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ABSTRACT  
Purpose 

The aim of this study was to evaluate the efficacy with which care plans 

capture and make use of data on the spiritual and religious concerns of 

mental health service users in a UK Health and Social Care Trust. 

Design 

A questionnaire was given to service users (N=71) and the findings compared 

with the information held on their behalf by the relevant Health and Social 

Care Trust at three key points in the care planning process.  

Findings 

The study found that the importance that many service users accorded to 

spirituality and religion was not reflected in the electronic records, that some 

information was wrong or wrongly-nuanced when compared with the patient’s 

self-description and that service users themselves were often mistaken 

regarding the type and quality of information held on record.  

Practical Implications 

The implications of these findings are discussed in relation to the process of 

information gathering, to the training and support of Care Coordinators and to the monitoring and revision of Care Plans.  

Originality/value 

Although there have been studies of the delivery of ‘spiritual care’ in general 

acute care, there have been no similar studies in relation to mental health 

service users and their needs. The comparison of information from the service 

users themselves with the information recorded by the Trust provides a 

measure of the extent to which service user’s own perspectives are being 

incorporated into their care plans. 

Keywords: Care Coordinator, Care Management, Mental Health, 

Spirituality, Religion 

RESEARCH PAPER 

Introduction 

The importance of attending to the ‘spirituality’ and/or religious belief and 

practices of health service users has now been widely accepted internationally across health and social care. In the United Kingdom this interest has led to a range of official documents and guidance (e.g. DH 2003a, 2003c, 2009). In the field of mental health, the Department of Health continues to encourage workers in the National Health Service (NHS) to take into account the spirituality of their service users (DH, 2003b, 2006, 2007). The ‘personalisation’ agenda (DH, 2007) contributes in addition a focus on individual need and ‘the expert patient’ as the basis for self-directed support packages. When these ‘experts’ are consulted, there is evidence that service users want mental health services to put more emphasis on spirituality (Mental Health Foundation, 2002).  

However, there are reasons to suspect that this official encouragement 

does not always find expression in day-to-day care (see e.g. Hilton et al, 

2002; Carr 2010; McSherry et al, 2011). If this is the case in the context of 

general health care, it may be so in the field of mental health too, but there 

is little research in this area.  

The current study was designed to address this gap in knowledge. In this 

case, the focus of attention is not on the nursing staff but on the key 

mental health workers (Care Coordinators) whose role is to develop and 

regularly review a Care Plan in collaboration with the service. The framework within which Care Coordinators develop care plans is provided by the Care Programme Approach (CPA) which is a system of delivering community services to those with a mental health problem. It provides an organised way of assessing all of an individual’s needs if they have a mental illness and developing a single care plan which will ensure those needs are met (DH, 2008). The approach requires that health and social care services assess need, provide a written care plan, allocate a care coordinator and regularly review the plan in keeping with the NHS and Community Care Act (1990).  

Hence, the purpose of this paper is to trace the process by which service users’ spiritual and religious concerns are represented in the Care Plans by: 

i) evaluating the extent and ways in which the data collected by the care 

provider on a service user’s spiritual and religious concerns diverges 

from the service user’s own account and their impression of the information held; 

ii) trace the ways in which data are recorded at and communicated between successive stages of the process leading to the development of a Care Plan and  
iii) on the basis of this information, infer possible impediments to the 

transparency and efficiency of the process and ways in which it may 

be improved.  

Background 

 The Chief Nursing Officer’s review of Mental Health Nursing identified that 

improving outcomes for service users included recognising spiritual needs and that mental health nurses should: 

‘...see service users as whole people with interrelated 

psychological, social, physical and spiritual needs’. (DH 2006, p.4) 

