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Spiritual Assessment

JCAHO on the spiritual assessment of the patient:

The commission considers that the spiritual component of a person’s life must be considered in health care. They evaluate how the spiritual needs are being assessed, how the patient’s spirituality helps him or her undergo suffering, how a person's prayer life and religious practices give meaning to life. Spirituality continues to be a standard of significant importance to the welfare of the clients and outcome of the patient care. Today, a patient's spiritual needs are considered an indispensable factor in providing total health care to patients.
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Emergence versus Emergency

In the DSM-IV, spiritual problems are defined as distressing experiences that involve a person's relationship with a transcendent being or force but are not necessarily related to an organized church or religious institution. Sometimes such experiences emerge from intensive involvement with spiritual practices such as meditation or yoga, as in the Meditation and Spiritual Practice type of spiritual problem. 

The connection between spiritual emergences and psychological problems was first noted by Roberto Assagioli,MD who described how persons may become inflated and grandiose as a result of intense experiences associated with spiritual practices:

Instances of such confusion are not uncommon among people who become dazzled by contact with truths too great or energies too powerful for their mental capacities to grasp and their personality to assimilate. [1] (p. 36) 

Beginning in the 1960s, interest in Asian spiritual practices such as meditation, yoga, and tai chi, as well as experimentation with psychedelic drugs, triggered many mystical experiences and visionary experiencies, some of which were problematic for their practitioners.

Whereas spiritual masters have been warning their disciples for thousands of years about he dangers of playing with mystical states, the contemporary spiritual scene is like a candy store where any casual spiritual "tourist" can sample the "goodies" that promise a variety of mystical highs. When novices who don't have the proper education or guidance begin to naively and carelessly engage mystical experiences, they are playing with fire. Danger exists on the physical and psychological levels, as well as on the level of one's continued spiritual development. (Halfway Up the Mountain: The Error of Premature Claims to Enlightenment by Mariana Caplan) 

Christina Grof and Stanislav Grof,MD, coined the term "spiritual emergency" and founded the Spiritual Emergency Network at the Esalen Institute in 1980 to assist individuals and make referrals to therapists for people experiencing psychological difficulties associated with spiritual practices and spontaneous spiritual experiences. Dr. Grof describes a spiritual emergency:

There exist spontaneous non-ordinary states that would in the west be seen and treated as psychosis, treated mostly by suppressive medication. But if we use the observations from the study of non-ordinary states, and also from other spiritual traditions, they should really be treated as crises of transformation, or crises of spiritual opening. Something that should really be supported rather than suppressed. If properly understood and properly supported, they are actually conducive to healing and transformation. (Interview with Stanislav Grof,MD) 

The term spiritual emergence is used to describe the whole range of phenomena associated with spiritual experiences and development from those (probably the vast majority) which are not problematic, do not disrupt psychological/social/occupational functioning and do not involve psychotherapy or any contact with the mental health system, to spiritual emergences that are full-blown crises requiring 24-hour care. 

David Steindl-Rast [2], a Benedictine monk who teaches spiritual practices, has also noted that spiritual emergence can be disruptive:

Spiritual emergence is a kind of birth pang in which you yourself go through to a fuller life, a deeper life, in which some areas in your life that were not yet encompassed by this fullness of life are now integrated . . . Breakthroughs are often very painful, often acute and dramatic. 

As described in Lesson 1 Background of DSM-IV Religious or Spiritual Problem (V62.89), the impetus for proposing this new diagnostic category came from transpersonal clinicians whose initial focus was on such spiritual emergencies. Then the proposal was broadened to include religious problems.

