad-brush reference to both concepts.6 Increasing high-
quality evidence has demonstrated the impact of R/S on
different mental health conditions.7 Generally, engage-
ment with R/S is inversely related to mental illness and is
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positively associated with psychological well-being and
quality of life.1 Prospective high-quality studies have
confirmed the predominantly positive effect of R/S across
different psychiatric conditions, including depressive dis-
orders8 and bipolar disorders,9 and even greater protective
effects regarding substance use disorders10 and suicide
risk.11,12 However, since specific ways to interpret or
experience R/S, including the use of negative religious
coping strategies, could be associated with worse mental
health outcomes, clinicians should be aware of these
potential negative effects in clinical practice.13,14

Many people turn to R/S beliefs, practices, and orga-
nizations for support when faced with life’s adversities,
illnesses, or mental health issues.15 R/S beliefs are also
acknowledged as an important factor in patient decision-
making, as well as adherence to and satisfaction with
treatment.16 R/S issues also represent a key aspect of
differential diagnosis in mental health, as illustrated by
the overlap of certain R/S experiences with psychotic
symptoms.17

Indeed, most patients would like to talk about their R/S
in health care settings but, surprisingly, most have never
been asked.18 In this regard, various international
associations have produced recommendations on the
importance of integrating R/S into mental health care,
including the American Psychiatric Association, the Royal
College of Psychiatrists, and the German Psychiatric
Association.19 The World Psychiatric Association pub-
lished a Position Statement on Spirituality and Religion in
Psychiatry that recommended integrating R/S into mental
health research, training, and clinical practice.20

Despite the available evidence and recommendations,
there are few evidence-based guidelines on how to
incorporate R/S into mental health care. Based on a
comprehensive, systematic review of the literature, the
present study provides a summary of practical recom-
mendations based on the best available evidence and an
ethically informed approach to R/S regarding three main
research questions: 1) How to take a religious/spiritual
history (SH)? 2) What evidence should be considered in
the differential diagnosis between psychiatric disorders
and religious or spiritual experiences? 3) How to integrate
R/S into psychiatric treatment? This paper reports the
results for the first two questions.

Methods

A systematic review of the evidence was conducted by a
group of nine Brazilian psychiatrists with expertise in R/S,
psychiatric research, and clinical practice who are
members of the Section on Spirituality and Mental Health
Research of the Brazilian Psychiatric Association.

Structured, clinical questions were defined to clarify the
search strategy and summarize the findings according to
the Population, Intervention, Comparator and Outcomes
model, as recommended by the Brazilian Medical Asso-
ciation Guidelines Project. The above-mentioned research
questions were used to address three most important issues
regarding R/S and mental health in clinical practice.

As a first step, the search terms for each research
question were comprehensively discussed by three

researchers until consensus was reached. An initial
comprehensive search strategy identified potentially
eligible articles in English or Portuguese indexed in the
PubMed, PsycINFO, SciELO, LILACS, and Cochrane
databases from inception until July 2020.

The results for each research question were then
evaluated independently by two authors to select poten-
tially eligible articles through title and abstract assess-
ment. Any questions about inclusion were discussed with
a third senior researcher. All selected articles were then
read in full and, in a second phase, comprehensively
analyzed by the authors of each subgroup. A final
qualitative summary of findings was reported for each
research question. Oxford Centre for Evidence-Based
Medicine criteria were used to determine the level of
evidence for all clinical recommendations.21

The following inclusion criteria were used for the first
research question: observational studies, clinical trials,
systematic reviews, or meta-analyses including evidence
about SH-taking in mental health practice. The following
search terms were combined according to the respective
databases: ‘‘spirit*,’’ ‘‘religio*,’’ ‘‘clinical practice,’’ ‘‘inter-
view,’’ ‘‘history,’’ ‘‘anamnesis,’’ ‘‘psychol*,’’ ‘‘psychiatr*’’
and ‘‘mental.’’ In view of the limited number of studies
identified in the first phase of the strategy, an additional
search of the PubMed database was performed to include
systematic reviews, meta-analyses, and randomized
clinical trials from different health care and medical
settings, and removing the ‘‘psychiatr*’’ and ‘‘mental’’
search terms.

