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Preface 
Almost nine years ago, during a job interview for a position as psychiatric 
resident I was asked: “Working as a doctor in psychiatry what do you 
believe is the hardest or most challenging part?”. In other words, I was 
asked to prioritize and choose among the long list of challenges all 
residents go through when acquiring the knowledge and skills to become 
a specialist within psychiatry. I came prepared and had no problem 
choosing my reply: “Talking with my patients I always find it hard to 
decide how much of myself as a person I should include in the 
conversation”. Several members of the recruitment committee nodded in 
what I interpreted as recognition of the feeling. One of them commented: 
“Yes, that will always be a difficult part when practicing psychotherapy”.  

Maybe I should have left it there but needed to clarify my answer: “No I 
didn’t mean it simply as transference and counter-transference within 
psychotherapy. I mean, I find this difficult in all of the conversations, 
everywhere, including psychotherapy, admission interviews, diagnostic 
interviews, formal meetings, phone calls, etc., even when patients simply 
greet me in the hallways”. 

I didn’t get the job. Instead, I applied for, and got, a one-year position in 
a family practice in Middelfart. Soon I was in contact with Professor Jens 
Søndergaard who was the Head of Research at the Research Unit of 
General Practice, University of Southern Denmark. Jens introduced me 
to the unit’s research groups and their many ongoing projects, but it was 
not until I heard about Niels Christian Hvidt’s work on physician values 
that I got that “this is what I need to do”-feeling.  

Within the next year Niels Christian, Jens and I designed the outlines 
for my up-coming PhD-study, while I at the same time wrote and 
published my first article on the association between church 
membership and sexually transmitted disease (This was the first time I 
encountered the evidence behind the positive association between 
religious characteristics and health benefits). Even though my project 
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was going to be about physician values, and not patient values, we could 
not disregard this value-based influence on health. We knew from our 
chosen study design that we would not have access to patient values or 
opinions, but we needed to get as close as possible. Our best option was 
to use physician opinions about how they themselves perceived their 
(religious) values influence their patients and their own clinical practice. 

Combined, these reflections shaped the chosen research questions and 
hence the project design. I planned to collect as much relevant survey 
data from the international research community as possible, and focus 
partly on physician values, self-reported influence of those values; but 
also investigate the association between physicians‘ religiosity and/or 
spirituality’ (R/S) and how the physicians engage into discussions about 
patients’ religious values. And finally, I would revisit my answer during 
my previous job interview, but from a different and more specific angle: 
Looking at religious values and attendance to R/S in clinical practice, do 
psychiatrists differ from other medical specialties, or do all physicians in 
fact share equal challenges when talking with their patients? 
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English abstract 

Background 

It is generally accepted that physician values and attitudes are an 
important part of delivering care to patients suffering from existential 
and/or spiritual crises (i.e., spiritual care). This has led to an increased 
attention to religious and/or spiritual (R/S) values of physicians. Results 
from previous studies report a religiosity gap between physicians and 
their patients; the physicians being less religious than the background 
population, but still informed by personal religious values if present. 
These traits have been reported to be accentuated for psychiatrists. 
Previous studies have shown mixed results, albeit mainly positive 
correlations between degree of religiosity and willingness to include 
patient R/S-values into the clinical encounter. Still, most studies have 
been of low methodological quality and have not used common 
comparable outcome measures, which have made it very difficult to 
interpret results on a larger scale. 

The aim of this project was to strengthen the methodological quality in 
the field and test existing hypotheses in an international and cross-
cultural meta-analysis design. 

Methods 

We developed an international data pool of health professionals’ 
attitudes and values regarding R/S. Raw datasets were collected from 
the research community using a three-tier model: 1) Searching the 
international Network for Research in Spirituality and Health, 2) 
Structured citation search, and 3) Systematic literature searches using 
Google Scholar, Web of Science, Embase + Embase Classic (Ovid®), 
Medline (Ovid®) and PsycInfo. We searched for studies based on either 
the RSMPP or NERSH Questionnaire. Individual participant data meta-
analyses (IPDMA) were used to test two existing hypotheses: a) The 
religious values of physicians influence their clinical practice, and b) 
Degree of personal R/S is positively associated with behavior regarding 
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R/S in clinical practice (R/S-B). IPDMAs were performed with random 
weights in a two-step design using sample-wise multiple regression 
analyses controlling for age, gender, and medical specialty. 

Results 

Three versions of the NERSH Data Pool were built from 2016 to 2021, 
the latest comprising 4,872 physicians including 1,071 psychiatrists. A 
new scale measuring the ‘Religiosity of Health Professionals’ was 
suggested and validated. Degree of religiosity varied largely between 
samples. Half of the physicians reported that their religious beliefs 
influenced their clinical practice (50%). R/S was found to exert an overall 
effect on R/S-B of 0.65 (0.48 to 0.83). While psychiatrists had equal R/S 
and higher R/S-B scores compared to non-psychiatrists, the effect of 
R/S on R/S-B was the same for both groups. Heterogeneity between 
samples were high. 

Conclusions 

We confirmed the two hypotheses about physician R/S-values and found 
no reason to suspect that the effect of R/S on R/S-B was different for 
psychiatrists. The interplay between subjective values and clinical 
practice continues to be paramount for high quality health care. Further 
education and transparency in the clinical encounter seem viable 
approaches if we are to honor patient needs and expectations. 

The use of IPDMA made it possible to enforce equal and high standards 
for the outcome measures across the included samples. Researchers are 
strongly encouraged to share more data within established research 
networks. 
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Danish abstract 

Baggrund 

Det er generelt accepteret at lægers egne værdier og holdninger har 
betydning for hvordan lægerne møder og behandler patienter som lider 
af eksistentielle eller åndelige kriser (”spiritual care”). Det har medført 
en øget interesse for lægers religiøse og/eller spirituelle værdier (”R/S”). 
Tidligere studier har vist et såkaldt ‘religiosity gap’ imellem læger og 
deres patienter; hvor lægerne er mindre religiøse, men stadig påvirket af 
personlige religiøsitet/spiritualitet hvis tilstede. Disse træk er beskrevet 
accentueret for psykiatere. Tidligere studier har vist blandede resultater, 
men overvejende en positive korrelation imellem graden af religiøsitet og 
villigheden til at inkludere patienters R/S ind i det kliniske møde. Dog 
er mange tidligere studier af lav metodisk kvalitet, og har ikke brugt 
sammenlignelige målepunkter, hvorfor det har været svært at vurdere 
resultaterne i en større skala (f.eks. globalt). 

Formålet med dette projekt var at styrke den metodiske kvalitet inden 
for forskningsfeltet, samt teste eksisterende hypoteser i et internationalt 
og tværkulturelt meta-analyse design. 

Metode 

Vi udviklede en international database med sundhedsprofessionalles 
holdninger og værdier relateret til R/S. Eksisterende rå datasæt blev 
indsamlet fra forskningsmiljøet ved hjælp af en 3-strenget model: 1) 
Søgning internt i det internationale ”Network for Research in Spirituality 
and Health” (NERSH), 2) Struktureret citationssøgning, and 3) 
Systematisk litteratursøgninger i Google Scholar, Web of Science, 
Embase + Embase Classic (Ovid®), Medline (Ovid®) og PsycInfo. Vi søgte 
efter studier baseret på enten RSMPP eller NERSH-spørgeskemaet. 
Metoden ”Individual participant data meta-analyses (IPDMA)” blev brugt 
til at teste to eksisterende hypoteser: a) Lægers religiøse værdier påvirker 
deres kliniske praksis, og b) Graden af personlig R/S er positivt 
associeret med adfærd relateret til R/S I klinisk praksis (R/S-B). IPDMA-
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analyserne blev udført med tilfældige vægte i et 2-trins design ved brug 
af gruppevise regressionsanalyser kontrollerende for alder, køn og 
lægespeciale. 

Resultater 

Tre versioner af NERSH Data Pool blev bygget fra 2016 til 2021. Den 
sidste indeholdende 4.872 læger, hvoraf 1.071 var psykiatere. En ny 
skala blev forslået og valideret til at måle sundhedsprofessionelles grad 
af religiøsitet. Graden af religiøsitet varierede meget imellem grupperne. 
Halvdelen af lægerne rapporterede at deres religiøse tro påvirkede deres 
kliniske praksis (50%). R/S have en overordnet positiv effekt på R/S-B 
på 0,65 (0,48-0,83). Selvom psykiatere havde ens R/S og højere R/S-B 
score sammenlignet med ikke-psykiatere, var effekten af R/S på R/S-B 
den samme for begge grupper. Heterogeniteten imellem grupperne var 
stor. 

Konklusion 

Vi bekræftede de to hypoteser omkring lægers R/S-værdier og fandt ikke 
grund til at mistænke at effekten af R/S på R/S-B var anderledes for 
psykiatere. Samspillet imellem subjektive værdier og klinisk praksis 
fortsætter med at have en afgørende betydning for kvaliteten i 
sundhedsvæsenet. Videreuddannelse og gennemsigtighed i det kliniske 
møde lader til at være oplagte veje at gå, hvis vi skal kunne honorere 
patienternes behov og forventninger. 

Brugen af IPDMA-analyser gjorde det muligt at håndhæve ens høj 
standard for de målte parametre på tværs af alle grupper. Forskere 
opfordres kraftigt til at dele mere data indenfor etablerede 
forskningsnetværk. 
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Introduction 

Now this, monks, for the spiritually ennobled, is the painful (dukkha) true 
reality (ariya-sacca): birth is painful, ageing is painful, illness is painful, 
death is painful; sorrow, lamentation, (physical) pain, unhappiness and 
distress are painful; union with what is disliked is painful; separation from 
what is liked is painful; not to get what one wants is painful; in brief, the 
five bundles [form, feeling, perception, formations, consciousness] of 
grasping-fuel are painful. 

- Samyutta Nikaya 56.112, Early Buddhism est. 250 BCE

Is anyone among you sick? Let them call the elders of the church to pray 
over them and anoint them with oil in the name of the Lord. And the prayer 
offered in faith will make the sick person well. 

- James 5:14-16 NIV

»Then I would be a priest. Not because I believe in God – I am an atheist –
but being invited into people’s lives, thoughts, joys, and sorrows, is in

many ways what we do in general practice. I would like to perform the
humanistic part of ministry, but not the ceremonial part.«3 -  

Christian Jensen, General practitioner, Denmark. When asked “What 
would you be if not a physician?  

- Dagens Medicin, August 2019

Whom do we seek when we suffer? 
To live is to suffer. This is one of the four great truths that Buddhist 
monks have been taught for more than 2000 years. Not just applicable 
to Asian culture, but for as long as humans have been conscious of their 
own existence, the realities of life are likely to have caused suffering; all 
over the world – sparing no continent or culture. To understand why we 
are interested in the religious and/or spiritual (R/S) values of 
physicians, we must first take interest in the how the medical profession 
evolved around existential suffering. 

2 Peter Harvey translation 
3 Author’s translation from Danish 
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Before science was able to offer explanations of basic biology, natural 
phenomena and catastrophes like earthquakes and severe weather 
changes; diseases, insanity and death were linked to mythical and 
supernatural forces. Knowing nothing about the existence of bacterial, 
viral or prion agents, sudden severe and often deadly diseases must have 
been experienced as pure strikes of lightning. Physical communications 
between local communities were limited, and entire small societies could 
easily have been eradicated within short periods of time. Survivors were 
left with the task of figuring out how to deal with emotions like grief, 
rage, frustration, and anxiety, and later, also how to re-create 
themselves and their position in a new society. The brutal challenges 
faced by our ancestors not only nudged the evolution of a social 
plasticity, but also called for explanatory models for diseases and 
illnesses. Cognitive skills evolved together with neurobiological changes, 
especially the prefrontal lobes essential for planning and predicting the 
consequence of actions7-9. These changes enabled the conditions 
necessary for humans to sense themselves as something existing in a 
certain point of time. Behind them past experiences (i.e., memories), 
ahead of them a personal view of a possible future. Still, humans’ ability 
to foresee future events is notoriously flawed to say the least (which all 
bookmakers profit from today). Self-consciousness and uncertainty are 
fundamental parts of debilitating mental health disorders like anxiety.  

A common and useful way to reduce anxiety is to acquire knowledge 
about the unknown, and thereby decrease uncertainties. To persevere 
through the harsh realities of life, human sufferers have likely sought 
comfort within available frameworks of meaning-making. These include 
explanatory models for causes of events and the positioning of the 
individual within a larger system (i.e., society, island, continent, world, 
planet, universe etc. depending on applicable worldview at the time). For 
new frameworks to be accepted, they must have used a figurative and 
verbal languages acceptable of that time.  

We know from documented human history that the earliest persons 
alleviating sickness and suffering were everything from shamans, 
exorcist-healers, druids, magicians, and priests10. They were socially 
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necessary holistic view on human suffering. Even today critics of 
reductionism point to its ineffective and even detrimental effect on 
treatments in medicine12.  

Religiosity and spirituality are complex constructs dependable on 
holistic approaches if they are to be understood. The reductionist 
approach applied through the last 200 years came with a high price, one 
of them being that scientists and physicians were now holding 
thousands of individual pieces of knowledge in their hands finding it 
hard to make meaningful pictures out of them. 

