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ORIGINAL ARTICLE

The Assessment of Spirituality and Religiousness
in Schizophrenia

Sylvia Mohr, MA,* Christiane Gillieron, PhD,† Laurence Borras, MD,*
Pierre-Yves Brandt, PhD, DD,‡ and Philippe Huguelet, PD*

Abstract: To assess religious coping in schizophrenia, we devel-
oped and tested a clinical grid, as no validated questionnaire exists
for this population. One hundred fifteen outpatients were inter-
viewed. Results obtained by 2 clinicians were compared. Religion
was central in the lives of 45% of patients, 60% used religion
extensively to cope with their illness. Religion is a multifaceted
construct. Principal component analysis elicited 4 factors: subjective
dimension, collective dimension, synergy with psychiatric treat-
ment, and ease of talking about religion with psychiatrist. Dif-
ferent associations were found between these factors and psycho-
pathology, substance abuse, and psychosocial adaptation. The
high prevalence of spirituality and religious coping clearly indi-
cates the necessity of addressing spirituality in patient care. Our
clinical grid is suitable for this purpose. It proved its applicability
to a broad diversity of religious beliefs, even pathological ones.
Interjudge reliability and construct validity were high and spe-
cific training is not required.

Key Words: Spirituality, religion, assessment, schizophrenia.

(J Nerv Ment Dis 2007;195: 247–253)

In the present study, we adopt a broad definition of religion,
including spirituality (concerned with the transcendent, ad-

dressing the ultimate questions about life’s meaning) and/or
religiousness (specific behavioral, social, doctrinal, and denom-
inational characteristics) (Pargament, 1997). Numerous studies
have pointed out the relationships between religion and mental
health (Koenig, 1998). The working group of the Fetzer Institute
(1999) identified behavioral, psychological, and social mecha-
nisms of spirituality and religiousness, which may have an effect
on physical and mental health and provide a multidimensional
questionnaire for use in clinical research.

Up to now, studies on religion and schizophrenia have
mainly focused on religious delusions and hallucinations with

religious content, but the role of religion as a coping mech-
anism and in the recovery process of patients with schizo-
phrenia receives growing interest (Mohr and Huguelet, 2004).
People suffering from schizophrenia are particularly vulner-
able to stress as a relapse factor (Leclerc et al., 1997; Myin-
Germeys et al., 2005; Nuechterlein et al., 1994). Spiritual and
religious coping in various stress situations has been shown to
be particularly effective (Pargament, 1997). Spirituality needs
to be integrated into patient care (Koenig, 2002). But the
importance of religion for patients is a phenomenon poorly
known by the clinicians (Huguelet et al., 2006).

As a preliminary step, it is necessary to assess types of
religious coping in schizophrenia and how they may affect
clinical outcomes and adherence to psychiatric treatment.

However no validated questionnaires exist that survey
religion and religious coping for psychotic patients. More-
over a religiosity measure—the Religious Life Inventory—
displays a different factorial pattern from those in nonpsy-
chiatric populations (Siddle et al., 2002a). For those patients
for whom religion can also be mixed with their psychopa-
thology, the most appropriate evaluation method is the clin-
ical interview, which allows for the clinician to adapt his
language to the beliefs of each individual. Moreover, the
religious cultural context of Europe differs from that of North
America where most studies about religious questionnaires
have been conducted (Fetzer Institute, 1999; Hill and Hood,
1999; Pargament et al., 2000). Wulff (1997) pointed out that
no questionnaire could be adapted to every kind of religious
belief and practice.

AIMS OF THE STUDY
We developed a semistructured clinical interview adapted

to a variety of spiritual beliefs (pathological or not, linked to
different religious traditions) and various types of religious
coping. We present its characteristics in terms of construct
validity and interrater reliability. We then explore cross-sec-
tional relationships between religion and clinical characteristics
(symptoms, social functioning, and quality of life).

METHODS

Participants and Procedure
One hundred fifteen patients, all treated in Geneva’s 4

psychiatric outpatient facilities, were included in the study.
These clinics offer long-term treatment, primarily for patients
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Décembre 36, 1207 Geneva, Switzerland.