Extraordinary Experiences and Spiritual Emergence

Some forms of spiritual emergence can take the form of extraordinary experiences, such as alien encounters and NDEs. Kenneth Ring, PhD, Professor Emeritus of Psychology at the University of Connecticut and one of the world's chief authorities on near-death experiences, found that groups of people reporting alien encounters and NDE show similar changes over time, and many report that their lives have been radically altered on a deep spiritual level by their NDEs and encounters with aliens. They develop a heightened reverence for nature and human life, and report that their personalities are transformed as result of these experiences. He concluded that both alien abduction and NDE (and potentially other extraordinary experiences) are,

in effect alternate pathways (Ring's emphasis) to the same type of psychospiritual transformation...that expresses itself in greater awareness of the interconnectedness and sacredness of all life and necessarily fosters a heightened ecological concern for the welfare of the planet. (The Omega Project) 

Because of the role such extraordinary experiences as alien encounters and NDEs play in some people's spiritual lives, they are included in this course as spiritual problems.

Center for Extraordinary Explorations This site covers the research and study of extraordinary experiences including: Reincarnation/Past Lives, Alien Contact, Angel Encounters, Out of Body and Near Death Experiences (OBE's and NDE's).

Misdiagnosis of Spiritual Crises 

Spiritual emergencies warrant the DSM-IV diagnosis of Religious or Spiritual Problem (V62.89), even when there may be symptoms of a mental disorder present, including hallucinations and delusions. In this way, Religious or Spiritual Problem is comparable to the category Bereavement for which the DSM-IV notes that even when a person's reaction to a death meets the diagnostic criteria for Major Depressive Episode, the diagnosis of a mental disorder is not given because the symptoms result from a normal reaction to the death of a loved one. Similarly, spiritual emergencies can be disorienting and frightening. They can preoccupy the individual and lead to the performance of private rituals. All of these can present as symptoms of mental disorder. Hallucinations, delusions, anger, and interpersonal difficulties occur so frequently that they should be considered normal and expectable reactions to the spiritual emergence. Yet such spiritual problems often lead to long-term improvements in overall well-being and functioning.

The clinical literature has long recognized that some episodes with psychotic symptoms can result in improvements in an individual's functioning. Karl Menninger, MD, considered by many the father of modern Amercian psychiatry, observed that,

Some patients have a mental illness and then get well and then they get weller! I mean they get better than they ever were . . . . This is an extraordinary and little-realized truth (Menninger cited in Silverman [3], p. 63). 

Many clinicians and researchers have proposed a category for episodes with psychotic-like symptoms but which have the potential for positive outcomes: 

 problem-solving schizophrenics (Boisen [4])

 positive disintegration (Dabrowski [5])

 creative illness (Ellenberger [6])

 metanoiac voyages (Laing [7])

 visionary states (Perry [8])

Allen Bergin, Ph.D. [9] has observed that,

Some religious influences have a modest impact, whereas another portion seems like the mental equivalent of nuclear energy...The more powerful portion can provide transcendent conviction or commitment and is sometimes manifested in dramatic personal healing or transformation. (p. 401) 

This nuclear analogy also applies to the spiritual emergence process. It has tremendous healing power for the individual, and even for society, but can also be destructive if not channeled properly. Note that while this type of intense emergence process is discussed under this lesson on spiritual problems, a similar process occurs in religious conversion experiences, many of which involve mystical experiences (see Lesson 3.3 Mystical experiences). Unfortunately such experiences are often misunderstood by both the mental health and religious professions. 

Clinical Impact of Misdiagnoses

The clinician's initial assessment can significantly influence the eventual outcome. As Greyson and Harris [10] point out, the clinician's response to a person's near-death experience can determine whether the experience is integrated and used as a stimulus for personal growth, or whether it is repressed as a bizarre event that may be a sign of mental instability. Similarly, with mystical experience, negative reactions by professionals can intensify an individual's sense of isolation and block his or her efforts to seek assistance in understanding and assimilating the experience.

Individuals undergoing powerful religious and spiritual experiences are at risk for being hospitalized as mentally ill. Even many religious professionals seem unable to make the distinction between genuine and pathological religious experiences.

If a member of a typical congregation were to have a profound religious experience, its minister would very likely send him or her to a psychiatrist for medical treatment. (Stanislav Grof, Beyond the brain: Birth, death and transcendence in psychotherapy).