Secularization processes within many societies and health care systems 
have had the effect that the R/S of health care professionals today differ 
from that of the population they treat (i.e., called the religiosity gap)13,14. 
As a result, people who seek professional help for their suffering often 
face a choice between the health care system or the church. This choice 
of course depends on many things including the characteristics of the 
underlying cause. With a broken leg or other traumatic injuries, the 
choice is not very hard. In other cases, the experienced illness is more 
complex and not limited to a dysfunction of the physical body but 
interacts with and between several bio-psycho-socially disarranged 
entities.  

The prevailing culture affects how we experience ourselves, and thus also 
how we seek help within the local health care system. We even see how 
the health sciences influence the language used by patients. People are 
likely to point out the parts of their ailment that identifies with the health 
care system. Named symptoms or diseases are much easier to 
communicate than the actual full experience. Identifiable symptoms fit 
the disease models used in the secular health care system. Using the 
expected language to describe symptoms enables diagnosis and allows 
for allocation to certain health care services. Even troublesome mental 
states are expressed in psychologically manageable terms like sadness, 
irritation, anxiety etc.; and once the suffering has been given the face of 
namable symptoms, the patient is more likely to seek help at the 
physician’s office rather than a provider specialized in spiritual care (i.e., 
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priests, imams etc.). Patients may present themselves to their doctor as 
‘depressed’ or ‘insane’ but may not meet diagnostic criteria for diagnosis. 
Still, these patients may suffer deeply from existential rumination or 
crisis that they are not able to process on their own. Communication 
between different paradigms of physician and patient is risky and 
misunderstandings frequent. 

Patients’ actual phenomenological experience may be completely 
different from the one communicated using the language understood by 
the health care system. As a result, a paradigmatic gap between the two 
parts is unavoidable. The paradigms are likely to include religious and 
spiritual values and world views, which is of special relevance here (i.e., 
the religious gap).  

Patients expect not only curing but also caring, and often feel their 
expectations unmet15,16. When R/S values come into play in the 
consultation, physicians may not feel adequately qualified to overcome 
the barriers hindering them to deal with the spiritual dimensions of their 
patients’ suffering17-20. Still, in some cultures the availability of religious 
services and counseling clergy are widespread and constitute an 
alternative. In the United States alone there are approximately 500.000 
churches, synagogues and mosques10, page 56, and it has been estimated 
that clergy delivers mental health guidance equivalent that of the 
American Psychological Association counseling 33.2 hours per week. 
Critics have raised concerns about a lack of health care education of 
clergy members in order to undertake this task21. 

Reports from the National Church of Denmark (Folkekirken) inform us 
that three out of four Danes are members22. Still, the European Values 
Survey in 2020 found that approx. 90,6% of Danes only use the church 
on special holidays (or not more than once a year), according to their 
pulished “EVS Dataset 2017-2021 v2.0”23. Equal low church attendance 
is reported from England24. With rare visits to church, it is near 
impossible for the churchgoers to develop a meaningful relationship with 
their priest, and in times of malady it is more likely that people will seek 
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their family physician or other points of access to the established 
healthcare system. 

At the same time, religions of the world are thriving, and are expected to 
increase in size and extent. According the Pew Research Center the 
amount of people associated with organized religion will have increased 
by 2.3 billion by 2060, which equates to a 3.5 percent increase when 
taking world population growth into account25.  

Spiritual care as a part of health care  
It is generally accepted that spirituality is a fundamental aspect of being 
human, and that its consideration should be integrated in health care in 
the form of ‘spiritual care’. An expert panel used Group Concept 
Mapping26 to define spiritual care in 2020 and found six clusters 
describing different aspects of the concept27. The clusters were put in 
three overall themes. The first theme covers “Spiritual care as an integral 
but underdeveloped part of health care” and reflects the notion that 
patients often express spiritual needs, and that HPs often engage in 
dialogue about spiritual issues. Still, spiritual care is generally given 
little attention, and in need of development. The largest theme was 
“Delivering spiritual care” that highlighted the importance of HPs to focus 
on the quality in their attitudes and actions regarding patients’ values 
and beliefs, of building relationships with patients characterized by 
empathy and trustworthiness, and also supporting and helping patients 
through existential/spiritual/religious crises in healthcare. The third 
theme defined was “The role of spirituality” highlighting spirituality as a 
prerequisite for spiritual care to make sense. The expert panel defined 
spirituality broadly as comprising “patients’ existential, spiritual, and 
religious concerns into an existential frame of self-concept, emphasizing 
the connection between the individual self and the individual’s self-
transcending experiences, meaning and not rarely also sacred entities like 
oracles, prophets, spirits and/or deities (i.e., God)”. The definition of 
spirituality used in this thesis is largely influenced by this (see 
Definitions of central concepts on page 12). I find my adjusted definition 
more accurate as it includes the recursive and bidirectional influence 
between self-concept and extrinsic spirituality (i.e., related to behavior, 
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decisions and actions) while still being compatible with the way the term 
is used in the RSMPP and NERSH questionnaires. 

World Health Organization (WHO) includes spiritual problems into the 
domain of health care in its definition of palliative care as an approach 
that “… prevents and relieves suffering through the early identification, 
correct assessment and treatment of pain and other problems, whether 
physical, psychosocial or spiritual”28. This is in line with the expectations 
of patients who express a need for physicians to address spiritual themes 
in the situation. One example is a study by MacLean who found that 
disease severity was positively correlated with patients’ desire to talk 
with their physician about spiritual issues16. Another study found that 
patients in primary practice to a less degree seek their physician because 
of “Tests and diagnosis”, but more often because they seek “Explanation 
and understanding”15. Regarding patients’ need for reassurance and 
faith in the future, dominating questions were “Will I have problems in 
future?” and “Want to be sure nothing is wrong”, to which less than half 
of the patients felt their expectations met during consultation15. This 
highlights the discrepancy between patient expectations and the reality. 
Often physicians are not able to handle spiritual and existential 
dimensions within the consultation. Further than a lack of formal 
education in this domain, addressing these topics calls for human 
qualities outside the traditional medical curriculum.  

Patients rarely know about their physicians’ religious or spiritual 
standpoint, and often want physicians to start the conversation15,16. The 
probability of physicians to start such conversation is related to the 
physicians’ own degree of religiosity, where the most religious physicians 
are more likely to inquire about patients’ R/S29-31. 

Special challenges occur when the caregiver and the patient have 
discordant faiths. In his thesis van Randwijk investigated the attitudes 
of Danish physicians regarding R/S, and raise concerns for the 
feasibility and desirability of obligating physicians to inter-faith 
discussions about religious matters (for instance an atheist physician 
talking to a religious patient about religion)32. Still, a recent meta-
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analysis by Liefbroer found no reasons not to support inter-faith 
spiritual care (ISC), but points to several potential barriers, including: a) 
Fear of losing the particularity of own spiritual identity, b) fear of 
imposing own beliefs on patients, c) a lack of knowledge about other R/S 
traditions and worldviews, d) misunderstandings because of differences 
in connotation of main concepts33. Liefbroer concludes that further 
quality studies of ISC, especially from patients’ perspectives, are 
warranted.  

Physicians and maybe especially General Practitioners (GP) are 
entrusted with deep emotion, secrets, and spiritual dilemmas of their 
patients. Problems with existential suffering, bereavement, social 
isolation, and loneliness are some of the reason patients seek help at 
their GP. How the GP deal with these challenges is up to the individual 
preference of the physician. Most likely, spiritual challenges of patients 
are everything from blatantly ignored to solved in unison by fellow 
believers. Some GPs are very open about this role in their medical 
practice, and some find it even central to their medical vocation24,34. 

In his thesis Nissen interviewed Danish psychiatrists and found that 
they were most attentive to the religion of their patients when religion 
was somehow part of their illness or obstructed treatment, and less 
attentive to potential positive effects of patients’ religiosity on coping and 
reduction of stress, conflict and coercive measures35.  

Influence of personal beliefs and values 
The personal beliefs and values of physicians constitute a central part of 
spiritual care and has therefore emerged as a separate research field 
concurrent with spiritual care. In secular health care systems physicians 
of any belief treat patients of any belief. This creates many possible 
combinations of interfaith-encounters between physician and patient: 
same-faith, same-non-faith, diverging-religious-faiths, atheistic-
religious, atheistic-spiritual, religious-spiritual etc. In all these different 
types of encounters one might fear that the physician’s values and beliefs 
influence the vulnerable patient and potentially also treatment strategy. 
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The American religious landscape is very diverse, and concerns have 
been raised that physicians should be attentive to potential conflicts 
between patient values and the physician’s beliefs13. Based on the 
assumption that physicians are not only influenced by the prevailing 
medical culture but also personal religion, Curlin performed a national 
survey of physicians using the questionnaire RSMPP. A total of 1,144 
physicians responded and drew the first picture of the religious values 
of American physicians. Minority religions were overrepresented among 
the physicians compared to the overall population (ie. Jewish, Hinduim, 
Muslim, Orthodox, Mormon and Buddhist). More than half of the 
physicians (55%) reported that their religious beliefs influenced their 
medical practice. Results from a later analysis of the survey results 
showed a positive correlation between physicians’ R/S characteristics 
and their behaviors regarding R/S in clinical practice30. Protestants 
more likely to inquire about R/S than other physicians with different 
affiliations. Also, American psychiatrists were less religious than 
physicians of other medical specialties, and more likely to be Jewish or 
atheist. The non-psychiatrist physicians that scored high on religiosity 
were less likely to refer patients to a psychiatrist or psychologist36. 
Another American study found that obstetrician-gynecologist physicians 
with high extrinsic religiosity (church attendance) were more likely to 
dissuade female patients from sterilization (i.e., tubal ligation)37.  

American physicians’ willingness to join patients in prayer has been 
measured in national surveys in 2005 and 2010. In the RSMPP study 
one out of five physicians stated that they prayed with patients 
‘sometimes’, ‘often’ or ‘always’. In including the ‘rarely’ option this 
increased to 53%. In 2010 another nationwide survey 55% of the 
physicians stated that they would join the patient in prayer if asked to38. 

Following up on the finding in the United States, researchers around the 
world queried local physicians and other health care professionals about 
their R/S values and their attitudes about, and behavior related to, R/S 
in clinical care.  
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In 2011, Büssing, Baumann, Frick and Hvidt founded an international 
Network of Research in Spirituality and Health (NERSH.org). The 
purpose of NERSH was to improve the research of spiritual needs and 
challenges of patients as well as that of relatives and health 
professionals. Inspired by the questionnaire on physician values 
“Religion and Spirituality in Medicine: Physicians’ Perspectives” 
developed by Farr Curlin in 2002, they developed an adapted version 
called the ‘NERSH Questionnaire’39.  

Adapted versions of the NERSH Questionnaire have been used in a 
doctoral dissertation by Schouten who investigated the “Viewpoints and 
motives on religion and spirituality of professionals in perinatal care”40, 
a Danish PhD thesis by Randwijk41, and also four master theses from 
four different countries: Switzerland by Münger42, Germany by 
Kuseyri43, Congo by Mukwayakala44 and New Zealand by Butcher45. 

Also, Lee and Baumann reported that the degree of religiosity of German 
psychiatrists influenced their interpretation of the effect of R/S on 
patients’ mental health20, a trait they later proved were also present in a 
sample of Korean mental health care workers (including psychiatrists)46. 

In a large survey from the Region of Southern Denmark Randwijk et al. 
found religiosity and frequency of church attendance and prayer to be 
associated with higher likelihood of addressing R/S issues with 
patients41,47.  

A study from Saudi Arabia reported the same findings among physicians 
from Islamic culture, where degree of intrinsic religiosity correlated with 
willingness to initiate discussions about R/S with patients48.  

Cross-cultural comparisons 
Only a few international and cross-cultural studies have attempted to 
compare results so far. Lucchetti compared results from three countries 
known to have different predominant main religions: India (Hinduism), 
Indonesia (Islam), and Brazil (Christianity)49. The researchers found the 
samples to differ significantly on several parameters regarding R/S 
characteristics and attitudes toward R/S in clinical practice. Also, 
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suggested scales measuring Attitudes, Opinions/influence, Frequency, 
Religious opinions, and Appropriateness, revealed different between the 
samples. The underlying constructs measured were not clearly 
described, and neither were the scales validated prior to testing.  
 
In another international study Lee and Baumann  compared  psychiatric 
health care professionals from Germany and South Korea, and found 
several differences, including Koreans to be less religious, and the 
German staff to be more positively attuned to the potential health 
benefits of religion than their Korean colleagues50.  
 
Interpretation across cultures are very difficult, and earlier attempts 
have had several significant limitations:   
 

a) The number of included studies was very low (2 or 3 studies) 
b) Studies were not selected systematically 
c) Outcome measures were not easily comparable to existing 

research 
d) Introduced new scales were not always validated 
e) Unclear handling of missing answers 
f) Lack of controlling for potential confounders like age, gender, 

and medical specialty 
g) Limited description of the heterogeneity between samples. 

 

These limitations have made it hard to interpret the results of earlier 
studies, and thus called for a more stringent investigation of physicians’ 
R/S within the collected data.   
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Aims and hypotheses 
 

Research questions and aims defined during initial project planning and design.  

Research question 1:  Are physicians in general influenced by religious values in 
their clinical practice?  

Research question 2: Are personal values/religiosity/atheism of physicians 
associated with their willingness to actively discuss 
religion and spirituality with their patients in the included 
countries?  

Based on these research questions we designed the project aims that guided the 
tasks along the six-year long process. 