The following inclusion criteria were used for the second
research question: case series, cross-sectional, prospec-
tive, or case-control studies, systematic reviews, or meta-
analyses including evidence about differential diagnosis
between R/S experiences and psychopathology. The
following search terms were combined according to the
respective databases: ‘‘differential diagnosis,’’ ‘‘distinct*,’’
‘‘differentiat*,’’ ‘‘anomalous,’’ ‘‘religio*,’’ ‘‘mystic*,’’ ‘‘para-
normal,’’ ‘‘possession,’’ ‘‘trance,’’ ‘‘extrasensory,’’ ‘‘spirit*,
‘‘trance,’’ ‘‘mediumship,’’ ‘‘mediumistic,’’ ‘‘psychotic,’’ ‘‘psy-
chosis,’’ ‘‘mental disorder,’’ ‘‘mental illness,’’ ‘‘psychiatr*,’’
and ‘‘dissocia*.’’ The terms were restricted to titles or
abstracts in the PubMed and PsycINFO databases.
Narrative reviews encompassing relevant background
information and critical appraisals of the literature by
expert researchers on differential diagnosis between
spiritual experiences and psychopathology were included.
Information from narrative reviews required an evidence
level of 5 according to Oxford Centre for Evidence-Based
Medicine criteria.

We included additional relevant publications from the
references of selected papers or others known by the
authors. The search strategies for research questions 1
and 2 are presented in Preferred Reporting Items for
Systematic reviews and Meta-Analyses flowcharts (Figures
S1 and S2, respectively, available as online-only supple-
mentary material).

A detailed risk of bias assessment and critical appraisal
of individual studies was performed using validated
assessment tools to reinforce confidence in the evidence
and understand potential problems that could distort or
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bias the results (Tables S1, S2, S3, and S4, available as
online-only supplementary material). The University of
Bristol Risk of Bias in Systematic Reviews tool was used
to assess the methodological quality of systematic
reviews,22 while Cochrane risk-of-bias tools were used
for randomized trials (RoB 2) and non-controlled trials
(ROBIS-E),23 and the Joanna Briggs Institute critical
appraisal checklist for analytical cross-sectional studies.24

Results

The results for each research question are presented
separately, comprehensively reviewed and summarized
according to the scientific literature.

How to take a religious or SH?

We identified 5,439 articles from all databases, of which
5013 were screened after removing duplicates. Based on
title and abstract assessment, 43 were considered
relevant for full-text reading. Following a comprehensive
full-text reading, 12 were included in this review (eight
identified in the database search and four identified
through other sources) (Figure S1), including five sys-
tematic reviews, four randomized clinical trials, two non-
controlled trials, and one prospective, observational
study. We evaluated and discussed these studies under
four headings: the importance of taking a SH in mental
health practice; barriers to addressing patient spirituality;
ethical and clinical principles for taking a SH; and training
in taking a SH.

The importance of taking a spiritual history in mental
health practice

SH assessment provides a framework for understanding
relevant and distinctive aspects of the patient’s experi-
ences, perceptions, and needs, while helping compre-
hend symptoms potentially associated with mental
health.25

There are many reasons to take a SH in mental health
care: i) it is an aspect of person-centered, compassionate,
and culturally sensitive care18,26; ii) it appears to foster a
positive relationship between health professionals and
patients, enhancing treatment satisfaction27,28; iii) it is an
important way to find out about the patient’s R/S culture,
beliefs, and behaviors, identifying beliefs that provide
meaning and purpose in life for many patients6,26; iv) it
can help find personal and community R/S resources
useful for coping with suffering and distress6,15; v) it can
identify R/S beliefs or struggles that might affect mental
health, decision-making, and important issues in psychia-
tric treatment14,29; vi) it can help in the differential
diagnosis between R/S experiences and psychopathol-
ogy30; and vii) it can identify individuals who might benefit
from pastoral care, counseling, or specialized spiritual
care6,26 (Table S5, available as online-only supplemen-
tary material).