This recommendation is responding both to the expectations of service 

users and research into the benefits of attention to spiritual needs. When  

service  users  have  been  asked  about  the  strategies  they  use  to manage their own lives they typically refer to their spiritual health, along with 

relationships with staff and peers (Lucock et al, 2007); some research suggests that people expressing strong religious or spiritual beliefs use their beliefs in coping with mental distress (Bhui et al 2008, Kro, 2008) and that a risk factor for distress is the lack of spiritual practice (Kohls and Walach, 2007). There is also research showing that agreeing  an  intervention  with  a  service  user  is  more  likely  to  lead  to compliance and success (Anthony and Crawford, 2000), which in this field is likely to lead to improved mental health. 
The evidence here is not uniformly positive, however: religion may be a negative predictor of coping as well as a positive one. Religious people tend to be either very satisfied or dissatisfied with life (Okulacz-Kozaryn, 2010), and religious institutions may equally provide positive support and meaning or negative guilt and alienation (Yarhouse and Turcic, 2003).This ambivalence is particularly salient for service users with psychotic symptoms, who may experience them as ‘spiritual’ (Mental Health Foundation, 2002): this may impede recovery, or an exploration of the religious or spiritual content of these experiences may provide sources of strength, hope and belief (Lukoff, 2007). 
It follows from this that there are both positive and negative reasons why an understanding of service users’ spiritual and religious background may provide an insight into the aetiology of mental ill-health (McConnell and Pargament, 2006).and have a role in care planning (Brandon 2000). But although service users themselves tend to accord high importance to their religious and spiritual concerns, this is often at odds with the attitude of rofessionals designing their care packages and interventions (Delaney et al, 2007; Grabovac and Ganesan, 2003; Morrison et al, 2009).  
There is some research suggesting reasons for this gap: the lack of appropriate training in spirituality for mental health professionals generally (Hilton et al 2002) and for Community Teams in particular (Thompson, 2002; Wig, 1999); the  difficulties involving service users in care planning because of limited resources and obscure paperwork (Anthony and Crawford, 2000); include a poverty of vocabulary around spiritual issues, time constraints and difficulty separating spiritual and religious needs (Abbas and Dein, 2011). 

The purpose of the research represented in this paper is to investigate how these broad themes translate into the practice and management of care for mental health service users in a UK Health and Social Care Trust. This relatively narrow focus enables the study to draw attention to particular stages of the process of data-gathering and care planning at which proper consideration of the service user’s spiritual and religious needs, practices and resources might have been taken into account and those points at which proper attention was not given to these concerns.  

Design 

The study used a comparative research methodology to address the research 

question. Mental health service users were recruited and given a questionnaire; their records were then accessed and the answers and information given on the questionnaire was compared with the information held on them, primarily but not exclusively in their Care Plan. The information canvassed was primarily quantitative (expressed as frequency of response to closed questions) but informed by qualitative comments recorded on the questionnaire and the client record.  

A purposive sample of service users was recruited to the research via their 

Care Coordinators and also (in a minority of cases) through flyers displayed in 

some Trust waiting rooms And direct recruiting by Care Coordinators from the 22 mental health teams, working with 4 Community Mental Health Centres were briefed. Inclusion criteria were that participants had to be over 18, current service users of the Adult Mental Health Service in a Health and Social Care Trust and with the capacity to make an informed decision about their participation (Mental Capacity Act, 2005)  

Sample  

300 questionnaire packs were distributed; 74 completed questionnaires with consent forms were returned, of which 3 were not useable, so n=71. All were volunteers, and this introduces an element of variability in the results. But it 

does not compromise the overall findings, since the major variation being investigated was between the service user’s own understanding of their spiritual and religious concerns and that recorded in their official data. The sample size was not sufficient to justify the use of statistical analysis, but in any case, given the difficulty of potential confounding variables, it is questionable whether such an approach would have been appropriate. However, the quantitative data were analysed using inferential statistics in order to interpret and triangulate with the qualitative 

data.  

Data Collection 

Data collection was conducted between March and August 2011. It involved 

two phases, data collected from the questionnaire and data collected from the 

electronic records. 

The questionnaire 

The questionnaire was divided into four parts, of which two parts inform the 

present study. Part A collected demographic data including individual 

comments that allow the participant to expand on Yes/No questions about 

spiritual and religious practice. Part ‘C’ of the questionnaire asked for 

responses to statements about the relevance to mental health care of 

spirituality using Likert-type scales designed to measure attitudes or opinions.  