One person who had had a near-death experience reported:

"I tried to tell my minister, but he told me I had been hallucinating, so I shut up" (Raymond Moody Life After Life: The Investigation of a Phenomenon — Survival of Bodily Death p 86). 

If tumultuous episodes with growth potential and those which indicate a mental disorder could be differentiated, the prognosis of individuals with spiritual emergence problems could be improved by providing appropriate treatment consistent with their need to express and integrate the physical, psychopathological, and spiritual symptoms.

(see Lesson V Differential Diagnosis)
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Spiritual Emergency vs. Psychotic Disorder

Criterion I: There is phenomenological overlap with a type of intense spiritual experience that has been identified.  

For Mystical Experience with Psychotic Features




A. Ecstatic mood




B. Sense of newly-gained knowledge




C. Perceptual alterations




D. Delusions with themes related to mythology





E. No conceptual disorganization

Criterion II: Positive outcome likely



A. Good pre-episode functioning




B. Acute onset (3 months or less)




C. Stressful precipitants




D. Positive exploratory attitude

Criterion III: Low risk of suicide or homicide


Lukoff D (1985) Diagnosis of mystical experiences with psychotic features.  J Transpersonal Psychology 17(2): 155-181.

Normative Religious Beliefs/Experiences vs. Psychosis

Psychotic episodes: 

1) are more intense than normative religious experiences in their religious community; 

2) are often terrifying; 

3) are often preoccupying; 

4) are associated with deterioration of social skills and personal hygiene; 

5) often involve special messages from religious figures.  

Obsessive-Compulsive Behaviors vs. Religious Practices

1. Compulsive behavior goes beyond the letter of the religious law.

2. Compulsive behavior is focused on one specific area and does not reflect an overall concern for religious practice.

3. The choice of focus of obsessive-compulsive behavior is typical of the 
disorder (e.g., cleanliness and checking, obsessive thoughts of  blasphemy toward God or fear of illness).

4. Many important dimensions of religious life are neglected.

These criteria should be viewed as guidelines and applied in a culturally and contextually sensitive manner.  Some genuine intense religious experiences can be awesome and frightening, preoccupy  the individual for a period of time, and lead to the performance of private rituals. In addition, Greenberg and Witzum (1991) point out that, "Differentiating religious beliefs and rituals from delusions and compulsions is difficult for therapists ignorant of the basic tenets of that religion (p. 563).

Greenberg, D., & Witztum, E. (1991). Problems in the treatment of religious patients. American Journal of Psychotherapy, 45(4), 554-8

The DSM-IV specifically notes that clinicians assessing for schizophrenia in socioeconomic or cultural situations different from their own must take cultural differences into account:

Ideas that may appear to be delusional in one culture (e.g., sorcery and witchcraft) may be commonly held in another.  In some cultures, visual or auditory hallucinations with a religious content may be a normal part of religious experience (e.g., seeing the Virgin Mary or hearing God's voice). 

Spiritual Competence

1. To diagnose and treat religious and spiritual problems

2. To assess the role of religion and spirituality in patients' lives, especially as a potentially important component of their physical and mental health. 

3. To respect patients' spiritual beliefs.

4. To avoid imposing your spiritual beliefs and practices on patients. 

5. To know when and how to make referrals to chaplains, spiritual directors, rabbis, pastoral counselors and other religious/spiritual professionals. 

6. To make spiritual interventions based on your expertise and the patient's values and clinical needs.

Religious and Spiritual History

A. RELIGIOUS BACKGROUND AND BELIEFS

1. What religion did your family practice when you were growing up?

2. How religious were your parents?

3. Do you practice a religion currently?

4. Is it important in your life?

5. Do you believe in God or a higher power?

6. How would you describe God/Higher Power? personal or impersonal? loving or stern?

7. What have been important experiences and thoughts about God/Higher Power?

B. SPIRITUAL MEANING AND VALUES

1. Do you follow any spiritual path or engage in a spiritual practice (e.g., meditation, yoga, chanting)?

2. What significant spiritual experiences have you had (e.g., mystical experience, near-death experience, 12-step spirituality, drug-induced, dreams)?