Evidence from different populations suggests that
taking a SH has positive effects (Table S5). For instance,
a randomized controlled trial at the University Hospital of

Geneva (n=84) investigated the impact of taking a SH
during regular psychiatric appointments for outpatients
with schizophrenia or other non-affective psychoses,
finding potential clinical usefulness in 67% of patients.
Patients welcomed the assessment, with more than one-
quarter being very open to discussing R/S issues with
their psychiatrists. However, after the three month follow-
up period, no differences in care satisfaction or medica-
tion adherence were observed between patients who had
and had not been asked about their SH. Nevertheless,
those who were asked about SH had better attendance at
appointments during follow-up.29

Another study with 118 cancer patients from multi-
center oncology clinics in the United States found that
taking a brief SH (5-7 minutes) was perceived as
comfortable and useful by the majority of patients and
physicians. After 3 weeks, patients from whom a SH had
been obtained reported fewer depressive symptoms,
better quality of life, and a sense of interpersonal caring
from their physicians than the control group.27

A study of 3,141 general internal medicine inpatients at
the University of Chicago Medical Center found that 41%
were open to discussing R/S issues while hospitalized,
although only half reported having had such discussions.
Notably, those who had discussed R/S concerns were
much more likely to report the highest level of patient
satisfaction.28

However, another randomized clinical trial found that a
specific protocol for SH-taking among palliative home
care patients had no significant impact on spiritual well-
being, quality of life, pain, or patient-provider trust.31 The
limited sample size (n=49), and the difficulty in ascertain-
ing whether spiritual conversations occurred in the control
group were important limitations to accurate assessment
of the intervention’s effectiveness.31

Overall, the evidence suggests that taking a SH has a
predominantly positive effect on clinical practice, not only
introducing relevant clinical information, but also poten-
tially improving doctor-patient relationships and treatment
satisfaction. Due to the limited number of studies, it is not
clear how taking a SH could be made more feasible and
effective in patients from different cultures and in different
clinical settings.

Barriers to addressing patient spirituality

Although many patients wish to discuss R/S in their
consultations, many clinicians encounter barriers to
addressing spiritual needs in clinical practice (Box 1).
A survey of 484 Brazilian psychiatrists revealed that most
(76.8%) consider it very, or reasonably, important to
integrate patient R/S into clinical practice, although more
than half (55.5%) do not usually inquire about patient R/S.
The main reported barriers to addressing R/S in clinical
practice were: i) concerns about overstepping ethical
boundaries (30.2%), ii) a lack of training in R/S (22.3%),
and iii) a lack of time (16.3%).32

A systematic review of more than 20,000 medical
reports found that R/S was rarely addressed in health
care consultations.33 SH-taking was reported by 16-34%
of physicians (median 32%), with a higher frequency
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among psychiatrists (48-78%, median: 50%). The most
commonly reported obstacles included a lack of time,
insufficient knowledge or training, concerns about ethical
boundaries, cultural differences between patients and
doctors, worries about colleague disapproval and, for a
minority of doctors, the belief that R/S could have a
negative effect on patient outcomes. Although several
instruments were mentioned, there was little evidence that
standardized tools were widely used. Those who regularly
took a SH preferred their own standard questions phrased
in their own words. The most frequently reported topics of
discussion included encouraging patients in their own R/S
beliefs, inquiring how faith influenced health care deci-
sions, and concerns about death and dying. Discussion of
R/S was more likely in contexts of family crisis, medical
emergencies, or end-of-life. Spiritual discussions occurred
more frequently with psychiatrists, palliative care, and
primary care physicians than with other medical special-
ties. Doctors with stronger R/S beliefs were more likely to
address R/S in a medical consultation, but prior training in
discussing R/S in clinical settings was the strongest
predictor of spiritual care discussions.33

Ethical and clinical principles for taking a spiritual history

A key issue in clinical practice is how to proceed when
taking a SH in mental health care. A few recommenda-
tions should be observed when assessing a patient’s R/S:
SHs should be taken in a patient-centered way that
involves ethical commitment without proselytizing or
prescribing religious or anti-religious perspectives18; the
approach must be respectful to the patient’s faith and
culture, and the process should be focused on the

patient’s beliefs and needs. It is of fundamental impor-
tance that spiritual assessment should not be confused
with pastoral counseling or proselytism in favor of or
against any religious or spiritual worldviews. It is recom-
mended that clinicians personally reflect on their own
personal beliefs and SH in view of counter-transferential
concerns, while remaining aware that they may influence
the patients’ beliefs and perceptions.25

The patient’s SH could be explored using open-ended
questions based on the topics presented in Box 2.27

Along with obtaining relevant information, the essential
purpose of the SH is to create an open environment and
help patients feel comfortable, valued, and respected
when discussing their R/S issues (Box 3).25