Copyright © 2007 by Lippincott Williams & Wilkins
ISSN: 0022-3018/07/19503-0247
DOI: 10.1097/01.nmd.0000258230.94304.6b

The Journal of Nervous and Mental Disease • Volume 195, Number 3, March 2007 247

https://www.researchgate.net/publication/7253349_Spirituality_and_Religious_Practices_Among_Outpatients_With_Schizophrenia_and_Their_Clinicians?el=1_x_8&enrichId=rgreq-6fde9cbb868329e1e9ecc14d8ab185b2-XXX&enrichSource=Y292ZXJQYWdlOzYzNjA2ODE7QVM6MTA0MzMwMjkyMTA1MjI2QDE0MDE4ODU2ODg3OTU=
https://www.researchgate.net/publication/249000389_The_validation_of_a_religiosity_measure_for_individuals_with_schizophrenia?el=1_x_8&enrichId=rgreq-6fde9cbb868329e1e9ecc14d8ab185b2-XXX&enrichSource=Y292ZXJQYWdlOzYzNjA2ODE7QVM6MTA0MzMwMjkyMTA1MjI2QDE0MDE4ODU2ODg3OTU=


with diagnoses such as schizophrenia, bipolar disorder, se-
vere depressive disorder, and personality disorder. The mul-
tidisciplinary teams are composed of a psychiatrist, who may
be assisted by nurses and/or social workers if necessary.
Patients receive supportive psychotherapy, somatic treatment,
and rehabilitation as needed. Patients between 18 and 65
years of age meeting the ICD-10 (World Health Organiza-
tion, 1992) criteria for a diagnosis of schizophrenia or other
nonaffective psychoses were included in the study. Patients
were excluded if their clinical condition prevented them from
participating in the interviews. Data collection took place
between May 2003 and June 2004. The study was approved
by the ethical committee of the University Hospital of Ge-
neva. Subjects participated only after receiving detailed in-
formation about the study and signing a written consent
document. In each clinic, about 200 patients were eligible.
Because of practical (feasibility) and methodological consid-
erations (generalizability), a sample of 120 patients was
planned. Clinicians of the 4 outpatient clinics were informed
about the research, and psychiatrists were asked to solicit
eligible patients in their care to participate. To control for
selection bias, especially to avoid choosing patients accord-
ing to their religious characteristics, each psychiatrist had to
present the research to the 5 upcoming patients according to
his/her schedule. One of the authors (SM) then met the first
103 selected patients for an audiotaped interview. Only 3
patients refused to participate. A second author (LB) met 15
other patients to control for interviewer bias in eliciting the
salience of spirituality and religiousness.

Clinical Measures
Demographic data and clinical history were collected

from medical records. Current clinical characteristics were
assessed by the interviewer with the Positive and Negative
Syndrome Scale (Kay et al., 1992) and Clinical Global
Impression (National Institute of Mental Health, 1976). Both
clinicians had completed training for the administration of the
Positive and Negative Syndrome Scale. Psychosocial adap-
tation was evaluated with axis V of the DSM-IV (American
Psychiatric Association, 1994). Subjective quality of life was
autoevaluated by means of a visual analog scale.

Spiritual Assessment
The semistructured interview we developed is based on

several different scales and questionnaires, i.e., the “Multidi-
mensional measurement of religiousness/spirituality for use
in health research” (Fetzer Institute, 1999), the “Religious
coping index” (Koenig et al., 1997), and a questionnaire on
spiritual and religious adjustment to life events (Pargament et
al., 2000). Our clinical interview explored the spiritual and
religious history of patients, their beliefs, their private and
communal religious activities, the importance of religion in
their daily lives, the importance of religion as a means of
coping with their illness and its consequences, and the syn-
ergy versus incompatibility of religion with psychiatric care.
In addition to this content, the salience of religiousness (i.e.,
the frequency of religious activities and the subjective im-
portance of religion in daily life), religious coping and syn-
ergy with psychiatric care were quantified by the patient by

means of a visual analog scale. To make responses more
precise, especially for patients who presented deficits in
abstraction, 5 anchored points were provided. The duration of
the interview was about 30 minutes (Appendix). A pretest of
the grid with a sample of 10 patients demonstrated that it
adapted to various spiritual beliefs and religious practices and
prompted a variety of answers as to the use religion for
coping. For the measurement of religiosity, Huber (2004) has
pointed out the key concept of centrality. Centrality describes
the hierarchical status of religion in personality. The more
central the religion is, the more it can influence the person’s
experience and behavior. Centrality was subjectively esti-
mated by the first author for each interview on a 5-point scale.
To test interrater reliability, a second author (LB) and 2
clinical psychologists also worked as judges. Thirty-five
patients were involved, the 15 interviewed by the second
author (LB) and 20 interviewed by the first author (SM),
chosen randomly among the 100. The 4 judges estimated
centrality from the transcripts of the interviews on a 5-point
scale. Interreliability was estimated by Kendall tau-b rank
correlations. The questionnaire was not cross-validated with
another questionnaire, for none exist for that population
(concurrent validity). Construct validity was estimated by the
ability of the instrument to reach its purpose, i.e., to be
compatible with a large variety of spiritual beliefs and meth-
ods of coping, and to quantify those religious dimensions.