Aim 1:   Assess and discuss the clinical relevancy of physician values 

Aim 2:   Build an international data pool of physician values enabling comparative 
cross-cultural analyses 

Aim 3:  Develop and/or validate instruments for measuring R/S and R/S-related 
behavior of physicians 

Aim 4:  Report and interpret differences in basic R/S characteristics between the 
included physicians and medical specialties 

Aim 5: Previous research results have described a significant influence of 
personal values of physicians on clinical practice. Can we confirm these 
findings in a large data pool in a weighted meta-analysis of individual 
participant data? 

Aim 6:  Previous research have reported mixed findings regarding an association 
between R/S and behavior regarding R/S in clinical practice (R/S-B). Using 
individual data of the data pool, can we confirm the positive association 
that is currently the accepted interpretation of earlier research 
publications? 

Aim 7:  Perform sub-group analysis on psychiatrists to see if they exert a different 
profile than other medical specialties regarding the association between 
R/S and R/S-B 

In the remaining thesis I will attend to each of these research questions and aims 
referring to them by their type and number (i.e., Research question 1, Aim 3 etc.). 
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Methods 
 

“Nothing worth having comes easy.” 
 - Theodore Roosevelt, 1882-1945 

 
 

In the following I will describe the scientific methods used in the 
subprojects leading to the publications included in this thesis. The 
methods differed according to purpose and type of subproject and are 
therefore listed here in turn as 1) methods used to acquire background 
information of this research field as well as methods used in an 
assessment and discussion of clinical relevancy of physician values, 2) 
methods used to sample and import datasets and build a data pool that 
would enable IPDMAs, and 3) methods used to perform IPDMAs based 
on the contents of the data pool. 

Background research (Paper 1) 
During several months of initial planning, I read extensively about the 
research field. No systematic literature search was done at this phase. 
Selection of articles was guided by recommendations from my 
supervisors, publications by NERSH collaborators and especially the 
work by Farr Curlin in the years after the national survey of American 
physicians in 200513. I also found the 2nd Edition of the “Handbook of 
Religion and Health” by Koenig a great guide and overview of the research 
field10. During the entire project I read more than 500 scientific articles.   

Paper 1 – Philosophical exploration 
The paper “Religious values in clinical practice are here to stay”1 was 
written as my own perspective on the concept of value neutrality of 
physicians, and thereby to assess the clinical relevancy of physician 
values (Aim 1). Relevant existing research used for perspectivation was 
found using “physician religiosity”, “physician values” and “value 
neutrality” as search words in a design like a narrative review. Articles 
were not selected systematically.  
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Building the NERSH Data Pool 8 (Papers 2, 3 and 4) 
All data included in this project were collected from past questionnaire 
surveys. Thus, no actual questionnaire survey was conducted as part of 
this project.  

Managing and curing new datasets were handled similar for all three 
versions of the data pool (Paper 2, 3 and 4), the only difference being that 
the 1st version of the NERSH Data Pool was built from a network search 
alone and did not include a complete citation or systematic literature 
search.  

The process was broken down into six phases 1) Defining the inclusion 
and exclusion criteria, 2) Network, citation, and literature searches, 3) 
Data Collection, 4) Analyzing data for item compatibility, 5) Selecting 
items for the data pool, 6) Data management and enforcement of 
compatibility rules (Figure 1). 

Ethics and law 
All NERSH collaborators have signed agreements to share their survey 
data within NERSH. Local researchers kept the right to their data and 
were not obliged to share their data with NERSH until they had 
published their primary work. Local researchers were required to ensure 
that data were shared in accordance with local law and the local ethics 
committee. 

The NERSH Data Pool project is registered and approved by the Research 
& Innovation Organisation (RIO), University of Southern Denmark. All 
data were collected and stored according to the General Data Protection 
Regulation (GDPR) of the European Union.    
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Entries missing more than half of the answers were excluded. 
Information about gender was mandatory. The New Zealand 
questionnaire included a transgender option, but because this option 
was not available in other questionnaires, we only included health 
professionals who reported to be either male or female. As some 
responders were students, we set a minimum age of 18 years.

Network, citation, and literature searches
Complete datasets from past surveys were collected using three different 
strategies: Network, citation, and literature searches (Figure 2 – Data 
sources). 

Figure 2 – The three data sources used to build each version of the NERSH Data Pool.

Network search
The NERSH collaboration of researchers continually share experiences 
and information about on-going and upcoming research projects. For 
this study we were interested in surveys using either the RSMPP or 
NERSH Questionnaire. From the beginning of the project, NERSH 
collaborators were regularly contacted by e-mail and requested to inform 

NNetworkk search
TThroughh regularr contactt withh NERSHH collaboratorss wee weree notifiedd aboutt past,, 
currentt andd plannedd surveyss usingg eitherr thee RSMPPP orr NERSHH Questionnaire 

NERSHH Dataa Pooll 
versionss  

1.0,, 2.00 andd 3.0 

Citationn search 
Eightt fundamentall articless aboutt thee RSMPPP publishedd byy Curlinn inn thee yearss 20055 
too 20088 weree chosenn byy Hvidtt andd Kørupp inn 2016.. Laterr publicationss usingg thee RSMPPP 
wouldd mostt likelyy referencee att leastt onee off thesee articles.. Citationn searchess weree 
performedd inn Webb off Science. 

NERSHH Dataa Pooll 
versions 

2.00 andd 3.0 

Literaturee search 
Googlee Scholar,, Webb off Science,, Embasee ++ Embasee Classicc (Ovid®),, Medlinee (Ovid®)) 
andd PsycInfo.. Seee Tablee 33 forr Searchh strings 

NERSHH Dataa Pooll 
versions 

2.00 andd 3.0
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us about any relevant and available datasets. Local researchers often 
published own results before sharing their datasets within NERSH. For 
this reason, datasets sent to us from NERSH collaborators were not 
added to the NERSH Data Pool in chronological order. 

For complete list of contributing NERSH collaborators see Table 1. 

 

Citation search 
Eight fundamental articles by Curlin et al were selected in 2016 as part 
of the first systematic search. We chose these articles because they were 
the first articles based on the RSMPP and published by Curlin et al in 
the years 2005 to 2008. Later studies using the RSMPP would most likely 
reference at least one of these articles in their published work. The 
articles used in the citation searches13,30,36,51-55 are listed in Table 2. 

The citation searches were performed in 2016 and 2020 leading to the 
2nd and 3rd version of the NERSH Data Pool.  

 

Systematic literature searches 
We searched five research databases: Google Scholar, Web of Science, 
Embase + Embase Classic (Ovid®), Medline (Ovid®) and PsycInfo. The 
search strings used are listed in Table 3. 
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TTable 2. Articles used in the citation searches 

 Citation search in Web of Science  

1 Curlin, F.A.; Lantos, J.D.; Roach, C.J.; Sellergren, S.A.; Chin, M.H. Religious 
characteristics of U.S. physicians: a national survey. J. Gen. Intern. Med. 2005, 
20, 629-634. 

2 Curlin, F.A.; Chin, M.H.; Sellergren, S.A.; Roach, C.J.; Lantos, J.D. The 
Association of Physicians' Religious Characteristics with their Attitudes and 
Self-reported Behaviors regarding Religion and Spirituality in the Clinical 
Encounter. Med. Care 2006, 44, 446-453. 

3 Curlin, F.A.; Dugdale, L.S.; Lantos, J.D.; Chin, M.H. Do religious physicians 
disproportionately care for the underserved? Ann. Fam. Med. 2007, 5, 353-
360. 

4 Curlin, F.A.; Lawrence, R.E.; Chin, M.H.; Lantos, J.D. Religion, Conscience, and 
Controversial Clinical Practices. The New England Journal of Medicine 2007, 
356, 593-600. 

5 Curlin, F.A.; Lawrence, R.E.; Odell, S.; Chin, M.H.; Lantos, J.D.; Koenig, H.G.; 
Meador, K.G. Religion, spirituality, and medicine: psychiatrists' and other 
physicians' differing observations, interpretations, and clinical approaches. 
Am. J. Psychiatry 2007, 164, 1825-1831. 

6 Curlin, F.A.; Odell, S.V.; Lawrence, R.E.; Chin, M.H.; Lantos, J.D.; Meador, K.G.; 
Koenig, H.G. The relationship between psychiatry and religion among U.S. 
physicians. Psychiatr. Serv. 2007, 58, 1193-1198. 

7 Curlin, F.A.; Sellergren, S.A.; Lantos, J.D.; Chin, M.H. Physicians' Observations 
and Interpretations of the Influence of Religion and Spirituality on Health. 
Arch. Intern. Med. 2007, 167, 649-654. 

8 Curlin, F.A.; Nwodim, C.; Vance, J.L.; Chin, M.H.; Lantos, J.D. To die, to sleep: 
US physicians' religious and other objections to physician-assisted suicide, 
terminal sedation, and withdrawal of life support. Am. J. Hosp. Palliat. Care 
2008, 25, 112-120. 
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TTable 3. Search strings used in the systematic literature searches 
Database  Search string  
Google Scholar "Religion and Spirituality in Medicine: Physicians’ Perspectives" 
Web of Science “TOPIC:(((questionn* OR survey* OR cross-section* OR 

national sample*) AND (religious OR religio* OR spiritual* OR 
religiosity) near/3 (professional* OR physician* OR psychiatris* 
OR doctor* OR staff* OR ((nurs* or medic*) near/3 
(professor*)))))” 

Embase + 
Embase Classic  
(Ovid®) 

“(((questionn* or survey* or cross-section* or national 
sample*) and (religious or religio* or spiritual* or re-ligiosity)) 
adj3 (professional* or physician* or psychi-atris* or doctor* or 
staff* or ((nurs* or medic*) adj3 professor*))).mp. [mp=title, 
abstract, heading word, drug trade name, original title, device 
manufacturer, drug manufacturer, device trade name, 
keyword]” 

Medline (Ovid®) “(((questionn* or survey* or cross-section* or national 
sample*) and (religious or religio* or spiritual* or re-ligiosity)) 
adj3 (professional* or physician* or psychi-atris* or doctor* or 
staff* or ((nurs* or medic*) adj3 professor*))).mp. [mp=title, 
abstract, original title, name of substance word, subject 
heading word, key-word heading word, protocol 
supplementary concept word, rare disease supplementary 
concept word, unique identifier]” 

PsycInfo (Ovid®) “(((questionn* or survey* or cross-section* or national 
sample*) and (religious or religio* or spiritual* or re-ligiosity)) 
adj3 (professional* or physician* or psychi-atris* or doctor* or 
staff* or ((nurs* or medic*) adj3 professor*))).mp. [mp=title, 
abstract, heading word, table of contents, key concepts, 
original title, tests & measures]” 

 

 
Data Collection 
Datasets were sent to me as data manager of the NERSH Data Pool. If 
required, a secure upload link was created for the collaborator. All 
datasets were converted into Stata® format (.dta) and saved on our 
secure research server. All collaborators were asked to supply 
information about the questionnaire survey and dataset (if not available 
in existing publications): 
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1. Sample details 
a. Sample city/cities 
b. Occupation of the participants 
c. Is it a random sample? 
d. Specific medical specialties? 
e. Was the sample from a single facility/location or sampled from several 

facilities? 
f. Year of Survey start  
g. Year of Survey end 
h. Are only specific religions represented? Or are all kinds of affiliations and 

atheists/agnostics included? 
i. How many were invited? 
j. Response rate of the survey? 

2. A copy of the exact questionnaire used, preferably with items linked to the 
variables in the dataset 

3. If questions and/or response options were changed 
a. A description of which variables link to which items in the 

questionnaire 
b. Coding description of ordinal variables (at least for the variables 

supported by the NERSH Data Pool) 
4. Information about any data management procedures performed on the 

data before sending it to us, for instance: 
a. Does the dataset include only respondents, or all invited? 
b. Have missing values been altered or removed? 
c. Any changes to option complexes (for instance reversed values)? 

 

The size of the questionnaires ranged from 24 variables in the surveys 
from Saudi Arabia48 and Brazil56 to 185 variables in the surveys from 
India and Indonesia57.   

Handling languages 
Most datasets were coded, and used questionnaires, in either English, 
Danish or German. Both I and my supervisors are able to read these 
languages, which made interpretation of the datasets straight-forward. 
Questionnaires in Portuguese (Brazilian samples) had the corresponding 
English text written under each item in the questionnaire making 
identification easy. The questionnaire in Korean was developed as a 
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direct translation of the German NERSH Questionnaire language used 
in the Freiburg studies using forward-backward translations. The 
dataset was coded in German and I used the German version of the 
questionnaire to interpret the dataset. The French questionnaire used 
for the Congo sample was translated from the NERSH Questionnaire 
(Munich Perinatal survey) issued from the Ludwig-Maximilians 
Universität München. The dataset was however still coded in German, 
why I had no problem identifying and interpreting the items from the 
Congo sample.  

Analyzing data for item compatibility 
All variables in the datasets were matched individually for comparability 
using the original RSMPP questionnaire as a baseline (See example in 
Figure 3, and Appendix for full list of comparisons). Items were all 
assessed by me and put into one of three categories: 

a) Compatible (green): Item question and answer options were not 
altered from the RSMPP (changing ‘physician’ into the name of 
other health professionals was accepted). Also, the actual coding 
was already in, or easily converted to, the format used in the 
RSMPP. 

b) Compatible with modifications (yellow): Item question and answer 
options was slightly altered in a way that made comparisons less 
obvious. Most frequently, the answer options were altered in 
number (i.e., a new ‘I do not know’ option or a list of religious 
affiliations adapted to local culture) 

c) Incompatible (red): Wording of question or answer options were 
changed in a way was not directly comparable with the original 
RSMPP-item. In cases of doubt the item was discussed with my 
supervisors and the NERSH collaborator who sampled the data.  