SH-taking should be actively and routinely incorporated
into clinical practice. Many patients might feel uncomfor-
table or uncertain about spontaneously introducing R/S
topics in clinical encounters. A systematic review found
that patients were more likely to spontaneously raise R/S
issues only when they disagree with medical recommen-
dations.33 A randomized clinical trial with palliative care
patients showed that patients who were asked directly
about their R/S concerns, especially during the first
consultation, were much more likely to discuss spirituality
than those who were not.34

Contrary to certain concerns about SH, obtaining a SH
does not require clinicians to have prior, extensive
religious knowledge. An open, respectful, and considerate
readiness to listen and understand is a viable way to start
conversations about R/S with patients. There is evidence
that even a brief R/S screening and assessment is quite
helpful and should be incorporated as an important
clinical aspect of patient interviews.35

Box 1 Main perceived barriers and recommendations regarding spiritual history

Barriers Recommendations

Ethical concerns Most patients would like to talk about R/S with mental health professionals.
A respectful, open, culturally sensitive, non-proselytizing, and patient-centered
approach is recommended and supported by research and international guidelines.

Lack of time Brief SH assessments (5-minute interviews) have shown benefits in clinical practice
in time-limited contexts and can provide a reliable initial perspective of the patient’s
R/S concerns and interests.

Lack of training Evidence confirms the efficacy and viability of SH training to provide the knowledge
and skills needed to take a SH. Structured questionnaires and interviews are helpful
resources for mental health interviews.

Concerns about causing distress or exacerbating
the psychopathology

Most patients are comfortable with and wish to talk to mental health professionals
about R/S issues. Taking a SH has been associated with greater treatment
satisfaction with better doctor-patient relationships.

Extensive knowledge needed about religion and
diverse cultural backgrounds

No prior extensive knowledge is required for primary assessment of R/S in mental
health care. Creating an open environment and encouraging patients to share R/S
concerns in a respectful, open, and considerate interview are achievable goals.

Concerns about negative mental health outcomes
resulting from R/S beliefs or practices

The literature confirms that R/S measures in mental health have a predominantly
positive outcome. For patients with R/S struggles or who are suffering, SH-taking
enables clinicians to understand and helps patients find resources to deal with
perceived negative effects.

R/S = religiosity/spirituality; SH = spiritual history.
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Two systematic reviews have summarized evidence
concerning the available instruments for taking a SH and
assessing spiritual suffering.35,36 Most of the 25 instru-
ments were developed for general use in clinical practice.
An instrument known as Faith, Importance/Influence,
Community, and Action/Address in care (FICA) obtained
the highest scores for clinical utility and applicability and is
among the most commonly used instruments. Only two

such instruments have been developed specifically for
mental health: the Royal College of Psychiatrists Assess-
ment and the Spiritual Assessment Interview. Table 1
provides a set of questions for conducting a brief initial SH
assessment, as well as for conducting a more detailed
exploration of specific R/S topics when necessary for a
particular patient. The initial questions may be routinely
asked when taking a patient’s social history.

Box 2 Questions for assessing spiritual history in mental health

Routine questions for a brief SH

1) Are you a spiritual or religious person? or, Do you have a religious or spiritual beliefs? Tell me more about that.
2) To what extent is religion or spirituality important in your life?
3) Are you part of a religious or spiritual community?
4) Are religion or spirituality important sources of strength for you when dealing with stress or life’s difficulties? or, What are your sources of

strength when dealing with life’s difficulties or stress? Do you have any beliefs or practices that help you cope?w=

Questions for exploring specific R/S topics when necessary
Beliefs concerning meaning and life
What gives you meaning or purpose?w

What are your beliefs concerning death?w

Private practice
Do you have any personal or private religious practices, such as meditating, praying, playing or singing sacred music, or reading the
scriptures? Are they helpful?w=

Organized practice
Do you have any community religious practices, such as belonging to a faith tradition, participating in services, rituals, worship,
pilgrimages, retreats, helping other people, engaging in a study group? Are they helpful?w=

If you do not, would you be interested in engaging in a religious or spiritual community?=

Community relationship
Do you receive support from or have difficulties with your faith community?w

Spiritual experiences
Have you ever had any spiritual experiences? What meaning did you attribute to these experiences?w