Statistical Analysis
Data were analyzed using the Statistical Package for the

Social Sciences, version 11 (SPSS, 2001). A principal com-
ponent analysis with varimax rotation was used to reduce the
various aspects of religion explored in the interview (fre-
quency of religious practices, private or communal, subjec-
tive importance of religion in life, religious coping, and
synergy with psychiatric care) to a smaller number of factors
(components). For each scale, distributions of the patients
with psychopathological religious beliefs were compared
with those of other patients. Nonparametrical statistics were
used for comparing the groups (�2, Wilcoxon rank test,
Kruskal–Wallis test). Kendall’s rank correlations were used
to assess interrater reliability.

Relationships between religion and sociodemographic
and clinical variables were assessed by regression analyses.
For patients without psychopathological religious beliefs,
multiple regression analyses were computed for each factor
with sociodemographic and clinical variables. Variables were
selected by the stepwise method, using the criteria F at a
probability level of 0.05.

RESULTS
Table 1 describes the social and clinical characteristics of

the patients included. Table 2 describes their religious charac-
teristics. The majority of patients were Christians (61%); 9%
belonged to traditional religions (Judaism, Islam, Buddhism),
13% to minority religious movements (for example, esoterism,
spiritism, Christian Science, Scientology, or Ufology) and 17%
were without religious affiliation. For almost half of patients
(45%), religion takes a central position in their lives. Content
analysis shows that the instrument was suitable to grasp different
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spiritual beliefs (from various religious traditions and/or subjec-
tive spirituality; pathological or not) and to show the various
ways of coping spiritually/religiously with the illness and its
consequences (Mohr et al., in press).

The interrater reliability for centrality was high for the
4 judges (Kendall’s tau-b from 0.64 to 0.78, 2-tailed, p �
0.000). The comparisons of the 2 subsamples (15 patients vs.
100 patients according to the interviewer) yielded equivalent
distributions for each individual religious variable.

The principal component analysis yielded a solution
in 4 factors. Factor 1 covered the subjective dimension of
religion; factor 2, the collective dimension; factor 3, the
synergy with treatment; and factor 4, the ease at talking
about this subject with a psychiatrist. The 4 factors ex-
plained 71% of the variance (40%, 15%, 9%, and 7%
respectively). Table 3 shows the loadings of the variables
on the 4 factors. Centrality correlated only with the sub-
jective dimension of religion (factor 1) (Kendall’s tau-b
0.49, 2-tailed, p � 0.000).

No relation was found between religion (as measured
by religious affiliation, the 4 factors, and centrality) and the
sociodemographic characteristics presented in Table 1 (gen-
der, ethnicity, age, marital status, living arrangements, work-
ing status).

In schizophrenia, religion may mix with psychopa-
thology. We therefore separated patients whose religious
beliefs mix with positive psychotic symptoms (15%) from
the others, using the criteria of Siddle et al. ( 2002b). The
comparison of the 2 groups showed no difference as
regards religious affiliation, centrality, subjective dimen-
sion of religion (factor 1), synergy with treatment (factor
3), and ease at talking about religion with a psychiatrist
(factor 4). However, none of the patients with religious
beliefs mixed with symptoms practiced in a religious
community (factor 2; Wilcoxon rank test � 397, p �
0.001). No difference was found between the groups for
socio-demographic and clinical characteristics, except for
positive symptoms. Patients with religious beliefs mixed
with positive psychotic symptoms had more psychotic
symptoms (Wilcoxon rank test � 4747.5, p � 0.001).