 

 

  



 Influence of physicians’ religiosity and spirituality on their clinical practice 

42 
 

 

FFigure 3 – Cross-checking variables in the datasets to the original RSMPP. Here 
showing only the first eight variables (relabeled A1 to A8) out of the total 110 
variables available in the RSMPP that were cross-checked for each of the 23 
samples. Blank (white) boxes indicates that the item was not used in the 
questionnaire. 

 

 

Incompatible items in local surveys (red) 

In some cases, changes to the item options had altered the meaning, and 
was thus not compatible. Five examples:  

1) The item “Is the influence of R/S on health generally positive or 
negative?” has four possible answers: “Generally positive, 
Generally negative, Equally positive and negative or It has NO 
influence”. In the Freiburg questionnaire20 and the South-Korean 
questionnaire46 (both by Lee et al.) the question was changed to 
“The influence of ReS on health is generally positive” with answer 
options “Never, rarely, sometimes, often, or always”. This changed 
the meaning of the question to measure the frequency of positivity 
instead of the directional influence used in the RSMPP. After 
discussion, the item was evaluated not compatible and thus not 
imported from these two surveys. 

2) In the Freiburg and South-Korea surveys the two questions 
“When, if ever, is it appropriate for a physician to talk about his or 
her own religious beliefs or experiences with a patient?” and 
“When, if ever, is it appropriate for a physician to pray with a 
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patient?” were altered to focus on opinion about the responder 
himself/herself, and not generally speaking about physicians. 
Changes were discussed and the items were considered entirely 
new questions, and thus not imported. 

3) In the Korean survey the possible answers for five questions in 
the battery of questions regarding how the HP handles situations 
where R/S issues come up in discussions with patients were 
altered significantly from “Never, Rarely, Sometimes, Often, 
Always and Not apply” to “Definitely not true, Tends not to be true, 
Tends to be true and Definitely true of me”. These answers were 
not translatable to the original RSMPP-options, and therefore 
these items were not imported.  

4) The RSMPP item “Do you believe in God?” has three possible 
answers “Yes, no, or Undecided”. In the Danish questionnaire 
eight possible answers were given to distinguish between various 
attitudes toward a personal God. It was not possible to group the 
options together into the original yes-no categories, and this item 
was thus not imported. 

5) The Indian and Indonesian surveys included an option to refer 
patients to Traditional Complementary/Alternative Medicine 
(TCAM)-healers in the question “A patient presents to you with 
continued deep grieving two months after the death of his wife. If 
you were to refer the patient, to which of the following would you 
prefer to refer first?”. TCAMs are not equal clergy members and 
compassion of this response becomes unclear in relation to the 
remaining samples. The item was thus omitted. 

 

Compatible with modifications (yellow) 
In other cases, the wording of the question or answer options were only 
slightly altered and could be recoded without loss of meaning. For 
example: 

In the original RSMPP, the item “When, if ever, is it appropriate for a 
physician to initiate discussion with patients about religious beliefs or 
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experiences with a patient?” allows four possible answers: “Always 
appropriate, Usually appropriate, Usually inappropriate or Always 
inappropriate”. In the Saudi Arabian sample this was changed to 
“Always, Whenever the physician decides, Only when the patient asks, or 
Never” which after discussion were accepted as compatible choices, and 
thus coded with the RSMPP labels. 

The New Zealand survey collected the age group of respondents, and not 
the actual age. The responses were included, and age groups were 
calculated for all other samples. Actual age was preserved in all other 
samples where available. 

When number of answer options differed significantly, the entire item 
was evaluated for compatibility. When possible, a new standard for the 
options was obtained. New standards of option complexes were double-
checked for validity in conference with my supervisors. For example:  

Frequency of Church Attendance 
The available options given to measure the frequency of church 
attendance differed across several questionnaires. Options varied from 
six to nine increments all starting from “Never” to “Several times a week”. 
A common six-option standard was agreed upon to ensure compatibility 
with all datasets (Table 4). 

Religious Affiliation 
Religious affiliation was also measured differently across the used 
questionnaires. Some did not include all major religions, and many did 
not distinguish between the various Christian faiths (ie. grouping them 
together as ‘Christian’. All questionnaires included an ‘Other’ option.  

In some questionnaires, having no religious affiliation was grouped 
together with identifying as an atheist or agnostic, and in other 
questionnaires measured separately. To support these options, we 
adopted the broadest denominator and categorizing atheists and 
agnostics together with the ‘Not affiliated’. In the data pool religious 
affiliations were coded at two levels: a) all major religions in which 
Christian denomination were registered as distinct (ie. Protestant, 



  Methods  

45 
 

Catholic, Orthodox Christian and Other Christian), b) all major religions 
in which Christian denominations were grouped together and treated as 
a whole (Table 4). None of the questionnaires supplied information about 
Muslim or Jewish diversities. 

TTable 4. Coding of possible answers of ’Church attendance’, ‘Religious affiliation’, 
and ‘Occupation’ items. Originally published in Paper 2. 

Church attendance  Religious affiliation  Occupation  

1  Never 1  No affiliation (None, atheist or 
agnostic)  1  Physician†† 

2  Twice a year or less 2  Buddhist 2  Resident†† 
3  Several times a year 3  Hindu 3  Intern†† 
4  1–3 times a month 4  Jewish 4  Midwife 
5  Weekly 5  Mormon 5  Nursing care 

6  Several times a 
week 6  Muslim 6  Psychologist 

7  Do not know 7  Protestant† 7  Other therapist 

8  Do not wish to 
answer  8  Catholic† 8  Chaplain 

  9  Orthodox Christian† 9  Teacher 
  10  Other Christian† 10  Student 
  11  Other 11  Other  
  12  Unanswered    

† Also coded separately as ’Christian’ nominations. †† Also coded separately as broad definition of 
‘Physician’ to distinguish from health professionals not having a medical degree (MD). 

Occupations 
Because several surveys included health care occupations other than 
physicians, a list of all occupations were created for the data pool. The 
title ‘physician’ is not used consistently around the world to identify 
doctors who have completed specialty training. In some settings interns, 
residents undergoing specialty training, or persons holding graduate 
degrees in medicine practicing within traditional, complementary, and 
alternative medicine, all identify as physicians. A complete list of 
supported occupations is presented in Table 4. An additional variable 
(physicianBroadDef) was computed to indicate if the person held a 
graduate degree in medicine and worked with patients. 
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Medical specialties 
Handling medical specialties was another challenge because the 
questionnaires did not offer the same list of specialties. Some 
questionnaires were sent only to health professionals within a specific 
medical specialty like perinatal care, general practitioner, or psychiatry. 
I was not able to find any international standard of categorizing medical 
specialties, and thereby created a list that supported all available 
surveys (in 2016 we were in possession of 14 surveys). The list is 
available in Table 5. In addition, we created an aggregated variable 
setting main type of specialty (i.e., either medical, surgical, general 
practitioners, obstetrics and gynecology, pediatrics, psychiatry, 
paraclinical, and others). 

Selecting items for the data pool 
Before building the first version of the data pool in 2016, we had to 
decide which variables from the RSMPP to support. Should we import 
all variables from available datasets, or only a small subset of variables 
that would limit us to examine the research questions of this PhD 
project?  

Importing all variables would be an easy decision, but likely too much 
time would be spent on importing data from variables only used by a 
fraction of the sample, and thus not very useful later. On the other hand, 
only importing a very small subset of variables would mean the data pool 
would lose its value after this project. We decided on a custom approach, 
that would not only adhere to the purpose of this PhD-project but would 
create a data pool with the potential to inform several subsequent 
NERSH research projects.  

Based on the datasets available in 2016, we agreed on these inclusion 
criteria:  

1. items should be supported by at least half of the available surveys 
2. items should be answered by at least half of the total amount of responders 
3. items part of the Duke Religiosity (DUREL) index58 should always be 

imported 
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TTable 5. Complete list of supported medical specialties and how they are 
grouped. Originally published in Paper 2. 

Medical specialties  Grouped specialties  
Anesthesiology 

Medical subspecialty 

Neurology 
General medicine 

Emergency medicine 
Dermatology 

Medical subspeciality 
Internal medicine 

Intensive Care 
Oncology and palliative care 

Cardiology 
Endocrinology 

Geriatrics 
Hematology 
Infectiology 
Nephrology 

General practitioner 
General practitioner General medicine 

Family practitioner 
Obstetrics and gynecology Obstetrics and gynecology 

Ophthalmology 

Surgical subspecialty 

Surgical subspeciality 
Orthopedics 

General surgery 
Otorhinolaryngology 

Urology 
Pathology 

Paraclinical specialty 

Radiology 
Anatomy 

Biochemistry 
Pharmacology 
Microbiology 

Forensic 
General pediatrics Pediatric and subspecialty Pediatric subspeciality 

Psychiatry Psychiatry 
Other Other 

Unanswered Unanswered 
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Based on these criteria and the compatibility of each variable (See 
comparison chart in the Appendix) 77 items were selected for the first 
version of the NERSH Data Pool. Out of these, 75 stemmed from the 
RSMPP and two were DUREL items added in later questionnaires. A 
complete list of supported variables, computed variables, datatypes, 
English version of questions, and coding of possible answers, are 
publicly available in the NERSH Data Pool Codebook through the Open 
Science Framework59, and also attached in the Appendix. 

Data management and enforcement of compatibility rules 
All data management and curation were done by me utilizing skills from 
a former 5-year position as a programmer and later certified database 
specialist. In cases where interpretation of a dataset was not clear, the 
following approach was applied: 1) review published articles for relevant 
information, and if not resolved 2) the researchers were contacted and 
asked to supply the relevant details. 

Paper 2 + 3 + 4 – NERSH Data Pool version 1, 2 and 3 
Each of these papers (Paper 2, 3 and 4) represent a version of the NERSH 
Data Pool. Paper 2 is a methodological description of how the NERSH 
Data Pool 1.0 was built and so forth. For the 1st version of the data pool 
only the network search was done5. For the 2nd and 3rd version all three 
data sources were used to collect datasets (Figure 2). 

Both the citation and literature searches were performed in 2016 and 
again in 2020. In 2016 results were randomly divided between me and 
my main supervisor using the software program Covidence® and 
screened on abstract level. If studies used the RSMPP or NERSH 
Questionnaire, or if its data source was unclear, the complete article text 
was reviewed (Paper 3). The searches were renewed in 2020 but limited 
to publications published from 2016 and later. Results were screened in 
a manner like the 2016-searches, but this time only by me. In cases of 

 
5 Although Paper 2 is about the development of NERSH Data Pool 1.0, the data reported 
included two additional samples (by Al-Yousefi and Tomasso) not supposed to be published 
before the 2nd version. 
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doubt, publications were discussed with my main supervisor regarding 
their relevance to the study. 

Scale development and validation  
Initial ideas for scale development were introduced three years before 
this PhD project during the FRIAS Research Project workshop hosted in 
2013. Building on these thoughts, four distinct domains of religiosity 
were chosen to be tested on using the data available in the data pool a) 
Religiosity of health professional, b) Willingness to engage in discussions 
about R/S, c) Objections to controversial issues and d) R/S as a calling. 
In addition to the four new scales, we also performed the same tests on 
DUREL scores where available. Thus, in total, five scales were tested. 

We were not able to change or add available variables, and placed trust 
in the existing validity of the questionnaires used to collect the data (i.e., 
RSMPP and NERSH Questionnaires).  

Each scale was evaluated sample-wise if included in the sample. 
Reliability of each scale was measured using Cronbach’s �Â with case-
wise deletion 60. Only sample sizes of 25 observations and above were 
included for analysis. Exploratory factor analysis (Principal Component 
Analysis in Stata) was performed for each scale using unrotated 
principal-component factors. Eigenvalues >1 was set as the cut-off for 
factors. Factor loadings above 0.5 were accepted. Uniqueness and scree 
plots were evaluated for all scales. 

In addition to sample-wise testing, a measure of internal consistency was 
assessed across the entire data pool.  

Meta-analyses (Paper 5 and 6) 
Both meta-analyses were conducted as IPDMAs. This design carries 
several advantages over traditional MAs61-63. Some of the advantages 
are4:  

1. Utilization of unpublished data, which may reduce publication 
bias 

2. Consistent inclusion and exclusion criteria 
3. Equal handling of missing values in included samples  
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Results 
 

“It is the harmony of the diverse parts, their symmetry, their happy balance; in 
a word it is all that introduces order, all that gives unity, that permits us to see 
clearly and to comprehend at once both the ensemble and the details” 

 - Henri Poincare, French Mathematician, 1854-1912 
 

 

First, results are shown for the three papers concerned with the building 
of the NERSH Data Pool versions including two of the validated scales. 
Second, I will present results from the two papers that involved 
hypothesis testing (i.e., the IPDMA studies). 

NERSH Data Pool (Papers 2, 3 and 4) 
These three papers report the methodological process and results of 
building the three versions of the data pool (Aim 2). The first and second 
version were used to develop and validate the scales mentioned 
beforehand. The third version report the findings of the most current 
systematic search and describes how NERSH Data Pool 3.0 enables 
IPDMAs. 