Relationship with God/the transcendent, R/S struggles, and coping
Do you believe in God or some transcendent or higher power?w

If so, what is God like?w

Do your R/S beliefs and practices support your well-being and mental health, or do they make it more difficult to deal with some part of
your treatment?w=

Do you find yourself struggling with concerns about God or your spiritual beliefs?w

Do you feel loved, accepted, a sense of belonging, forgiven, closer to God, or rejected, guilty, ashamed, afraid, and more distant from
God?w=

Do you have any R/S needs in your life that are not being met?=

Integrating R/S into treatment
Do you believe that your R/S practices and beliefs can support your recovery? If so, how?w

Do you have R/S questions that you want to explore? Is there someone who cares for you with whom you can talk about your spiritual
life?w

If there is something that might help you but you cannot access it, how can I help you get access? It is important for you to know that:
You can talk to your faith leaders and involve them in your treatment.w

Several current treatments consider R/S issues, such as 12-step programs for alcohol and substance misuse, mindfulness-based
interventions for dealing with stress, anxiety and depression, and spiritually and religiously integrated psychotherapy.w

R/S = religiosity/spirituality; SH = spiritual history.
wQuestion based on Royal College of Psychiatrists Assessment.
=Question based on Spiritual Assessment Interview.

Box 3 Summary of recommendations for taking a spiritual history

1. The SH should be patient-centered, neither prescriptive nor proselytizing, and should be culturally sensitive to patient beliefs, practices, and
worldviews.

2. In addition to obtaining important R/S information, the main objective is to create an open and respectful environment where patients can
share beliefs, concerns, and perspectives about R/S.

3. R/S assessments should be routinely included in mental health interviews.
4. The SH interview should use patient-centered, open-ended questions.
5. Initial R/S inquiries can begin by asking about the patient’s social, community, and personal interests.
6. The inquiry should be flexible and adapted to the patient’s responses, observing verbal and non-verbal clues.
7. Brief interviews are viable and provide useful information for screening, time-limited, and initial assessments.

R/S = religiosity/spirituality; SH = spiritual history.
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1.4. Training in taking a spiritual history

Training is essential in encouraging health professionals
to take SHs because it overcomes the main perceived
barriers in clinical practice. One randomized controlled
trial investigated the efficacy of theoretical-practical
training in SH-taking (14 hours of theoretical classes
and 10 hours of practical activities with simulations and
real-world inpatients over a period of four months) in 49
1st- and 2nd-year students of medicine, nursing, physical
therapy, and psychology. Compared to the control group,
the intervention group felt more comfortable in taking a
SH, more readily recognized the importance of the
chaplain, and recognized the importance of spirituality in
the professional-patient relationship. In the skills assess-
ment with simulated patients, trained students scored
much higher than controls (14.12 vs. 6.17 of a maximum
of 17 points).37

Another study examined the effectiveness of SH
training among 1st-year medical students.38 The students
were expected to use the Hope, Organized Religion,
Personal Spirituality, and Effects on Medical Care
instrument (HOPE) or similar questions to elicit a spiritual
history when practicing their communication and medical
interviewing skills during sessions. Of the 146 students
included in the study, 65% could recognize the patient’s
spiritual concerns, demonstrating skills and knowledge in
taking a SH 1 to 3 months after the initial learning period.
The results suggest that 1st-year medical students can
effectively learn about spirituality and medicine as an
integrated part of their clinical training, without the need
for separate courses to address spiritual issues.38

Conclusions

Despite the limited evidence about different strategies
for taking a SH, there are a number of benefits to taking a
SH in mental health clinical practice (Box 4): i) more
compassionate and culturally sensitive care that positively
impacts patient outcomes and treatment satisfaction; ii)
information about patient R/S beliefs, practices, resources,
and struggles that may affect treatment; iii) clearer
differential diagnosis between R/S experiences and
psychopathology; and iv) identification of individuals who
might benefit from specialized spiritual care or counseling
from a chaplain. Key recommendations and the main
evidence-based questions for conducting the investigation
were reviewed and summarized in Boxes 1 and 2.

What evidence should be considered in the differential
diagnosis between psychiatric disorders and religious or
spiritual experiences?