[Parts ‘B’ (the Spirituality and Spiritual Care Rating Scale, Author, 1997 

and Author et al 2002) and ‘D’ (questions on who should be responsible 

for providing spiritual care) will be the subject of analysis in a separate 

paper]  

There was no formal pilot study, but the research design was discussed with 

the Spirituality Strategy Group and the Transcultural Team also scrutinized 
the first 5 questionnaire returns, before the questionnaire was distributed to 
other Teams. 

The electronic records 

The examination of the same service user’s electronic records sampled 

them at three points (not all of which were present in all cases): the basic 

demographic data, the initial assessment form (which gives an overview of 

the service user’s presenting problem within an holistic assessment) and the 

current care plan (which includes prompts to include an exploration of a service user’s needs and strengths). Between them, these records track the process of development of a Care Plan and provide insight into what Care Coordinators consider most relevant information. This can be compared to the information and values reported by service users in response to the questionnaire: the basic demographic data can be compared to the information gathered in Part A of the questionnaire, while the initial assessment and Care Plan relate to Part C. 

Data Analysis 

Qualitative data took the form of short pieces of free text (typically, a sentence) in the 

written responses to the questionnaire and in the electronic records. These 

were collated and subjected to thematic analysis; comments were also 

compared for a given service user where they were present both in the 

questionnaire answers and in the electronic data record.  

Ethical considerations 

Before the study could begin, ethical approval was gained from the University, 

the National Patient Safety Agency (NPSA, 2011) and the Trust. Authorisation 

and permission to undertake the survey was gained from the Research 

Governance Unit of the Trust which dealt with any necessary reference to the 

Caldicott Guardian (DH, 2010). Final NHS approval to begin the study was 

received in March 2011. 

Results 

Because this is a comparative study that uses two sources of information to 

build up a picture, questionnaire data and that from the electronic record on a 

particular issue will be presented in parallel, followed by a brief discussion on 

the point in question. Quantitative data will be presented first, followed by a 

discussion of the qualitative data and emergent themes 

The study comprised 31(43.7%) males and 40 (56.3%) females.  The mean 

age was 44.87 years, median 45. The age range was from 23 to 77. There 

was a higher than expected proportion of BME (Black and Minority Ethnic) 

participants (41%) when compared to the local figure (17.6%, Office of 

National Statistics). This in turn reflects the involvement of the Transcultural 

Team specializing in BME  service users  

1. Service User’s declared religion: Questionnaire, part A compared with Trust 

demographic data. 

Part A of the questionnaire asked two questions regarding the service user’s 

allegiance and religious/spiritual practice:  

Question 7 – Do you belong to any religious or spiritual               

group?  

 (insert Table 1) 

 Eleven categories were available to participants in the questionnaire, of 

which four (Hindu, Sikh, Jewish, Buddhist) were unused and have been omitted. The 3 largest categories were Muslim (35.2%), No religion (31%) and Christian (26.8%). The Trust has 31 options in its drop down list of the religious demographic, including 8 options for Christians and 3 for Muslims. For the purposes of comparison, these were amalgamated where necessary to produce categories comparable to those in the questionnaire.  

On the face of it, there seems to be a fairly good match between the information on religious allegiance held by the Trust. The biggest differences are to be found in the ‘Not known’ (Trust 35.2%; Questionnaire 0%) and ‘No Religion’ (Trust 2.8%; Questionnaire 31%) categories, but these may effectively cancel each other out. They may be understood as an indicator of the fact that health professionals are reluctant to categorise a service user in simple negative terms such as ‘No religion’. The next most prominent discrepancies (in the ‘Other’ and ‘Any other religion’ categories) may again be seen to cancel each other out: in both the Trust record and the questionnaire the combined number refers to four individuals, who have been allocated slightly differently between these very similar categories.  

However, as will become apparent below, at the level of individual records there are serious discrepancies between the information held by the Trust and that claimed by the clients themselves. Furthermore, the bald statement of religious allegiance is of relatively little value in constructing a care plan without some measure or recognition of the extent to which the service user is ‘practicing’. This provides the next comparison between the questionnaire results and the electronic record: 

Question 8 – Do you engage in any spiritual or religious practices?  