For the 98 patients whose religious beliefs were not
linked with pathology (85%), we used regression analysis for
each religious dimension with stepwise selection of clinical
variables. Results are presented in Table 4. Religion was not
associated with the length of illness, hospitalizations (fre-
quency and duration), current clinical global impression, and
subjective quality of life. Different patterns of association
emerged between the various dimensions of religion and the
clinical variables. Religion was more central in the life of
patients with a diagnosis of schizo-affective disorder than in
patients with a diagnosis of schizophrenia (82% vs. 36%) and
in patients with fewer negative symptoms. Similarly, a
greater importance of the subjective dimension of religion
(factor 1) was associated with the diagnosis of schizo-affec-
tive disorders and fewer negative symptoms, but factor 1 was
associated with more positive symptoms as well. A greater
importance of the collective dimension (factor 2) was asso-
ciated with fewer general symptoms and less nicotine depen-
dency (48% of patients with regular religious group practices
are smokers vs. 68% without regular religious practices).
Patients with current substance abuse felt medication as
antagonist to religion more often than others (24% vs. 6%).

TABLE 1. Characteristics of the 115 Outpatients (in
percentage)

Gender

Men 70

Women 30

Ethnicity

White European 79

Arabian 8

African 7

Asian 6

Mean age (SD) 39 (10)

Marital status

Single 78

Married 7

Separated or divorced 15

Living

Alone 46

With family 29

In a halfway house 25

Without remunerated work 84

Psychosocial adaptation: mean GAS* (SD) 56 (14)

Clinical Global Impression

Slightly ill 33

Moderately ill 34

Severely ill 33

Subjective quality of life

Unhappy 18

In-between 39

Happy 43

Diagnosis

Schizophrenia 80

Paranoid 61

Hebephrenic 7

Undifferentiated 12

Schizo-affective disorder 18

Psychotic disorder not otherwise specified 2

Current comorbidity

Substance abuse 23

Nicotine dependency 63

Length of illness: mean years (SD) 15 (11)

Hospitalizations

Median number 6

Median duration (months) 5

Symptoms: PANSS†

Positive symptoms, mean (SD) 13 (5)

Negative symptoms, mean (SD) 12 (6)

General symptoms, mean (SD) 23 (5)

Total score, mean (SD) 48 (11)

*Global Assessment Score, possible scores range from 1 to 100, with higher scores
indicating better functioning.

†Positive and Negative Syndrome Scale, possible scores range from 7 to 49 for
positive and negative symptoms, from 16 to 112 for general symptoms and from 30 to
210 for total score, with higher scores indicating severity of symptoms.
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Patients with a better social adaptation, but also with more
general symptoms, were more at ease at speaking about
religion with their psychiatrist.

DISCUSSION
Our clinical grid showed that clinicians without specific

training could use it. The fact is that the interviews conducted
by 2 clinicians displayed equivalent distributions of religious
variables and factorial solutions. Centrality was subjectively
estimated from the transcript of the interviews with a high

rate of interjudge reliability. Centrality was moderately cor-
related with the subjective dimension of religion (factor 1),
but with no other factor.

Factor analysis makes it evident that religion is not a
single but a multidimensional construct. For example, religion
may be central in patients’ lives without helping them to cope
with the illness (factor 1). Despite the high subjective impor-
tance of religion (factor 1), few patients were involved in a
religious community (factor 2). For some patients, their symp-
toms hindered them from participating in religious activities

TABLE 3. Loadings of Religious Variables on 4 Factors (n � 115)

Factor 1
“subjective”

Factor 2
“collective”

Factor 3
“synergy”

Factor 4
“ease”

Frequencies of religious activities alone 0.76

Subjective importance

In daily living 0.81

To give meaning to life 0.75

To give meaning to illness 0.77

To cope with illness 0.72 0.36

To control 0.68

To comfort 0.63 0.48

Of religious community support 0.88

Frequencies of religious activities with
other people

0.87

Antagonism with

Medication 0.85

Interview with psychiatrist 0.75 �0.45

Speaking spontaneously about religion
to cope

0.39 0.58

Ease at speaking about religion with
psychiatrist

0.93

Empty cells denote loadings �0.30.

TABLE 2. Frequencies of Religious Activities, Subjective Importance of Religion, Synergy With Treatment and Centrality
(n � 115 patients, percentages)

Frequencies of religious activities Never Last year Last month Last week Last day

With other people 56 14 9 18 3

Alone 24 3 11 10 52

Subjective importance of religion No Some Middle Very important Essential/completely

In your day-to-day life 13 9 16 23 39

To give meaning to your life 26 7 15 13 39

To give meaning to your illness 36 5 9 13 37

To cope with your illness 32 8 18 12 30

To gain control of your illness 45 3 10 18 24

To gain comfort 29 8 15 19 29

To get support from community 70 5 5 9 11

Antagonism with

Medication 88 3 3 0 6

Consultation with psychiatrist 90 2 3 1 4

Ease at speaking with psychiatrist about
religion

16 4 25 17 38

Centrality of religion Absent Marginal Some importance Very important Central

5 11 18 21 45
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with other people. On the other hand, 2 patients had been
rejected by their religious communities.