Another key issue in clinical practice is differential
diagnosis between religious, spiritual, or anomalous
experiences and psychopathology/mental disorders. To
answer this question, we identified 1,170 articles in the
databases, of which 987 were screened after removing
duplicates. A total of 59 were considered relevant for a
full-text reading based on their title and abstract. After a
comprehensive full-text reading, 18 were included in the
review, in addition to 11 others identified through other
sources (Figure S2). The 29 included articles were: nine
narrative reviews, 17 cross-sectional studies, one case-
control study, and two case series (for details, see Table
S6, available as online-only supplementary material).
These criteria are explored in greater detail below,
focusing on two main points: characteristics of the
phenomenon and characteristics of the individual (see
Table 1 for suggested criteria and level of evidence for
differential diagnosis).

Clinical characteristics and the phenomenology of anom-
alous experiences

The most commonly studied criteria for differentiating
pathological from non-pathological anomalous experi-
ences are the characteristics associated with the experi-
ence, including its form and content. Studies agree
that perceptual changes (e.g., auditory or visual experi-
ences),39-47 and thought content (e.g., belief in spiritual
influence or telepathy)40,41,46,48,49 do not differ between
clinical and the non-clinical groups (Table 1). These are
well-replicated findings.

Regarding the content itself, different narrative reviews
have pointed out that the distinction between religious
beliefs and delusions may not rely solely on content.56

This is due to their potential ‘phenomenological over-
lap.’56 Arnaud et al.57 concluded that the content of R/S
delusions or hallucinations can rarely be used to
determine psychosis or a spiritual emergency. Moreover,
Lukoff56 considers that ‘‘absolute belief is not a sign of
pathology in itself,’’ since ‘‘all beliefs that are personally
significant tend to be held with absolute conviction.’’56 In
addition, when assessing qualitative aspects of auditory
hallucinations, characteristics such as the voice’s volume,
personification, location (internal or external), number,

Box 4 Summary of evidence in favor of taking a spiritual history

Level of evidence Observations

Improves treatment satisfaction 2 RCT of oncology patients27 and hospitalized patients28

Improves treatment attendance or adherence 2 RCT of patients with schizophrenia29

Improves psychological well-being and quality of life 2 RCT including oncology patients27

Reduces negative psychological symptoms 2 RCT of oncology patients27

SH training improves spiritual assessment in health
care

2 Medical students and other health-related undergraduates37,38

RCT = randomized controlled trial(s); SH = spiritual history.
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and gender, as well as the detection of underlying brain
activity, cannot differentiate between pathological and
non-pathological anomalous experiences.58

However, other characteristics of the experience may
guide clinicians. First, most studies found that paranoid
symptoms (e.g., self-reference and suspiciousness)41,46,50

are more frequently found in clinical groups.40,41 For
example, Peters et al.41 compared 592 healthy individuals
with anomalous experiences to 584 individuals diagnosed
with a psychotic disorder, finding that paranoid symptoms
were rare in the non-clinical group.

Second, although the experiences of the non-clinical
group began at a younger age and have continued
longer,41 loss of contact with consensual reality during the
experience tends to be longer in the clinical group.39

Narrative reviews also agree that experiencing shorter
episodes over the course of a lifetime tends to be related
to non-pathological experiences. Prins59 points out that
‘‘states of true possession also tend to be more transient
than schizophrenic illnesses,’’ while Lukoff56 suggests
that so-called spiritual experiences tend to be ‘‘generally
transitory and resolve themselves completely, without
leaving residual social difficulties or isolation; in contrast,
psychotic disorders usually persist for a long period and
involve continual impairment and social withdrawal.’’57

Acute onset of symptoms for 3 months or less was con-
sidered indicative of a positive psychological outcome.56

Third, since clinical groups have less insight into the
unusual quality of their experiences,53 they tend to have
more distress and suffering, acting out their experiences
in a bizarre way,39-42,44,48,49,51,52 and have greater
difficulty constructively incorporating their experience into
their lives.39,41,48,53 The clinical group also experienced
less control over the phenomenon.41,48,49 For instance, in
a study assessing undiagnosed, at-risk, and diagnosed
individuals, Brett et al.49 found that the level of effort
exerted in attempting to control the experience was
predictive of greater distress, whereas the mere presence
of anomalous perception was not.49 In their reviews,
Prins,59 Lukoff,56 and Menezes60 agree that greater
passivity would likely be more associated with psycho-
pathological aspects,56,59 while greater control would be
associated with less need for care, since individuals
would be ‘‘able to direct their experience at the right time
and place for its occurrence.’’60 It is worth noting that
control over the experience can be obtained over time
through training in spiritual communities or groups.54,61