C. PRAYER EXPERIENCES

1. Do you pray? When? In what way(s)?

2. How has prayer worked in your life?

3. Have your prayers been answered?

D. RELIGION/SPIRITUALITY IN THERAPY

1) How does it affect how you view your problems?

2) How has your religion/spirituality influenced your behavior and mood during this illness?

3) What role might your religion/spirituality play in resolving your problems?

4) How would you like me to address these issues in your treatment?

FICA

Another approach uses the acronym FICA:

F: Faith or Beliefs 

What is your faith or belief? Do you consider yourself spiritual or religious? What things do you believe in that give meaning to your life?

I: Importance and influence Is it important in your life? What influence does it have on how you take care of yourself? How have your beliefs influenced your behavior during this illness? What role do your beliefs play in regaining your health?

C: Community Are you part of a spiritual or religious community? Is this of support to you and how? Is there a person or group of people you really love or who are really important to you?

A: Address How would you like me, your healthcare provider to address these issues in your healthcare?

George Fitchett Assessing Spiritual Needs
F.I.C.A.: A Spiritual Assessment
Web Sites on Mental Health and Spirituality

Spiritual Competency Resource Center

www.spiritualcompetency.com

Religious or Spiritual Problem (V62.89)

This category can be used when the focus of clinical attention is a religious or spiritual problem.  Examples include distressing experiences that involve loss or questioning of faith, problems associated with conversion to a new faith, or questioning of other spiritual values which may not necessarily be related to an organized church or religious institution. p. 685)
(DSM-IV, American Psychiatric Association, 1994, 
‘

History of the DSM-IV Proposal 

To redress the lack of sensitivity to religious and spiritual problems, the course author along with two psychiatrists (Francis Lu, MD and Robert Turner, MD) on the faculty at UCSF Department of psychiatry proposed a new diagnostic category to the Task Force preparing the 4th edition of the DSM which was due to be published in 1994. We viewed such an addition to the nomenclature as the most effective way to increase the sensitivity of mental health professionals to spiritual issues in therapy. The initial impetus for this proposal came from the Spiritual Emergence Network (then called the Spiritual Emergency Network, now the Center for Psychological & Spiritual Health (CPSH)) which was concerned with the mental health system's pathologizing approach to intense spiritual crises. 

 (Detailed History of Proposal)

In December 1991, the proposal for Psychoreligious or Psychospiritual Problem was formally submitted to the Task Force on DSM-IV. The proposal stressed the need for this new diagnosis to improve the cultural sensitivity of the DSM-IV and also argued that the adoption of this new category would result in the following benefits: 

 increasing the accuracy of diagnostic assessments when religious and spiritual issues are involved

 reducing the occurrence of iatrogenic harm from misdiagnosis of religious and spiritual problems

 improving treatment of such problems by stimulating clinical research 

 improving treatment of such problems by encouraging training centers to address religious and spiritual issues in their programs

Support for the proposal was obtained from the American Psychiatric Association Committee on Religion and Psychiatry and the NIMH Workgroup on Culture and Diagnosis. The proposal in its entirety documenting the need for such a category was published in the Journal of Nervous and Mental Disease (Lukoff, Lu & Turner, 1992) . 

In January 1993, the Task Force accepted the proposal but changed the title to "Religious or Spiritual Problem" and shortened and modified the definition to read: 

V62.89: This category can be used when the focus of clinical attention is a religious or spiritual problem. Examples include distressing experiences that involve loss or questioning of faith, problems associated with conversion to a new faith, or questioning of other spiritual values which may not necessarily be related to an organized church or religious institution. (American Psychiatric Association, 1994, p. 685) 

Articles on this new category appeared in The New York Times, San Francisco Chronicle, American Psychiaric Association Psychiatric News, and the American Psychological Association Monitor, where it was described as indicating an important shift in the mental health profession's stance toward religion and spirituality. 
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