The findings of the systematic searches are described below. 

Network, citation, and literature searches 
The three network searches were in practice a continual process, but 
with cut-off dates in spring 2016, fall 2016 and 2020. We searched for 
very distinct samples within a niche of our research field, why network 
searches proved the most productive way to find relevant samples. At 
the beginning of the project, in spring 2016, the NERSH collaboration 
were able to provide us with 12 existing samples13,18,20,40,41,43-45,49,57,65. 
By fall 2016 three more samples were available for import42,46, and in 
2020 we were informed about two additional samples66,67. Four of the 
samples were published only in theses (i.e., by Münger, Butcher, 
Mukwayakala and Schouten-Wermuth), and a single sample was not 
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published: The Austrian sample from the Barmherzige Brüder Hospital 
by Büssing and Frick. 

Citation searches were performed in the fall of 2016 and again in 2020 
yielding 316 and 1,572 hits, respectively. The articles were screened, and 
in the fall 2016 two new samples were found by Al-Yousefi48 and 
Tomasso56. In 2020 four new samples were found, two samples by 
Cordero68,69 and two samples by Menegatti-Chequini70,71 (Table 7). 

TTable 7. Hits and included samples after the network, citation, and literature 
searches in 2015, 2016 and 2020 

Search 
yyear 

Network 
ssearch 

Citation search  Literature 
ssearch 

NERSH 
DData Pool 

Published  

 Included Hits Included Hits Included   

2016, 
sspring 

12 - - - - 1.0 Kørup, 20172 

2016,, 
fall  

3 316 2 1,572 0 2.0 Kørup, 20203 

2020  2 763 4 4,929 0 3.0 Kørup, 20214 
 

Figure 4. Overview of the three NERSH Data Pool versions 
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Descriptive statistics (NERSH Data Pool version 3) 
Descriptive statistics are presented in Table 8 and 9 (Aim 4). The 23 
samples were collected from 2002 to 2018 (16 years), and mean age 
varied from 28 to 54,4 (all occupations included) with a crude mean of 
age of 41.4 (SD=12,5). More than half (56%) were female, which is 
probably due to many samples focusing on nurses or including 
occupations with known high prevalence of female health professionals 
(i.e., nurses, midwives). 

TTable 8. Study name, country, age, and gender of respondents (all occupations). 
Originally published in Paper 4. 

   Age  Gender  

Author/study*  Country Sample 
yyear Mean  SD Female (%)  Male (%)  

Curlin, 2005 USA 2002 49.0 8.3 300 (26) 842 (74) 
Schouten-Wermuth, 

2016† Germany 2014 38.9 10.3 1,398 (88) 195 (12) 

Kuseyri, 2016† Germany 2016 33.4 8.4 79 (66) 41 (34) 
Hvidt-Frick, 2016 Germany 2014 34.8 11.4 132 (71) 53 (29) 

Büssing, 2014†† Austria 2014 39.7 11.0 132 (71) 53 (29) 
van Randwijk, 2018 Denmark 2012 48.9 12.5 387 (42) 524 (56) 

Lee, 2013 Germany 2011 39.9 10.8 252 (63) 145 (37) 
Al-Yousefi, 2012 Saudi Arabia 2010 36.6 9.2 97 (43) 128 (57) 
Tomasso, 2011 Brazil 2010 31.5 8.7 132 (90) 14 (10) 
Münger, 2017† Switzerland 2016 54.4 9.7 25 (32) 54 (68) 
Butcher, 2013† New Zealand 2012 n/a*** 39 (35) 73 (65) 

Ramakrishnan, 2014 India 2012 32.5 10.8 161 (57) 121 (43) 

Ramakrishnan, 2014 Indonesia 2010 29.2 3.8 65 (54) 55 (46) 

Mukwayakala, 2018† Congo 2012 35.2 7.9 28 (25) 84 (75) 

Lucchetti, 2016 Brazil 2012 37.7 11.1 49 (25) 145 (75) 

Lucchetti 2018†† Brazil 2018 28.5 3.4 102 (60) 69 (40) 

Lee, 2019 South Korea 2015 34.0 9.4 194 (69) 87 (31) 

Cordero, 2019 Spain 2018 28.0 6.9 48 (64) 27 (36) 

Cordero, 2018 Portugal 2016 21.9 3.4 134 (85) 24 (15) 

Lee, 2015 Germany 2014 54.2 7.5 48 (35) 90 (65) 

Hefti, 2018 Switzerland 2014 53.8 9.7 31 (30) 74 (70) 
Menegatti-Chequini,  

2019 Brazil 2014 45.6 9.8 32 (38) 52 (62) 

Menegatti-Chequini,  
2016 Brazil 2014 48.4 11.9 205 (40) 303 (60) 

Total   41.4 12.5 4,070 (56) 3,253 (44) 

Note. * First publication of local sample if any. If not published the name of the head researcher and 
sample year is used. ** Broad definition of physician including MDs undergoing residency or specialty 
training. *** Age group of respondents available but not reported here. 
† Thesis   †† Not published locally, sampling year used for identification 
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Physicians by far constituted the largest group of occupation types 
(68,6%). The focus of this thesis is on this subgroup of the NERSH Data 
Pool. A presentation of the other occupations present in the data pool 
serves the purpose of presenting the potential of future studies using the 
NERSH Data Pool. 

TTable 9. Study name and occupational characteristics of respondents. Originally 
published in Paper 4. 

 Occupation  

Author/study*  

Physician 
** 

M
id-w

ife 

Nursing  

Psychologist  

O
ther 

therapist 

Chaplain 

Student 

O
ther 

Curlin, 2005 1,142 0 0 0 0 0 0 0 
Schouten-Wermuth, 2016† 515 286 636 18 1 0 0 46 

Kuseyri, 2016† 73 0 9 0 2 0 10 9 
Hvidt-Frick, 2016 48 0 125 0 0 5 0 6 

Büssing, 2014†† 28 0 113 0 0 0 0 28 
van Randwijk, 2018 911 0 0 0 0 0 0 0 

Lee, 2013 121 0 160 32 41 0 0 32 
Al-Yousefi, 2012 225 0 0 0 0 0 0 0 
Tomasso, 2011 0 0 146 0 0 0 0 0 
Münger, 2017† 79 0 0 0 0 0 0 0 
Butcher, 2013† 112 0 0 0 0 0 0 0 

Ramakrishnan, 2014 282 0 0 0 0 0 0 0 

Ramakrishnan, 2014 120 0 0 0 0 0 0 0 

Mukwayakala, 2018† 112 0 0 0 0 0 0 0 

Lucchetti, 2016 194 0 0 0 0 0 0 0 

Lucchetti, 2018†† 171 0 0 0 0 0 0 0 

Lee, 2019 42 0 130 28 1 0 0 0 

Cordero, 2019 0 0 0 0 0 0 75 0 

Cordero, 2018 0 0 0 0 0 0 158 0 

Lee, 2015 0 0 0 0 0 138 0 0 

Hefti, 2018 105 0 0 0 0 0 0 0 

Menegatti-Chequini,2019 84 0 0 0 0 0 0 0 

Menegatti-Chequini, 2016 508 0 0 0 0 0 0 0 

Total 4,872 
(68,6%) 

286 
(4,0%) 

1,319 
(18,6%) 

78 
(1,1%) 

45 
(0,6%) 

143 
(2,0%) 

243 
(3,4%) 

121 
(1,7%) 

Note. * First publication of local sample if any. If not published the name of the head researcher and 
sample year is used. ** Broad definition of physician including MDs undergoing residency or specialty 
training. *** Age group of respondents available but not reported here. 
† Thesis   †† Not published locally, sampling year used for identification 
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Scale statistics (Paper 2 and Paper 3) 
Five scales were validated using the 1st version of the NERSH Data Pool, 
and again in the 2nd version to confirm the reproducibility of the 
reliability found in the first version. The scales consisted of the existing 
DUREL-index58, and four new scales developed as part of this project 
(Aim 3). Here, only details of the religiosity scales will be presented (i.e., 
“DUREL” and “Religiosity of Health Professionals”). Details of the 
remaining scales are available in Paper 2, 3 and the Appendix of this 
thesis. 

 

DUREL 
DUREL scores were supported by six studies in the NERSH Data Pool 
2.0 (2019). Not all samples included the ‘Unsure’ option part of the three 
original items measuring intrinsic religiosity. Thus, to support most 
samples, the values from these 5-point Likert items were converted into 
four-point scales leaving out the middle ‘Unsure’ option.  

Cronbach’s �Â for the entire scale was measured for each sample and fell 
within the range 0.72 to 0.93 (Table 10). For the complete data pool, the 
combined 1,054 observations had a Cronbach’s �Â of 0.92 indicating a 
very high reliability. Factor loadings were 0.8136, 0.8552, 0.8917, 
0.9107 and 0.8954, and the primary factor had an Eigenvalue of 3.82 
(76%), which indicated unidimensionality. A scree plot confirmed a 
structure with a single main factor.  

 

Religiosity of Health Professionals 
The scale yielded a Cronbach’s alpha of 0.89 when tested on 4,242 
observations across nine studies. Sample-wise tests are presented in 
Table 5 and range from 0.69 to 0.93. Factor loadings were 0.8170, 
0.8791, 0.8766 and 0.8873. The primary factor had an Eigenvalue of 
3.00 (75%) strongly indicating unidimensionality, and the scree plot 
confirmed the one-factor solution as optimal. We found it a good and 
reliable scale of degree of religiosity of HPs in the data pool.   
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TTable 10. Reliability tests and factor analysis of the DUREL and “Religiosity of HPs” 
scales. Adapted from the table published in Paper 3. 

Study\Scale* DUREL 
(5 items) 

Religiosity of HPs   
(4 items) 

 r ** �r r ** �r 
Curlin, 2005 USA - - 0.65 0.88 

Scouten-Wermuth, 2016 Germany - - 0.63 0.87 
Kuseyri, 2016 Germany 0.57 0.87 0.76 0.93 

Lee, 2013 Germany 0.72 0.93 - - 
Büssing, 2014 Austria 0.63 0.89 0.63 0.87 

van Randwijk, 2018 Denmark - - 0.68 0.90 
Ramakrishnan, 2014 India - - 0.38 0.71 
Ramakrishnan, 2014 Indonesia - - 0.36 0.69 

Mukwayakala Congo - - - - 
Lucchetti, 2016 Brazil - - 0.46 0.78 
Tomasso, 2011 Brazil 0.34 0.72 - - 
Lucchetti, 2018 Brazil 0.63 0.89 0.59 0.85 
Münger, 2017 Switzerland - - - - 

Lee, 2019 South Korea 0.72 0.93 - - 
Total 0.70 0.92 0.66 0.89 
Ntotal 1054 4242 

 
Factor analysis*** 

 
Eigenvalue (%) 3.82 (0.76) 3.00 (0.75) 

Factor loadings 

 
0.8136 
0.8552 
0.8917 
0.9107 
0.8954 

 

0.8170 
0.8791  
0.8766 
0.8873 

* Samples from Hvidt-Frick, 2016 (Germany) and Al-Yousefi, 2012 (Saudi Arabia) did not support 
any of the scales and thus not in this table. ** Interitem correlation. *** Please refer to the 
Appendix for further details on the factor analysis including Scree plots. 

 

Meta-analyses (IPDMAs) 
Paper 5 – Self-reported influence of R/S in clinical practice 
The data repository for this study was the NERSH Data Pool 1.0 
(N=6,205)8 and additional two samples from the literature search in 2016 

 
8 The difference between this number and the official observation count for the NERSH Data 
Pool, see Figure 4, is due to observations not yet excluded and in addition empty answers 
(all variables were missing) 
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(N=374). When applying exclusion criteria 855 observations were 
removed, most of them entire blank responses. In addition, a total of 
1,841 non-physician responses were removed. Three studies did not 
include any outcome variables in their questionnaire and thus also 
excluded entirely (N=449): Butcher 201345, Al-Yousefi 201248 and 
Mukwayakala 201844. In order to calculate HP Religiosity scores and 
needed at least two out of four scale variables. We removed 92 cases 
where none or only a single of the four variables were present (See 
Inclusion and exclusion diagram in Paper 5, page 3). After exclusion 
3,342 physicians remained for analysis (For descriptive sample-wise 
statistics see Paper 5, Table 1 and Table 2). 

Mean religiosity scores of the physicians ranged from 6.55 (6.36 to 6.75) 
in Denmark to 12,57 (12.25 to 12.90) in Indonesia, and in average 9.50 
(8.31 to 10.68). Apart from a sample from the Catholic hospital 
Barmherzige Brüder in Austria the European physicians scored lower on 
religiosity compared to their colleagues in USA, Brazil and Asia (Paper 5, 
Figure 2).  