Finally, cognitive and negative symptoms are probably
the most relevant clinical features for distinguishing
between pathological and non-pathological anomalous
experiences. Clinical groups have greater cognitive
impairment, lower intelligence scores, and greater cogni-
tive disorganization.41,50 It is important to note that non-
clinical groups have a greater tendency to interpret their
experiences from a spiritual, less materialistic perspec-
tive,48 while clinical groups have a more negative view of
self and others.41 Clinical groups also have more negative
symptoms and anhedonia.41,46,50 Lukoff56 highlighted the
‘‘absence of conceptual disorganization and confusion’’
as a differentiating criterion between the groups, which
could be evidenced by characteristics such as

‘‘interruption of thought, incoherence, and blockage.’’56

In a prospective study of 115 people who sought help in
Spiritist centers in Brazil due to disturbing anomalous/
spiritual experiences, quality of life after 1 year was not
predicted by baseline levels of anomalous (e.g., percep-
tual) experiences, but by self-directedness and inversely
by cognitive disorganization.62-64

Functioning, personality, psychiatric comorbidities, and
mental health

Compared to clinical samples, individuals with non-clinical
anomalous experiences generally have better mental
health, social adjustment,39,41,47,48 and personality func-
tioning.39,43,45,46,50 For example, Spiritist mediums had a
lower prevalence of mental disorders and lower anti-
psychotic use than patients with dissociative identity
disorder,45 as well as similar marital status, psychiatric
history, education, and income to controls without ano-
malous experiences.47

In general, a lack of medical or psychiatric comorbid-
ities supports categorizing the experience in the ‘‘no need
for care’’ group.58,60 Concerning substance use, some
studies reported that non-clinical anomalous experience
groups are less likely to use substances than clinical
groups,41 while others found no difference between
mediums and healthy controls regarding substance
abuse.47 Regarding potential biological markers for
differentiating R/S or anomalous experiences, the brain’s
resting-state network in mediums did not differ from
matched healthy controls.65

Family and premorbid history may help clinicians
differentiate clinical from non-clinical individuals with
anomalous experiences. A family history of psychosis is
more frequent in clinical groups,41 but the age of onset is
earlier in non-clinical groups.41,45 Functionality is another
important issue to be assessed since non-clinical groups
tend to have higher education, better jobs, and use
mental health services less often than clinical groups.41,45

They also report longer relationships and less lifetime
discrimination.41,49 There were no significant differences
between clinical and non-clinical groups regarding current
religious affiliation55 or sex.45

Many authors emphasized the importance of pre-
episodic functioning.66-68 In this sense, if ‘‘the history
demonstrates generally healthy social, psychological,
spiritual, and sexual functioning, then the person’s current
experience is viewed as psychospiritual and suggestive of
a positive prognosis. In contrast, a history of dysfunction,
as well as strong evidence of manic symptoms, poorly
organized content in religious, spiritual, or transcendent
experiences, self-destructive tendencies, and the pre-
sence of persecutory delusions or hallucinations may be
indicative of psychopathology.69

Most studies found no differences concerning common
mental disorders and symptoms between clinical and
non-clinical groups with anomalous experiences. One
study,47 for example, found no difference in the pre-
valence of major depressive episodes between mediums
and healthy controls.39,41,45,47,55 Conversely, other stu-
dies found a higher anxiety level in non-clinical groups
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with anomalous/spiritual experiences.55,64 One hypoth-
esis is that spiritual/anomalous experiences may induce
anxiety in individuals who lack a cognitive framework and/
or support group to help create meaning and integrate
these experiences in a healthy way.17

Most of the included studies found that paranormal
beliefs did not differ phenomenologically between clinical
and non-clinical groups.40,41,46,48,49 One study reported
that the frequency and intensity of psychotic-like experi-
ences were higher among healthy believers in the
paranormal than among healthy skeptics.52 Both were
non-clinical samples and psychological distress levels
between groups were comparable, suggesting that both
were healthy.