(insert table 2) 

The response to the ‘practicing’ question on the Trust’s electronic record gives 

a different picture from that provided by the questionnaire. At the side of the 

religious demographic on the electronic record is a box that workers are asked to tick if the service user is ‘practicing’. 7 boxes were ticked on the electronic record, whereas 44 people identified themselves as affiliated to a religion. Whatever the reason for this discrepancy, it illustrates a limitation of the current system of recording: that it effectively defaults against recording information on religious practices.  

Where information is recorded, it seems to be extremely inaccurate when 

placed against the information given by the clients themselves. Of the 71 cases examined (and taking ‘No religion’ and ‘Not known’ as equivalent categories), the recorded religion was different from that claimed in 42 cases. In 36 cases, the record wrongly stated that the person was ‘practicing’ when they were not, or vice versa. Overall (since some of the records were wrong in both cases), a total of 57 of the 71 records, 80%, had a mistake in one or other of these pieces of information.    

In sum, these discrepancies between what service users claim for themselves 

and what is recorded in the trust’s demographic data indicate that questions 

relating to their religious and spiritual concerns are not paid very much 

attention. The results from the questionnaire indicate that this poverty of 

recording is not due to any reluctance on the part of service users to answer 

questions concerning their religious affiliation. A sense of the rich variety of 

practice, and perhaps then of the difficulty of capturing it on the electronic 

record, is given by the additional text supplied on the questionnaire by the 

service users. Instead, the poor quality of information gathered is likely to be 

due to the fact that, within the context of healthcare generally, the seriousness 

of a particular procedure or form of data collection is signalled by the 

introduction of performance targets, currently administered under the CQUIN 

(Commissioning for Quality and Innovation) system. The religious demographic is not performance managed by the Trust, unlike ethnicity, civil status and NHS number, so there is no feedback to workers or pressure to complete the information.  

This leads to the second significant finding from these data: that, when given 

the opportunity, almost all participants volunteered more information about how they understood ‘practicing’ in this instance; and that there was significant diversity in the answers. This diversity is not captured by the inclusion of a single tick-box for ‘practicing’. Furthermore, in response to Question 8, the majority of statements (23/43) understood ‘practice’ in terms of regular, repetitive devotional activity of some sort. This is the sort of information that should be integrated into constructing a care plan, because it is understood to have a particular relevance to mental health and ‘religious coping’ (e.g. Huang et al 2012; Sorensen et al 2012). This raises the question of what sort of data on religious practice finds its way to the next stage, the initial assessment. 

2. Results from Part C of the questionnaire, compared to the data in the   

Initial assessment and Care Plan audit 

The basic demographic data held by the Trust are necessarily brief, and in 

summary form; they are not intended to provide deep insights into the service 

user’s values and practices. However, when a user of mental health services is under the medium-term or long-term care of the Trust, it becomes more 

important that their care plan is built upon rich data regarding the deeply-held 

beliefs, values and practices that may impede or assist in their mental 

wellbeing. Part C of the questionnaire attempted to elicit from service users 

their understanding of the way in which their spiritual beliefs and values were 

taken into account in constructing and revising their care plan. The data from 

this section of the questionnaire will be considered on their own terms first and then critically compared with data from the Trust’s electronic record. 

Insert Table 3. Care plans and spiritual care. 

Part ‘C’ (see table 3) contains 4 statements about mental wellbeing and 

care planning which are of particular interest here. When asked, a clear 

majority of participants 
· agreed that their spirituality should be taken into account (Ca), 

· felt able talk to their Care Coordinators (Cb), 

· agreed that their Care Coordinator had talked to them about their spiritual beliefs (Cc)  

· felt uncertain about whether their Care Plans contained information about spiritual strengths and needs (Cd)  

Between them, these responses give a picture of a process in which clients 

discuss their spiritual and religious concerns with their care Coordinator who 

(they presume) incorporates these into their Care Plan. This picture can be 

tested against the trust’s own records at two points:  in the client’s initial 

assessment, which is supposed to be a wide-ranging and holistic account of 

their concerns and mental health needs, and in the care plan itself, which is 

intended to apply insights from the initial assessment and client interviews to 

develop a strategy for care. In what follows, we will discuss the findings in 

relation to each of these documents in turn. 