The main outcome measure of this study was the question “My religious 
beliefs influence my practice of medicine”. All included physicians 
answered this question (N=3,342) on a four-item scale: Strongly agree, 
Agree, Disagree, Strongly disagree. Values were dichotomized into either 
Agree or Disagree. Proportion of physicians agreeing to this statement 
were calculated for each sample (Aim 5). Overall, 50% of the physicians 
agreed with this statement, CI95%: 0.36 to 0.65, which is similar to the 
55% found for American physicians13. A very high degree of 
heterogeneity was present I2 = 98,42, p<0.001. As with the religiosity 
scores a lower percentage of European physicians agreed to this 
statement than non-European physicians, although exceptions to this 
trend were the Catholic sample from Austria religious and the sample 
from Brazil, 2012 (Lucchetti 201649) (Figure 5). These samples will be 
discussed in more detail later. 
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Paper 6 – Association between R/S and R/S-B 
Based on the 7,323 observations in the NERSH Data Pool 3.09 exclusion 
criteria were applied: Occupations other than physicians were excluded, 
N=2,451; as well as observations not supporting the required variables 
to calculate outcome measures R/S and R/S-B, N=893 and N=820, 
respectively. A total of 3,159 physicians from 11 different samples 
remained in the data pool for analysis. Mean age varied from 28.4 
(Lucchetti 2018) to 48.8 (Curlin 2005). Medical specialties were 
registered for all samples except the physicians from Congo (Paper 6, 
Table 1). 

For the R/S-measure 118 values out of 9,477 (1.2%) were imputed with 
the sum of the remaining scores. For the R/S-B-measure 784 out of 
15,795 (5.0%) were imputed. B1 was imputed with a value of either 0, 
0.5 or 1 depending on the mean of the remaining items, and B2 to B5 
were imputed with the main of the remaining scores. Imputations did 
not alter the Cronbach’s alpha of any of the measures (Paper 6, Table 2). 

Regression coefficients of the effect of R/S on R/S-B were evaluated on 
Forest plot (Figure 6). Nine out of 11 samples overlapped with the overall 
mean of 0.65 (0.48 to 0.83) and thus positively associated (Aim 6). The 
sample from Brazil (Lucchetti, 2016) did not show any significant effect 
of R/S on R/S-B (R/S coefficient 0.03 (-0.13 to 0.20), p=686). The sample 
from Congo showed a coefficient larger than average 1.87 (1.57 to 2.17), 
p<0.001, an effect of R/S on R/S-B almost three times the average effect. 
We did not have information about the medical specialty of the 
physicians from Congo, and thus regression analysis for this sample only 
controlled for age and gender. 

 

 
9 At study start, observations where gender was unknown or transgender, or age was 
missing or below 18, had already been excluded. 
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Psychiatrists vs. non-psychiatrists 
A separate analysis was performed for psychiatrists (N=176 across four 
samples) compared to non-psychiatrists (N=2,780 across ten samples). 
For this analysis the sample from Congo was removed because it did not 
include information about medical specialty. Outcome measures and 
statistical analyses were equal to the main meta-analysis.  

Mean R/S was 7.2 (6.83-7.52) for the psychiatrists compared to 7.0 
(6.92-7.10) for non-psychiatrists and not statistically different. Mean 
R/S-B was significantly higher for psychiatrists 8.3 (7.93-8.71) 
compared to 7.5 (7.38-7.61). 

The overall coefficient of R/S on R/S-B for psychiatrists was 0.49 (0.23 
to 0.75), and the confidence intervals of all four sample-wise coefficients 
overlapped with the overall interval. Based on this finding we were not 
able to detect any between-sample differences of the included samples 
of psychiatrists. The result of the psychiatrists within the Brazil 2016 
sample were not significant (p=0.137), most likely caused by a low 
number of observations in that group (N=10).  

The overall R/S coefficient of the non-psychiatrist groups was 0.55 (0.41 
to 0.69), thus very close to the mean in the group of psychiatrists, 0.49 
(0.23 to 0.75). The coefficients of eight out of ten samples overlapped 
with the overall confidence interval. The sample of physicians from the 
faith-based Austrian hospital (N=28) has a confidence interval bordering 
the overall interval, 0.98 (0.69 to 1.28), p<0.001, indicating a higher 
effect of R/S on R/S-B in this sample of non-psychiatrists compared to 
the remaining samples. Due to the low number of observations these 
results should be interpreted with caution. The results from the 
Brazilian sample (Lucchetti 2016) also differed from the overall 
coefficient mean of non-psychiatrists, 0.02 (-0.15 to 0.18), but result was 
not statistically significant, p=0.850 (Figure 7). 

Based on these findings we found no reason to support the hypothesis 
that the effect of R/S on R/S-B was different for psychiatrists than non-
psychiatrists (Aim 7). 
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Discussion 
 
 

“To live is to suffer, to survive is to find some meaning in the suffering.” 
 - Gordon W. Allport, Preface to Viktor Frankl’s “Man’s search for meaning”, 

Beacon Press, 1962 
 

 

In my discussion I will first discuss my findings in the order of the 
included papers. In a separate discussion I will focus on how the R/S-
characteristics of psychiatrists compared to non-psychiatrists.  

Paper 1 
In this philosophical exploration I argued that “religious values in clinical 
practice are here to stay”, and for the necessity of a continued focus on 
physician (religious) values. To support my argument, I presented three 
main premises supporting the conclusion: 1) A likely future increase in 
the number of people who identify as religious according to the fact tank 
Pew Research Center, 2) Several tone-setting medical associations 
around the world are securing physicians’ autonomy including a right to 
practice medicine ‘according to own deeply held beliefs’, and 3) that we 
cannot expect physicians to filter out personal values from the clinical 
encounter due to the ego-syntonic nature of values and belief.  

If we accept this argument, physicians are never value-neutral and the 
physician-patient-encounter is always a meeting between two value or 
belief systems. Physicians, whether atheist or religious, bring own beliefs 
into the clinical encounter, where they may inform conversation and 
clinical decisions in varying degrees. At the time of writing Paper 1 the 
existing evidence for an influence of R/S-values on clinical practice was 
very limited. I thus argued for future non-normative research of the 
physicians’ religious values, which were followed by the continued 
growth of the NERSH Data Pool with the aim of conducting meta-
analyses of raw questionnaire data. 

Belief in my argument rests on whether we can trust the presented 
premises. Sceptics may point out that the report published by Pew 
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Research Center on “The Changing Global Religious Landscape”25 was 
made possible due to a USD 2,750,000 grant from the conservative and 
religion-friendly John Templeton Foundation (JTF)72. A central driving 
force of the foundation is its mission to reconcile religion with science; 
and albeit the JTF does not officially require scientists applying for 
grants to state their religious beliefs or even have any, some grant 
receivers have raised critique of unofficial expectations of religious-
friendly attitudes73. Skeptics may thus raise doubt about the accuracy 
of the prognoses made in the report, and instead point toward 
membership statistics of national church communities of for instance 
Denmark and England documenting a steady decline in memberships, 
and to polls indicating that the main part of members are not active in 
the community nor consider themselves religious22-24. The debate over 
the raised critique of the JTF will most likely never end, and as a result, 
whether this critique is justified or not, is probably up to what one 
chooses to believe. 

Regarding the second premise, the protection of physicians’ right to 
practice according to deeply held beliefs is documented in the referenced 
ethical guidelines of the mentioned medical associations74-76. But we also 
need to consider the prevalence of physicians who are likely to exercise 
their beliefs in this way. If almost none of the physicians would exercise 
this right, the major argument about the persistence of religious values 
in clinical practice would lose its relevance and justification. This would 
of course not leave out the importance of patients’ religious values, but 
this was never the subject of my PhD project. 

Thirdly, my presentation of the ego-syntonic nature of deeply held values 
and belief, may be criticized for a stereotyped view on personal faith as 
something that determines personal characteristics in a uni-directional 
way. A more common explanatory model is that behavior, thoughts, and 
feelings are constantly influencing each other, making available the 
possibility of pathways for willed actions to cause resonance in 
subconscious layers of our mind including values and faith. This 
dynamic model is also one of the most basic assumptions behind the 
effects of cognitive behavioral therapy. Still, in its purest form, this non-
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deterministic position depends on the acceptance of free will which is 
still a target of debate. My own argument related to the ego-syntonicity 
of belief was made from a more deterministic position suggesting we not 
use terms like ‘consciousness’ or ‘free will’ as facts, but rather use the 
terms ‘the experience of consciousness’ and the ‘experience of free will’. 
Although it is a relevant and important topic, a more detailed discussion 
of free will and consciousness was outside the scope of this thesis. 

Developed countries like the United States and the European countries 
are continuously adapting to their multi-faith populations. Many 
developing countries do not have freedom of religion, and societal 
changes through democratic processes may be difficult due to corruption 
and lobbyism. It is thus possible that we are looking into a future where 
the religious landscapes of developed and developing countries will 
divide further, creating a wide international religiosity gap. In multi-
cultural societies special awareness is needed where the cultural 
background of a patient differs from the dominant culture in the society. 
This can create special ethical dilemmas when the health care system is 
developed from within the dominant culture77. Learning to detect how 
different cultures affect clinically relevant values of both patient and 
physician continues to be one of the central challenges of health care 
systems of multi-faith and multi-cultural societies.  

Further aspects of international and cross-cultural differences will be 
discussed later (i.e., Paper 5 and 6). 

Paper 2 
In this paper we presented the methodological challenges involved in the 
process of collecting raw data samples from the research community. 
Criteria for sample eligibility were defined so that the data pool would 
not only host physicians but a broad range of other health professions. 
While the focus of this thesis is on physicians, this inclusive and open 
import strategy is one of the strengths of the NERSH Data Pool project. 
As Paper 2 describes, the finding, collecting, curing, and importing of 
raw data was a time-consuming process. Initial work took several 
months of full-time efforts. Still, once the search strategies were set up, 
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the database model was described, and core importation scripts were 
written in Stata, it was an easy task to extend the inclusion criteria to 
accept other health professionals. Adhering to the NERSH Data Pool 
setup and configurable import-scripts, new samples were imported in 
less than a day’s work including post-import testing of data integrity, 
regardless of occupation type and differences in local dataset coding. I 
believe this small effort will be greatly outweighed by the potential 
insights gained in future projects using these subsets of data. It is 
brought to attention here because it is a central argument in favor of 
sharing raw research data. 

Paper 2 also presented for the first-time demographic characteristics of 
the included health professionals. The size of imported datasets for this 
first version of the NERSH Data Pool were no doubt the largest compared 
to the later two versions (Figure 4). Out of the 14 samples included in 
NERSH Data Pool 1.0, three large samples from USA, Germany and 
Denmark comprised 68% of the total observations (N=3,646), and 70% 
(N=2,568) of the physicians. This proportional over-representation of 
developed Western countries was not intentional, but arguably a result 
of these countries’ early focus on this research area making funding for 
large studies possible. It has never been the intent to make pooled 
analyses of physicians from culturally distinct samples, but rather 
include the samples as separate raw samples enabling comparative 
analyses using a meta-analysis design. Keeping samples separate also 
hindered the many observations in the three dominant samples to dilute 
characteristics in smaller samples, but rather limited the standard error 
of measurements for the large samples, in effect leading to narrower 
confidence intervals in the weighted analyses (Figures 5, 6 and 7). 

As will be described in more detail later in Paper 5 we needed an 
instrument to measure degree of religiosity of the included physicians. 
Our initial plan was to use sub-scores from the already validated 
DUREL-index58. Unfortunately, only four of the samples supported this 
index, and in order to measure religiosity for most samples we proposed 
a modified version of the DUREL. The suggested scale was intentionally 
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targeted health professionals by including an item related to the 
influence of religiosity within clinical practice.  

Ideally, scale development would begin with a definition of the measured 
construct on basis of expert panel discussions and focus group 
interviews. For this project we did not have the option to include new 
variables based on such a process, and we had to choose to either limit 
religiosity measures to DUREL-compliant samples or accept the 
limitations embedded in a custom measure developed from the available 
data. We chose to suggest a new measure ‘Religiosity of HPs’. Both 
instruments were validated using sample-wise explorative factor 
analysis (EFA) and inspection of Scree plots. Despite originally proposed 
as a three-factor index of five items58, our EFA showed reasonable 
statistics when the DUREL-items were treated as a uni-dimensional 
scale. We thus measured concurrent validity of the new “Religiosity of 
HPs”-scale with the total sum-scores of the DUREL-scores (not 
published). 

When creating new instruments this way we must face a risk of limited 
validity. To control for this bias, we planned to rerun the validation 
statistics once we had received further samples (ie. data not used to 
initially validate the scale). This re-validation of the scales was one of two 
primary goals of the 2nd version of the Data Pool (Paper 3). 

Paper 3 
Three new samples were added to the NERSH Data Pool in version 2 
adding approx. 1,000 new observations to the pool, hereof approx. 500 
physicians. We knew that this version would become the data source for 
the 1st meta-analysis (Paper 5). Even though the added samples 
constituted only a minor addition in proportion to the existing data pool, 
we decided to publish the additions as a separate 2nd version for two 
reasons: 1) To publish a more detailed methodological description of the 
process of building the data pool, and 2) To re-test the proposed scales 
(primarily ‘Religiosity of HPs’ was of interest) before the meta-analysis.  

The 2nd version of the NERSH Data Pool was also our proof of the effect 
of the chosen search strategies (described in the Methods section). 



  Discussion 

71 
 

Especially the citation searches proved efficient for the task of finding 
new studies using the RSMPP Questionnaire. Even though the group of 
NERSH collaborators from the beginning of this project in 2016 spanned 
ten countries covering six continents, relying solely on the network 
search had obviously not been sufficient. Running the literature 
searches after the citation search also proved the efficiency of the citation 
searches, as the literature searches were not able to find further studies 
not already found by the citation searches.  