In addition, the component analysis displayed a solution in
4 factors associated with different clinical variables. These
results are in accordance with the various physiological, behav-
ioral, psychological, and social potential mechanisms in which
religion may affect health outcomes (Fetzer Institute, 1999).

Religion was more central and subjectively important
for patients with schizo-affective disorder. To our knowledge,
up to now no study has focused on this specific population.
However, high religiosity and religious coping has been
shown in patients with bipolar disorder (Mitchell and
Romans, 2003).

Since our design is cross-sectional, the relationships be-
tween religion and psychopathology cannot be seen as index of
causality. Psychopathology may affect spirituality in 2 opposite
directions. On the one hand, positive psychotic symptoms may
lead to pathological religious beliefs. On the other hand, nega-
tive symptoms may hinder the development of healthy spiritu-
ality. Spirituality may also affect psychopathology: patients use
spirituality extensively to cope with their symptoms, and, for
some patients, religious community is a precious social support.
Longitudinal research is clearly needed if one wants to evaluate
the efficacy of religious coping. As not all religious coping
methods have a positive impact, the contents of religious beliefs
should be systematically linked with outcome.

Like other studies conducted in North America (Kroll and
Sheehan, 1989; Tepper et al., 2001) and in Europe (Kirov et al.,
1998; Pieper, 2004), our study confirms the high prevalence of
religiosity and religious coping in patients with psychosis. Re-
ligion is of greater salience for patients than for general popu-
lation (Huguelet et al., 2006). It appears that two-thirds of our
patients use religion as a way to cope with their illness. Accord-
ing to Pargament and Brant (1998), beyond secular methods of
coping, religion seems to offer a solution to all kinds of insuf-
ficiencies. Spiritual support, when other sources of support are
lacking, offers explanations where no other explanation seems
convincing. It provides a sense of control through the sacred
when life seems out of control and offers new objects of
significance when old ones are no longer compelling. This may
explain the high prevalence of religious coping in patients

suffering from schizophrenia, a disease often chronic and dis-
abling, which can be associated with impairment in multiple
domains of functioning.

Psychotic illness itself may lead to religion. The prev-
alence of delusions and hallucinations with religious content
varies in function of culture and patients’ clinical status from
6% to 30% (Mohr and Huguelet, 2004). In our cohort of
stabilized outpatients the rate is 15%, none of those patients
having ever shared their beliefs with a religious guide. Nev-
ertheless, they all agreed to participate in the study, and the
clinical grid, as it was designed, proved to be adaptable to
their beliefs. Beyond religious delusion, some patients re-
count how psychotic symptoms opened their minds to spiri-
tuality. In an anthropological perspective, the existence of
supernatural powers and the possibility of communicating
with them is an idea common to many people (Tobert, 2001).
From this point of view, spirituality is particularly appealing
as a way to give meaning to experiences as strange as
hallucinations and delusions.

The high prevalence of spirituality and religious coping
points out the necessity of addressing spirituality in patient
care (Koenig, 2002). Our clinical interview can be used for
this purpose. It showed its applicability to the diversity of
religious beliefs, including pathological ones, with high in-
terjudge reliability and construct validity, and without requir-
ing specific training. It makes it possible to point out areas
where clinical and/or spiritual interventions are needed. For
all these reasons, the instrument seems to be applicable to
other psychiatric and somatic illnesses without any adapta-
tions. However, the assessment of spirituality should proceed
in 2 steps. For all patients, questions about their religious/
spiritual history, current beliefs, practices, and salience could
be asked (Appendix, parts 1 to 4). At this point, the clinician
would be in a position to estimate centrality. For patients
with low centrality, i.e., for whom religion has never been
important and who currently have no or few religious
practices, questions about religious coping and synergy
with treatment (Appendix, parts 5 and 6) should be omitted
for 2 reasons. First, assessment of these areas is not needed
since there is no apparent relationship between religion
and their psychiatric condition. Second, the clinician must