i) The Initial Assessment 

Initial assessments form the basis for an initial care plan. These assessments 

are intended to be holistic. They should therefore provide the fullest record of 

a client’s needs, values and concerns even if, in the construction of a care plan, some of this information may later be deemed less relevant and omitted. If a service user had a care plan that omitted to mention religious or spiritual 

matters, this should not be the case in the initial assessment. Table 4   provides an overview of the evidence provided at initial assessment.  

[Insert Table 4 here] 

There was no initial assessment on the Trust system for 52 participants 

(73.2%).  Of the remaining 19, 8 (11.3% of the total sample, or 42.1% of those 

with Initial assessments) contained text regarding spiritual or religious issues.  

There may be a combination of reasons why so few of the initial assessments 

seem to have been completed: 

· Some workers use letters back to a referrer as a record of assessment and may not have used the prescribed format. 

· Current records include ‘scanned documents’ from case notes written before electronic records (2004) in a format that is difficult to search and does not always identify initial assessments 

· initial assessments are not completed where a service user’s first contact with the service is as a crisis i.e. through a crisis assessment, Mental Health Act Assessment or admission to an Acute Ward. These assessments tend to be focussed on the crisis and are not intended to be holistic. 

· Many service users are assessed initially by workers other than Care Coordinators (psychiatrists, psychologists etc.); these workers have not been expected to complete initial assessments in a template form. 
Thus, much of the discrepancy may be explained by the absence of a clear and enforced format  (initial assessments are being completed, but in a different way) rather than a failure in the process. But in most cases the practical consequence is the same, that valuable information on the client’s needs and resources is not available in the construction of their Care Plan.  

In the 8 records in which information is recorded, the purpose of the record 

seems to vary: 

· 2 are observations from the assessor which suggest a pathological presentation (‘...seemingly very religious, perhaps outside what would be considered as ‘normal’’; ‘....broadcasts ...altered by other-worldly entities...’), 

· 1 is a statement about religious affiliation (‘...is a Muslim’), and  

· 5 are records that a discussion about religion had taken place. 

It is not clear whether these discussions were as a result of general enquiry 

from the assessing worker, specific questions or were from statements made 

by the service user.  Most comments remain unexplored in assessments 

without an identified preferred outcome e.g. ‘When 12 years old (063) was 

sent to a Catholic School in (B) where (063) was physically and sexually 

abused by a priest.’ It is difficult to gauge whether such information will inform a formulation or intervention for treatment. 

ii) The Care Plan 

The Care Programme Approach (CPA) is divided into ‘Standard’ CPA (SCPA) 

and ‘Enhanced’ CPA (CPA). People on CPA (Enhanced Care Programme 

Approach) are expected to have more comprehensive plans. People on SCPA 

have less complex plans, and until 2010, their plans did not follow a template 

but were written ‘free-style’ and without prompts. There was little evidence that Care Coordinators place any positive  significance on spirituality as opposed to other aspects of care provision. Of the 71 Care Plans searched, all contained information about medication, many included social needs and actions (housing, employment), but only 17 contained any mention of spiritual matters. 

Insert Table 5 here 

Up to 2010, the template for a CPA (Enhanced Care Programme Approach) 

contained a prompt reminding care coordinators to take account of cultural and spiritual needs (‘Cultural/religious specific needs considered: Yes/No’), whereas those on SCPA did not. Of the 59 records which included a Care Plan, 9/17 of those on a SCPA had references to religion, whereas in 23/42 of Care Plans for those on a CPA the prompt box had been ticked, indicating that the question had at least been considered. .  

In addition to the 23 who had a response to the Yes/No prompt in their care 

Plans (of which 9 had additional text), 8 had a free-text entry in their SCPA. 