There is one contradictory finding regarding personal
history of trauma. Studies by Cicero et al.,50 Moreira-
Almeida et al.,45 and Vencio et al.47 found no differences
in childhood trauma between non-clinical groups and
groups without anomalous experience, while Peters
et al.41 reported that the number of childhood traumatic
events was similar between non-clinical and clinical
groups and higher in the non-clinical group than the
control group.

Patient perspectives about religious or spiritual experiences

Even among patients whose R/S experiences are
associated with psychopathology and a psychiatric
diagnosis, a sensitive, respectful, and considerate
approach to their perception and interpretation of their
experiences is recommended, especially after resolving
an acute crisis.70,71 To many individuals, R/S perceptions
eventually become a source of faith, hope, community
integration, resilience, meaning, and long-term psycholo-
gical well-being following resolution of acute psychiatric
episodes.70 To others, R/S experiences might be a
source of struggle, and clinicians should also be aware
of this. So, even in psychotic patients, spiritual phenom-
ena may not necessarily represent a mental symptom but
a source of mental health. A patient-centered, respectful
acknowledgement of the patient’s perspectives is extre-
mely important in psychiatry because of the persistent
negative stereotypes that can affect people with mental
disorders, leading to the discrediting of their beliefs and
views.72 In a sample of patients with bipolar disorder, after
resolving manic episodes, most reported viewing their
experiences as both authentically R/S but also related to
the disorder, reinforcing the complex relationship between
R/S and mental health care.73 Accordingly, a compre-
hensive spiritually-integrated approach is a way to
include/reconcile patient beliefs with the best available
treatment and help improve patient satisfaction and
treatment adherence (e.g., antipsychotics for psychotic
disorders), thereby encouraging full recovery.

Conclusions

A number of clinical characteristics that might help
differentiate non-pathological anomalous/spiritual experi-
ences from mental disorders have been studied. A care-
ful and comprehensive psychiatric evaluation is

recommended to provide reliable clinical information for
a differential psychiatric diagnosis. The high prevalence of
anomalous or religious experiences in the general
population reinforces the need for a culturally sensitive
and evidence-based integrated approach to determine
the types more correlated with psychopathology and
those that do not require psychiatric treatment. To
illustrate this distinction in clinical practice, case reports
by Damiano et al.54 and Delmonte et al.61 describe
individuals who had disturbing anomalous experiences
that were later assimilated as healthy lifelong spiritual
experiences, going on to become productive and
respected spiritual leaders.

There is consistent evidence that non-pathological
anomalous/spiritual experiences cannot normally be
distinguished from mental disorders based solely on
perceptual experiences (‘‘positive symptoms’’). However,
distinctions could be made using negative symptoms,
cognitive and behavioral disorganization, functional
impairment, and other markers of mental disorders that
are not directly associated with R/S aspects (e.g.,
paranoid, manic, or depressive symptoms).

The present study and systematic review should be
viewed in light of several limitations. First, the challenge of
summarizing and consolidating the many heterogeneous
studies to answer the clinical questions is the main
limitation. The limited number of randomized trials on
specific SH protocols is another limitation to more
conclusive statements and more specific recommenda-
tions. Studies from diverse clinical settings and cultural
backgrounds are needed to understand the effects of R/
S-integrated care, especially in Latin America and Brazil.

General conclusions

There is consistent and varied evidence (although limited
in certain aspects) to support the integration of spirituality
into clinical practice. We hope the present guidelines
will help bridge the gap between the evidence and
integration of R/S into mental health care assessment
and differential psychiatric diagnosis. It cannot be
emphasized strongly enough that any integration of R/S
into clinical practice must be patient-centered, never
imposing beliefs or practices, and only applied to those
who are open-minded and welcome such integration.
Access to high-quality scientific research into R/S and
mental health, as well as continued medical education
and training, might help overcome barriers and improve
R/S assessment and integration in mental health care.
Based on the reviewed research, the following recom-
mendations can be made:

1. A SH should be routinely taken in psychiatric patients as
an essential part of the psychiatric interview to assess the
patient’s R/S beliefs, experiences, and practices, espe-
cially regarding potential R/S resources and/or struggles.

2. Distinction between cultural, anomalous, R/S experiences
and mental disorders: the best markers for mental
disorders are negative psychotic and cognitive disorgani-
zation symptoms, as well as functional impairment and
other symptoms indicative of comorbid mental disorders.
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