Only the sample of Brazilian residents supported both the DUREL and 
“Religiosity of HP” scales, why this sample was used to re-test scale 
reliability. As predicted, both scales produced equally acceptable test 
statistics as the previously added samples, and we thus had no concrete 
suspicions about invalidity. We thus decided not to perform confirmative 
factor analysis (CFA) and limited validation statistics to the EFA, 
knowing that we would have to accept some small degree of uncertainty 
about the scales’ validity. This way we saved time and made it possible 
to perform the planned meta-analyses later. Also, we gained some trust 
in the adjusted religiosity scale (Religiosity of HPs) knowing that half of 
its items were measures of intrinsic religiosity taken from the already 
validated DUREL-index (i.e., “I try hard to carry my religious beliefs over 
into all my other dealings in life” and “My whole approach to life is based 
on my religion”).  The last two items in the new scale were also intrinsic 
measures: “To what extent do you consider yourself a religious person?”, 
and “My religious beliefs influence my practice of medicine”. The decision 
to construct the scale as focused on intrinsic religiosity and with an item 
measuring self-reported influence on clinical practice was deliberate to 
support the means of this study. 

Paper 4 
With the 3rd version of the Data Pool our focus was not further evaluation 
of the scales, but rather describing the Data Pool as a basis for the 
upcoming IPDMA on the effect of R/S on R/S-B. Effort was put into the 
addition of six further samples, descriptive statistics hereof, and not 
least discussion of three important topics relevant to the Data Pool and 
IPDMA design. 1) Challenges of a quantitative approach when measuring 
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R/S and R/S-B, 2) IPDMA vs. traditional MA, and 3) Issues related to 
the high degree of between-sample heterogeneity. Key points of the 
discussion in Paper 4 are presented and elaborated upon here. 

Challenges of a quantitative approach 
Measuring R/S using quantitative methods is very difficult for several 
reasons. No consensus exists for the definitions of the basic constructs: 
religiosity and spirituality. According to the COSMIN guidelines the most 
essential questions to answer before developing an instrument is “What 
do we want to measure?”, in which “target population?” and for “which 
purpose?”78. While the last two questions are often answerable, the first 
question needs a clear definition of the construct of R/S, which is very 
hard for researchers to agree upon79,80. In different cultures R/S may be 
organized, experienced, and applied differently at a societal level. In 
addition to this, religiosity and spirituality are experienced intrinsically 
by individuals as mental, or even physical, states, and thus in nature 
personal and subjective. Psychometrics offer methods to measure the 
latter experiences but is still dependable on a clear definition of which 
parts of the personal R/S-experiences that constitutes what we want to 
measure within a specific setting. At the personal level, what most 
individuals would find defines their own R/S are the experiences that 
are meaningful and central in their personal life (i.e., experienced as 
‘sacred’, ‘religious’, ‘spiritual’). No lives are the same, and researchers 
end up getting a plethora of distinct personal definitions. Selecting a final 
construct definition from the collected material, rests on the researchers 
(likely guided by a focus group interview), and who themselves 
inarguably carry own beliefs and ideas about what is ‘sacred’. 
Constructing measurements like this is a long and complex process, and 
in contrast to most other Patient/Participant Reported Outcomes 
(PROM), it is easy to imagine how objectivity itself tear away a universal 
definition of R/S.  

IPDMA vs. traditional MA 
Meta-analyses are one of the gold standards in health care research. This 
is especially true when outcome measures are easy to observe and agree 
upon (i.e., blood pressure, death, concentrations within fluids, counts of 
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tumors or certain types of cells in biopsies etc.). The evolvement of 
medicine was foremost influenced by a health paradigm that defined 
diseases as mechanic dysfunctions or dysfunctions due to disease 
causing agents like viruses and bacteria. Today, modern medicine has 
evolved further to include many aspects of human health that are not 
sufficiently described under the traditional mechanical paradigm. 
Rather than mechanical disease, physicians and researchers focus on 
the illness experienced by the patient and accept the patient as a part of 
a dynamic network of many factors, both internal (i.e., psychological and 
physical) and external (i.e., environmental, relational, social, societal 
etc.). This bio-psycho-social approach makes it necessary for 
researchers to extend their focus to include less measurable constructs 
like quality of life, happiness, depression, resilience, intelligence, values 
(including religious and spiritual), and countless more. 

Concerns have been raised over the appropriateness of using meta-
analyses for the bio-psycho-social sciences. Within our research field, 
Koenig et al. highlights several problems81 including that “when studies 
measure different variables, incomplete or unstandardized results, 
inability to account for inter-study variation, heterogeneity due to broad 
inclusion criteria without the possibility to limit the analysis to sub-groups 
within the samples, and susceptibility to the ecological fallacy”. All these 
problems are real for traditional meta-analyses. Still, we counter-argue 
that they are all mitigated by the improved IPDMA-design61,62 which we 
enable when collecting raw data (See Paper 4, Discussion).  

Heterogeneity 
A suggestion by Koenig et al. was that meta-analyses only be used to 
describe potential heterogeneity, and less in attempts to test for 
consistency and generalizability of study findings across populations. We 
expected a large degree of heterogeneity in this study due to the cross-
cultural design, as was also evident from the I2 statistics in Paper 5 and 
Paper 6 (discussed later). The cause of this is most likely differences in 
sampling (location, culture, profession and sampling methods), and 
differences in subjective judgements in the local samples. This tells us 
that the within-sample variations of variables are very different between 
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samples, why any attempt to compare local samples must be done with 
caution (low external validity) and should at the least use random-effects 
modeling and control for within-sample confounders. 

As is visible in the Forest plots in Paper 6 we demonstrated that the 
between-study heterogeneity (I2) decreases when we grouped physicians 
into psychiatrists and non-psychiatrists (i.e., medical specialty). This 
informs us that further stratification of the physicians is likely to reduce 
the heterogeneity even further making comparisons somewhat more 
feasible. This is of course only possible when stratification fits the 
concerned research question. We recommend adjusting the stratification 
and thus degree of heterogeneity to a degree that does not dilute a 
potential effect, and then interpret the results of between-sample 
comparisons while carefully considering the risk of making a Type I error 
(i.e., concluding that results are significant when in fact they are not). 

Paper 5 
In this first of two papers testing existing hypotheses, we demonstrated 
that half (50%) of the physicians in the NERSH Data Pool version 2.0 
stated to be influenced by own religious values. Findings differed largely 
across the samples, where samples with high mean religiosity showed 
higher degree of influence of belief than samples with low religiosity 
scores. In the article I have argued that culture was unaccounted for and 
most likely responsible for large parts of this heterogeneity. A general 
trend indicated that European and developed countries scored lower on 
both measurements compared to developing countries. For instance, 
17% of Danish physicians stated to be influenced by their beliefs, 
whereas 91% of Indonesian physicians stated the same. Difference in 
prevalence of religiosity in these two samples were most likely the main 
cause for this difference in reported influence. Statistics for correlation 
were not performed in this article (please see Paper 6). Paper 5 indicates 
complex interactions between R/S and culture, and concludes that 
religious beliefs of physicians are likely to have a significant influence on 
delivered health care when viewed from a global perspective. 
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interviews with physicians and patients from the university hospital that 
contributed with the Indonesian sample, Dr. Soetomo Academic 
Hospital. The questions listed above stem mainly from the interview 
protocol for the physicians. The Indonesian hospital was chosen because 
of its marked difference from the Danish sample, and to attend to my 
skewed pre-knowledge of the cultures of interest.  

The planning of the research stay took several full-time months over a 
two-year period. Unfortunately, the research stay was cancelled due to 
the Covid-19 pandemic. This leaves interpretation of the cross-cultural 
findings in this thesis at a theoretical level, aware of possible personal 
biases. 

A note on causality 
Cross-sectional surveys including meta-analyses are not fit for 
determining direction of causality. It is thus not possible to say whether 
degree of religiosity causes physicians to declare their religiosity to 
influence their clinical practice, or whether there exist pathways of 
inference that are working in the opposite direction. At a theoretical level 
it seems most likely that religiosity is a major informer of the second, 
due to the latter’s principal dependency on the former, and also, because 
of recall-bias making it easier for very religious physicians to recall 
religious values more efficiently when asked about their presence than 
physicians with less experience with religious values and doctrines. Still, 
it is not impossible that reporting to be influenced by religious values 
builds and maintains a personal identity as a “religious person”, thus 
indicating some degree of causality in the opposite direction. In this 
specific case, I would note that this method of maintaining an existential 
frame of self-concept detached from organized religion is best defined as 
spirituality and not religiosity, at least according to the definitions I use 
in this thesis.  

Others have also argued for a bi-directional influence of R/S and 
behavior related to R/S. The multi-center study by Ramakrishnan et al. 
found the “r/s beliefs and integrative clinical services may be 
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bidirectional”57. Koenig has made similar suggestions in the Handbook 
of Religion and Health10. 

The gold standard for determining causality in health care is 
Randomized Controlled Trials (RCT). In our case, RTCs would require the 
use of religiosity as an intervention on non-religious physicians, which 
is not a feasible nor recommendable setup for practical and ethical 
reasons. Another way to analyze potential causality is to perform follow-
up surveys within the same group of physicians. This way we may be 
able to detect changes in religiosity over time and from those changes 
derive a model for any changes in the physicians’ tendency to report 
influence by religious values. Unfortunately, none of the surveys in the 
Data Pool have conducted a follow-up survey.  

Critics of the longitudinal approach for this specific question could argue 
that significant changes in religiosity are hard to detect due to general 
low validity of measurement instruments in this field. Also, measurable 
changes in religiosity are arguably rare in adult life, and the follow-up 
time would have to be long, thus increasing the possibility that variations 
of changes in other influencing factors may dilute any signs of effect by 
changes in religiosity.  

Paper 6 
In this paper we confirmed one of the central hypotheses in this research 
field: That degree of religiosity is associated with positive behavior in 
situations involving R/S in clinical practice. We feel confident that the 
methods used have raised the level of methodological quality of previous 
quantitative analyses of physicians’ R/S-values. 

Physicians’ behavior related to R/S in clinical practice have commonly 
been measured using a single variable like self-reported tendency to 
inquire about patients’ R/S48,70,84, while others have suggested 
composite measurements20,85-87. For this article we set out to answer 
Research Question 2 as clearly as possible, and thus needed a concise 
definition of what we mean when we talk about ‘behavior related to 
potential influence of physicians’ own R/S on clinical practice’. We use 
the term ‘behavior’ in a way that covers more than just physicians’ 
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tendency to inquire about R/S (which is the single variable often used 
by other research teams to measure behavior). Physicians may approach 
R/S in other ways as well: Some share own ideas about R/S, some 
encourage patients to draw on their R/S resources, some physicians 
pray with patients, and others have personal barriers against including 
R/S in the clinical meeting and thus change the subject if R/S comes up 
in the conversation. We defined behavior related to R/S (R/S-B) as a 
complex construct, and if we wanted to measure it as a dependent 
variable, we had two options: 1) Measure the effect of the independent 
variable on each dependable variable of interest, or 2) encompass the 
dimensions of the dependent construct in a composite scale. Curlin et 
al. used the first approach in their article on physician R/S on self-
reported behavior from 200630 demonstrating in detail the associations 
between R/S and various R/S-B variables for American physicians. Still, 
this approach was not feasible in our project because it would 
necessitate a meta-analysis for each variable, which would limit our 
possibility to give a single answer to our Research Question 2. Curlin et 
al. themselves recommended that future studies analyzed these 
variables using different models of construct30, which is what we did 
when decided to measure behavior as a complex construct using the 
combination of the individual variables into a single scale of R/S-B. We 
included Curlin’s raw data in our analysis (Curlin, 2005), and thereby 
automatically re-retested the American authors’ findings in their article 
from 2006 using a composite measure of their proposed variables.   

As for the “Religiosity of HPs” scale proposed in Paper 2 and 3, the scales 
of R/S and R/S-B were convenience instruments developed from the 
available data. Their validity was assessed as best as possible within the 
frames of this project. As recommended in the published articles, the 
measurements must undergo further validation before they are used 
routinely, preferably using a systematic approach as suggested in the 
COSMIN Guidelines88. 

In the article we found clear indications for a positive correlation for all 
samples. All but two samples were overlapping with the overall 
confidence interval for the entire meta-analysis thus indicating that 
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samples generally are centered around a common mean correlation 
coefficient of 0.65 (CI95%, 0.48 to 0.83). This can be read as “for every 
one-point increase in the R/S-score, the R/S-B score increased 0.65 
points”. As described in the article the confidence intervals of two 
samples were outside the interval for the overall mean. The behavior-
score of the physicians from Congo sample seemed twice as susceptible 
to changes in R/S-score than for the rest of the samples. A one-point 
increase in R/S-score was associated with an increase of R/S-B of 
almost two. We are not able to say what caused this difference, but it is 
possible that attitudes and clinical procedures at the hospital are built 
upon a fundament of Christian/Catholic values. The Catholic Church is 
a very powerful organization in Congo, and many schools, universities 
and hospitals are owned and run by the Church. We do not have 
information about the official values and guidelines from the hospital 
and did not categorize it as a religious institution. Identifying health care 
as an aspect of religious service, could encourage and maintain a work 
ethic at the hospitals that makes physicians especially aware of their 
behavior related to R/S. This would also explain why the second highest 
correlation was found for the religious hospital from Austria 
(Barmherziege Brüder). 