This gives a total of 31 for whom there is some evidence of a discussion 

between the client and the Care Coordinator about their beliefs, a significant 

divergence from the service users’ own report that 52 of them had discussed 

their beliefs with their care Coordinator. It suggests either that service users are mistaken about the extent to which their beliefs are taken into account (noting that 39% of them said they were not aware of what was in their Care Plan), or that Care Coordinators do not record the fruits of these conversations in the Care Plan. In either case, it suggests that Care Coordinators are not recognizing the importance of spiritual and religious beliefs for the service users themselves.  

Of the 17 texts that contain some reference to spiritual or religious matters: 

· 6 texts make statements – either noting an affiliation (‘describes self as a Sufi Muslim and her beliefs and daily prayers are important to her’), or information (‘...sees demonic faces.....and satanic images’) and 

· 11 texts include actions (‘......would like (respite care) to be at the (faith organisation).....or retreat centre’); (‘Explore... understanding of his healing and the belief that he has been spiritually awakened’).  

· 3 of the 11 ‘action’ texts do not mention religion, but could be described as examples of ‘spiritual’ interventions (‘e.g. Considering Mindfulness or Anxiety Management when... feels ready’) 

On the basis of the evidence presented here, it appears that many clients 

misunderstand the extent to which their spiritual and religious concerns are 

represented in their Care Plan. In the majority of cases no such information was found; in some cases where it was recorded it had no clear implications for action and, in a few, seemed to be used to hint at a pathological religiosity.  The overall picture supports the view that the majority of Care Coordinators are unable to see the relevance of spiritual or religious concerns, or feel 

incompetent to record them faithfully.   

Conclusions and recommendations 

The picture emerging from this comparative study is one in which participating 

service users demonstrated their readiness to talk about their spiritual and 

religious identity, belief and practice and its relevance to their care. In addition, they expressed confidence that their spiritual and religious concerns had been taken into account in their care planning.  

However, on analysis of the data held by the Trust there was reason to suspect that this confidence was misplaced. From the outset, in the majority of cases, the Trust’s basic demographic data on the religious allegiance and ‘practising’ status of the service user differed from the way many service users described themselves in the questionnaire, suggesting that the basic questions may have been wrongly asked, or perhaps not asked at all. This indicates a lack of attention to this aspect of the service user’s care which can be correlated with the lack of Department of Health incentives to treat it as a priority. 

Furthermore, in the process of formulating a Care Plan, there was no consistent evidence to justify service users’ confidence that their spiritual and religious concerns were taken into account. Even with ‘prompts’ in the form, there was little relevant information recorded in the initial assessments. Where information was recorded, its purpose often seemed ill-defined and obscurely related to the care of the service user. Since the contents of Care Plans are designed to be developed and reviewed in dialogue with the service user, it is surprising that the service users’ priorities are not reflected here. It suggests that many Care Coordinators are not sensitive to such concerns, have little insight into them and may be reluctant to explore them in any depth.   

On the basis of these findings, we conclude that the potential benefits, risks and resources presented by service users’ spiritual and religious concerns are being poorly evaluated and integrated into their care plans. It is reasonable to assume that this is having a negative impact upon their overall care and wellbeing. We therefore make the following recommendations: 

1. that all Trusts should evaluate the reliability with which they record service users’ spiritual and religious concerns by  reviewing the structure and administration of their data- gathering tools.
2. that Care Coordinators and their equivalents be adequately trained in recognizing relevant religious and spiritual concerns; in interpreting their possible role in relation to a Care Plan; and that they be performance-managed to ensure that relevant information is both reliably recorded and reliably interpreted .

3. that where reference is made to specific aspects of the spiritual or religious beliefs and practices of the service user, there be a clear statement of the possible implications and rationale for them.