TABLE 4. Multiple Regressions Predicting Religion From Clinical Variables for Patients With
Nonpathological Religious Beliefs (n � 98)

Variables Selected R2 Beta* p

Centrality of religion Negative symptoms 0.10 �.32 0.001

Diagnosis of schizophrenia 0.20 �.31 0.001

Subjective dimension of religion (factor 1) Positive symptoms 0.06 0.41 0.000

Negative symptoms 0.16 �0.34 0.001

Diagnosis of schizophrenia 0.22 �0.24 0.010

Collective dimension of religion (factor 2) General symptoms 0.07 �0.29 0.003

Nicotine dependency 0.11 �0.01 0.035

Synergy with psychiatric treatment (factor 3) Current substance abuse 0.04 0.20 0.048

Ease at speaking about religion with psychiatrist
(factor 4)

Psychosocial adaptation 0.04 0.25 0.014

General symptoms 0.10 0.23 0.022

*Negative Beta denotes inverse relation between importance of religion and clinical characteristics.
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respect all kinds of spiritual stance, including a professed
absence of belief. Addressing religious coping with pa-
tients with low religiosity could send the ill-fated message
that they are missing something, and thus be harmful. The

reservation mandatory in this case may be the counterpart
of the dismissive message about spirituality that is so
frequently sent when the issue is not addressed with
patients for whom it is central.

APPENDIX: Semi-Structured Clinical Interview for Assessment of Spirituality and Religious Coping for Use in
Psychiatric Research (Translated from the French)

1. What helps you to cope with your illness?
Scoring: 10, if the patient mentions religion spontaneously, 0 otherwise (Koenig et al., 1997).

2. Religious/Spiritual history
2.1. In which religious tradition were you raised?

2.2. When you were a child, what kind of religious practices did you have?

2.2.1. If the subject had religious practices: How often?

2.3. When you were a teenager, did you experience changes in your religious beliefs or religious practices?

2.3.1. If yes, which ones?

2.4. In your adult life, have you experienced changes in your religious beliefs or practices?

2.4.1. If yes, which ones?

2.5. Since your illness began, have you experienced changes in your religious beliefs or practices?

2.5.1. If yes, which ones?

3. Present spiritual/religious beliefs and practices
3.1. What are your spiritual or religious beliefs today?

3.2. At the present time, what is your religious preference?

3.3. Do you have religious or spiritual practices with other people?

3.3.1. If yes: which ones and how often?

(anchored points: last day, last week, last month, last year, never this year)

3.4. Do you have private religious or spiritual practices?

3.4.1. If yes: which ones and how often?

(anchored points: last day, last week, last month, last year, never this year)

Scoring for section 4 to 6:
Quantification:
Visual analogue Scale from 0 to 10 with 5 anchored points: no, some, middle, very, essential (0 to 10):

0 I_____I_____I_____I_____I 10
no some middle very essential

4. Subjective importance of religion in life
4.1. In general, how important are your religious or spiritual beliefs in your day-to-day life? (0 to 10)

In which ways? ..........................................................................

4.2. To what extent do your religious or spiritual beliefs give meaning to your life? (0 to 10)
In which ways? ..........................................................................

5. Subjective importance of religion to cope with the illness
5.1. To what extent do your religious or spiritual beliefs give meaning to your illness? (0 to 10)

In which ways? ..........................................................................

5.2. To what extent do your religious or spiritual beliefs help you to cope with your illness? (0 to 10)
In which ways? ..........................................................................

5.3. To what extent do your religious or spiritual beliefs help you to gain control over your illness? (0 to 10)
In which ways? ..........................................................................

5.4. To what extent are your religious or spiritual beliefs a source of strength and comfort for you in face of this illness? (0 to 10)
In which ways? ..........................................................................

5.5. If the subject has spiritual or religious practices with other people:
To what extent do they help you to cope with your illness? (0 to 10)

In which ways? ..........................................................................

6. Synergy of religion with psychiatric care
6.1. To what extent are your religious or spiritual beliefs in conflict with your medication? (0 to 10)

In which ways? ..........................................................................

6.2. To what extent, are your religious or spiritual beliefs in conflict with consulting a psychiatrist? (0 to 10)
In which ways? ..........................................................................

6.3. To what extent, do you feel at ease to talk about your religious or spiritual beliefs with your psychiatrist? (0 to 10)
In which way? ..........................................................................
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