On the opposite direction of the overall mean correlation coefficient, we 
found no effect of R/S on R/S-B in the sample of Brazilian physicians 
by Lucchetti, 2012. This sample was collecting using interviews instead 
of traditional self-administered questionnaires. This approach may have 
bias answered in fear of expressing opinions that were on either end of 
the scales, thus increasing neutral answers, blurring any actual 
differences between the participants.  

Results must be interpreted considering the high degree of heterogeneity 
between the samples. Heterogeneity has been discussed previously. See 
also the Limitations section. 

Psychiatrists vs. non-psychiatrists 
In the separate analysis comparing psychiatrists to their colleagues from 
other medical specialties, we found that psychiatrists generally report a 
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significant more positive behavior towards R/S in clinical practice, R/S-
B score 8,3 (7.93-8.71) compared to 7,5 (7.38-7.61) for non-
psychiatrists, whereas R/S did not differ significantly between the 
groups. Earlier research has pointed toward a larger religiosity gap for 
psychiatrists, because they were less religious, but probably more 
spiritual than other physicians89. We were not able to confirm this in our 
study, perhaps because we analyzed a construct composed of both 
religious and spiritual dimensions of the physician, thus diluting out 
potential different contributions of the included variables. A deeper 
analysis of this findings was outside the scope of this project. But it could 
be interesting if a future CFA would condemn the one-factor 
interpretation of the R/S-measure used in our study.  

Psychiatrists may be better trained and experienced in focusing on 
values and beliefs of their patients due to the phenomenological nature 
of mental health disorders. Often, patients are not able to distinguish 
the disorder from other personal mental states and may experience 
personally sacred entities (i.e., their values or self-identity) as 
threatened, violated, broken or even missing. Metacognitive meaning-
making may be dysfunctional and fail to place the individual in a bigger 
meaningful context, and thus weakening the personal frame of self-
concept. Psychiatrists may not think of it as such but taking interest 
into these deep and seemingly endless aspects of their patients’ internal 
lives overlap with many definitions of spiritual care. When a psychiatrist 
advises a patient to increase the elements in her life that he/she finds 
best relieves stress and produces the most well-being, are the patient 
not encouraged to search for moments that for him/her are experienced 
as something strikingly like the sacred moments described by Pargament 
(i.e., characterized by their boundlessness, ultimacy, and transcendent 
nature)? 

In Paper 6 we did not find any significant differences in the effect of R/S 
on R/S-B for the included groups. In other words, increasing the 
religiosity of psychiatrists exerted the same effect on behavior as that of 
non-psychiatrists (approximately 0.55 for each increment of R/S-score). 
This assumes that R/S and R/S-B are separate constructs. This may be 
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disputed by the argument that religious behavior is a part of religiosity 
and thus we would expect the constructs to be correlated. 

As we furthermore conclude in Paper 5, it is interesting how the effect of 
R/S on R/S-B was equal across all samples. We believe this is the first 
time an international collaboration demonstrates such universal effect 
of religiosity on behavior. It would be tempting to assume that religion 
should show higher regression coefficients for samples from cultures 
where religious values are a more visible part of society. Instead, we 
found that the R/S of a physician from for instance Indonesia exert the 
same effect on R/S-B as a physician from a secular-minded country like 
for instance Denmark. 
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Limitations  

»Uncertainty Is an Uncomfortable Position. But Certainty Is an Absurd One«
- Voltaire

No research project nor interpretation thereof are perfect. I have 
attempted to apply the strictest scientific methods feasible to the 
project’s design and data source. Still, biases are undoubtfully present 
at all levels from idea to concluding paragraphs. Specific limitations and 
biases are presented in each published paper of this thesis. I will present 
several of them here, some because of their high level of significance, 
others because I feel it necessary to elaborate somewhat on the 
published paragraphs.  

Study designs 
The narrative review used to gather information used in the 
philosophical exploration in Paper 1 may not have found all relevant 
material. The paper should be read as my own reflections on the subject. 
It could preferably have been published as a ‘Perspective’ or ‘Viewpoint’ 
rather than a philosophical exploration, but not all journals support 
these types of contribution.  

Pooling raw data samples is a very time-consuming process (Paper 2-4). 
When assessing the compatibility of each item in the local datasets a lot 
of decisions were made based on the judgements of me and my 
supervisors. All decisions have been documented (See the compatibility 
chart in the Appendix). I was not able to evaluate the French items for 
linguistic compatibility because I am not fluent in French. Importation 
of the data collected using the French questionnaire was based on the 
German coding within the dataset. 

Central to the process of building the data pool were the importation 
scripts written in Stata. Like all human-written code programming is 
susceptible to flaws in algorithms and typographical errors. I wrote 
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several thousand lines of code in order to import the 23 raw datasets. 
Using my former career as a programmer and Microsoft Certified 
Database Specialist, I have tried my best to work systematically and 
regularly tested the code for ‘bugs’. Still, almost none of the code written 
have been double-checked by other programmers. Such quality 
measures of code are essential to the success of software developers and 
tech companies, but in my experience, this is a rarity within the health 
sciences.  

The output of each meta-analysis (Paper 5 and 6) is the product of a 
series of decisions. The usefulness of a meta-analysis is never better 
than its execution. Using the IPDMA-design we alleviated many of the 
downfalls of traditional MA. Still, several decisions may accumulate to a 
biased conclusion of the IPDMAs: 

1) Curing, translating and importation the raw data samples in
dialogue with local researchers includes a risk of
misunderstanding or human error

2) We did not perform Funnel plots in order to control for
publication bias. We are not able to rule out that samples with
contradictory findings exists but are not made public. Still, we
have been successful in collecting several local samples that were
not previously published

3) One sample (Lucchetti, 2016) used interviews to collect
information. We found this sample to distinguish itself apart from
the others on several tests, why we were curious if this was
caused by the difference in sampling method

4) Surveys were conducted over 15 years. Changes in the global
religious landscape may be a factor we have not been able to
control for.

5) Outcome measures used in the meta-analyses were not developed
using gold standards like COSMIN. Scales were developed from
the available data for convenience limiting both their internal and
external validity.
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Measuring R/S and R/S-B 
Religiosity and spirituality are both complex constructs with a plethora 
of possible interpretations and definitions. Measuring them individually 
are difficult. Measuring them together as a uni-dimensional scale limits 
its validity. This is a cost we were well-aware of from the project’s 
beginning. 
We did not include stratification of religious affiliation to the analyses, 
and physicians who defined themselves as non-affiliated with a religion 
were given a R/S score as well. This in intentional, as non-affiliation or 
even atheists may exert characteristics of religiosity and/or spirituality. 
It would however have been interesting to add an analysis using 
stratification of religious affiliation instead of R/S-score, or simply 
between the two groups ‘reporting a religious affiliation’ and ‘reporting 
no affiliation (including atheists and agnostics)’. 

A bias of local culture? 
Several places I have tried to interpret the quantitative cross-cultural 
findings.  As a native Dane, who have primarily travelled in Europe, my 
understanding of cultures form other continents is limited. My 
interpretations may fail to include fundamental forces not readily 
accessible to foreigners. The attempt to complete a research stay in 
Indonesia was sadly cancelled due to Covid-19. Perhaps I will get the 
chance to conduct this qualitative investigation at a later time, with the 
hope to challenge my own intrinsic cultural biases. 
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Perspectives 
Our search strategy was more sensitive to studies using the RSMPP 
Questionnaire than the NERSH Questionnaire. It is therefore important 
that the search strategy is updated before the next version of the NERSH 
Data Pool is built, including new search strings, and to add fundamental 
NERSH publications2-4,39,59 to the citation search. 

Shortcomings of objective efforts to define a universal R/S construct still 
serves a purpose, because they keep updating and molding the current 
definitions keeping them from becoming meaningless. To investigate and 
attempt a clearer definition of the construct I imagine help could be 
found in the more humanistic sciences and especially using 
phenomenological approaches90. 

On international data sharing 
Sharing and pooling research data has never been more important. The 
Covid-19 pandemic continues to demonstrate the interconnectedness of 
the world’s countries. It is necessary for health care systems to continue 
to improve the quality of cross-cultural services both nationally and 
internationally. Collaborations across nations and continents create 
unique insights and understanding of cultural differences and help 
develop research fields. This type of international networking has 
increased over the last 40 years. A meta search in 1980 revealed 46 
mentions of the term ‘data sharing’ in their abstract, which had 
increased to 5,960 in 201991. Especially the many benefits of sharing 
research data has become notified as fruitful within collaborations92,93.  

My own experience with this project highly supports this development in 
data sharing. Once the data are harvested, cured and imported in a 
database or data pool, analyzing the data is very straightforward. Several 
datasets we collected were unpublished, and those who had published 
own analyses, had often focused on very specific parts of the 
questionnaire leaving large collections of data untouched. Interestingly 
the untouched variables could have been the primary focus of other local 
research groups and therefore of great value for further hypothesis 
testing. 
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At the time of writing (January 2022) we are in possession of two 
additional raw datasets and are in dialogue with other research groups 
regarding further samples to include in an upcoming fourth edition of 
the NERSH Data Pool.  

Psychiatrists vs. non-psychiatrists 
The investigation of psychiatrists compared to non-psychiatrists (Paper 
6) used the same design as the main analysis. Unfortunately, study
criteria excluded more than 800 psychiatrists including all the
psychiatrists added to the third version of the NERSH Data Pool. A future
analysis is warranted that better utilize the power of the 1,000
psychiatrists who completed the questionnaire. We are thus planning a
future meta-analysis that focuses on psychiatrists’ barriers against
engaging in discussions about R/S with their patients.

Qualitative perspective 
The quantitative results generated by this project have spawned a lot of 
questions regarding their interpretation. Investigating how physicians 
themselves describe their experiences would help this interpretation. As 
described, I was not able to complete the planned research stay in 
Indonesia, where I was to conduct semi-structured interviews with 
physicians and their patients. It is my hope that this project will be 
completed at another time. 
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Conclusions 

“Every theory is killed sooner or later in that way. But if the theory has good in 
it, that good is embodied and continued in the next theory” 

- Albert Einstein, 1879-1955

We found support of two basic hypotheses about physician R/S-values:  

1. Physicians are influenced by own religious values in their clinical practice
2. The personal values/religiosity/atheism of physicians are associated with

increased willingness to actively discuss religion and spirituality with their
patients

In a separate analysis we found psychiatrists to report a more attentive 
behavior towards patients’ R/S compared to non-psychiatrists, but we 
found no reason to suspect that the effect of physicians´ R/S on R/S-B 
was different for that of psychiatrists.  

The use of individual participant data meta-analyses made it possible to 
enforce equal and high standards for the outcome measures across the 
included samples. Researchers are strongly encouraged to share more 
data within established research networks both nationally and 
internationally. 

Clinical implications 
No matter if physician values stem from religion, spirituality, or even a 
secular background, we have reason to suspect they are of importance 
to the care and treatment delivered. The interplay between subjective 
values and clinical practice continues to be paramount for high quality 
health care. Further education and transparency in the clinical 
encounter seem viable approaches if we are to honor patient needs and 
expectations. Until organized training in this area is widely available, 
physicians can already start the process by trying to honestly detect to 
what extent their personal beliefs and values are at work in the clinical 
encounter with patients. 
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In the Preface I described my motivation behind endeavoring into this 
project, illustrated by a challenge in deciding how much of myself as a 
person I should include in the conversation with my patients. 
Considering the findings of this PhD project and remembering that R/S-
values only constitute a part of all human values, I have no doubt that 
personal values are highly prevalent and active among my Danish 
colleagues, be they religious, spiritual, political, ideological, secular or 
atheistic. I also feel confident that setting the limit for personal 
involvement is important for all physicians whether identified as a task 
or not.  

I have remained engaged in the clinic throughout this part-time PhD 
project and have continually reflected on my own approach to patients 
in relation to the findings of this project. As a result, I have increased my 
awareness of the way my personal values are at work when I talk to my 
patients. Often my focus on values has enabled me to address relevant 
existential themes not brought up by the patients themselves. Also, 
when disagreement have occurred between a patient and me, or between 
me and a colleague, I have found that even very practical disputes may 
be rooted in the application of conflicting personal values. Articulating 
relevant values or world views in discussions have countless times 
helped me repair or strengthen relationships with both patients and 
colleagues. Attempts to suppress these values would not only be 
fruitless, but also pointless. Instead of questioning the value neutrality 
of physicians, I believe we should rather ask how to develop meaningful 
applications of our existing values. 

A common misunderstanding is that personal values are private. This is 
not the case. We all unconsciously clothe ourselves in our values and 
communicate through them. Allowing my values to show, does not mean 
that I must give the patient details about my health or private life. 
Investing something personal in the physician-patient relationship is not 
the same as investing something private. Facilitated by values like 
respect, candor, curiousness and an unprejudiced mind I can stay on 
the topic chosen by the patient and at the same time present myself and 
my values through my communication, attitudes and behavior. Through 
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training, and guided by the bioethical principles of beneficence, 
nonmaleficence, autonomy, and justice I can identify and limit the 
influence of potential values that do not serve the patient’s needs. But 
most importantly, I am convinced that my personal values are 
prerequisite for developing meaningful and trust-based relationships 
with my patients; and in my experience, true trust and respect from my 
patients are not achieved until I give them reasons to believe that I 
personally share with them fundamental terms of life: I too am human, 
I too have feelings, I too have doubts, I too err, I too am a patient 
sometimes, I too have lost loved ones, I too suffer, and I too shall die. 
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