4. that  the Care Plan should be regularly reviewed with the service user concerned; and that the service user may be encouraged to articulate their religious and spiritual concerns and practices in their own terms rather than those supplied by the database and/or Care Coordinator.   
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	Table 1 Comparison of data from Trust record and questionnaire



	Religious/Spiritual Group
	Numbers from electronic

record (% in brackets)
	Number in questionnaire (% in brackets)
	Additional detail volunteered in questionnaire

	Not known
	25 (35.2)
	0 (0)
	

	Christian
	21(29.6)
	19(26.8)
	Pentecostal’‘;Protestant’; ‘Quakers’; ‘Anglican’; ‘Methodist’; ‘Christ Church’; ‘Roman Catholic’

	Muslim
	19 (26.8)
	25(35.2)
	‘Sufi muslim’; 

	Other
	4 (5.6)
	1(1.4)
	‘I believe in One God’

	No religion
	2 (2.8)
	22 (31.0)
	

	Any other religion
	0 (0)
	3 (4.2)
	Druid - OBAD – Order of Bards and Druids’ ;Psychic/own religion; Quakers

	Spiritual Group
	0 (0)
	1(1.4)
	Spiritualist

	Total
	71 (100)
	71(100)
	


	Table 2 Religious Practice



	Religious Practice
	Identified as ‘practicing’ on the electronic record tick-box
	Frequency in questionnaire (percentage)
	Comments volunteered on questionnaire

	Yes
	7 (9.9)
	43 (60.6)
	1 person said ‘Yes’ with no further details

19 describe the practice of Muslims

18 describe the practice of Christians

1 describes the practice of a Druid

1 describes the practice of a Quaker

1 describes the practice of a Psychic

2 describe non-religious practice

	No
	64 (90.1)
	28 (39.4)
	17 people did not affiliate to any religious/spiritual group

7 had identified themselves as ‘Muslim’

	Total
	71 (100)
	71 (100)
	


	Q.

no.
	Table 3. Care
Plans
and
Spiritual
Care – 8 statements
	Median

and range


	5.Strongly Agree (SA)
4.Agree (A)

3.Uncertain (U)

2.Disagree (D)

1.Strongly Disagree

 (SD)



	1

Ca
	I believe my spirituality should be

taken into account in any explanation of my mental well- being
	4 = A

1/5
	SA  16

A   37
U  12
D     4

SD    1



	2

Cb
	I  feel  able  to  talk  to  my  Care

Coordinator   about   my   spiritual beliefs and values
	4 = A

1/5
	SA  20

A  39
U     6

D     4

SD    1

	3

Cc
	My Care Coordinator has talked to

me about my spiritual beliefs
	4 = A

1/5
	SA  15

A  37
U    8

D      6

SD    3

	4

Cd
	My Care Plan contains information about my   spiritual needs and strengths
	3 = U

1/5
	SA    6

A  17
U  28

D   16

SD    3

	5

Ce
	I have an Advance Directive with information about  my  spiritual care wishes should I become too unwell to give directions myself
	3

1/5
	SA    4

A   10

U   25

D   27

SD   3

	6

Cf
	I  would  like  to  understand  my

present   ill-health   in   terms of spiritual beliefs
	3

1/5
	SA  11

A   24
U  28

D    7

SD    1

	7

Cg
	My spiritual beliefs are based on

religious faith
	4

1/5
	SA 19

A  30
U  10

D    8

SD   4

	8

Ch
	I
have
consulted
with
a

spiritual/religious leader about my present ill-health
	2

1/5
	SA   7

A  17
U     7

D  31

SD   9


	Table 4 Evidence of reference to spiritual/religious matters in Initial Assessments



	Initial Assessments – reference to spiritual/religious matters
	Number (% in brackets)

	No initial assessment found
	52(73.2)

	Found but no mention
	11 (15.5)

	Found with relevant text
	8 (11.3)

	Total
	71(100)


	Table 5 Evidence of reference to spiritual/religious matters in Care Plans

	Care plans evidence of reference to spiritual/religious matters
	Number (% in brackets)

	SCPA – no care plan
	10 (14.1)

	SCPA – no spiritual/religious mention
	17 (23.9)

	SCPA – spiritual/religious text present
	8 (11.3)

	CPA – no care plan
	2 (2.8)

	CPA – cultural/religious needs prompt  ‘Yes’
	14 (19.7)

	CPA – cultural/religious needs prompt  ‘Yes’ plus text
	9 (12.7)

	CPA – cultural/religious needs prompt ‘No’
	9 (12.7)

	CPA – no mention
	2 (2.8)

	Total
	71 (100)
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