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Schizophrenia remains a debili-
tating, often chronic disease
that can be associated with im-

pairment in multiple domains of
functioning (1). The concept of re-
covery (2) may be useful in caring for
patients with schizophrenia, through

its emphasis on personal achievement
rather than symptom reduction.
From this perspective, religion—de-
fined in the broad sense as including
both spirituality (concerned with the
transcendent and addressing the ulti-
mate questions about life’s meaning)

and religiosity (specific behavioral,
social, doctrinal, and denominational
characteristics)—can be helpful for
patients whose social life and identity
have been severely damaged by the
course of the disease.

Indeed, some authors have pointed
out that religious practices are com-
mon among psychiatric patients in
Europe (3,4) and North America
(5,6). Up until now, research on
schizophrenia has examined mainly
religious delusions and hallucinations
with religious content, but religion as
a coping mechanism has been the
subject of growing interest (7). In
clinical practice, clinicians may be re-
luctant to take this issue into consid-
eration. Several factors may account
for the neglect of religious issues in
psychiatric practice: an underrepre-
sentation of religiously inclined pro-
fessionals in psychiatry, which has
been noticed among both North
American (8) and British psychia-
trists (9); a lack of religious education
for mental health professionals
(8,10); and mental health profession-
als’ tendency to pathologize the reli-
gious dimensions of life (10,11). The
neglect of religious issues in psychia-
try may also be linked to the rivalry
between medical and religious pro-
fessions that stems from the fact that
both domains address the dilemma of
human suffering (12,13).

The study reported here examined
the extent to which religion helped
outpatients with schizophrenia to
cope with their illness. In addition,

Spirituality and Religious Practices
Among Outpatients With Schizophrenia
and Their Clinicians
PPhhiilliippppee  HHuugguueelleett,,  MM..DD..
SSyyllvviiaa  MMoohhrr,,  MM..AA..
LLaauurreennccee  BBoorrrraass,,  MM..DD..
CChhrriissttiiaannee  GGiilllliieerroonn,,  PPhh..DD..
PPiieerrrree--YYvveess  BBrraannddtt,,  PPhh..DD..

Dr. Huguelet, Ms. Mohr, and Dr. Borras are affiliated with the Secteur Eaux-Vives, De-
partment of Psychiatry, University Hospitals of Geneva, Rue du 31-Décembre 36, 1207,
Geneva, Switzerland (e-mail, philippe.huguelet@hcuge.ch). Dr. Gillieron is with the fac-
ulty of psychology of the University of Geneva. Dr. Brandt is with the faculty of theology
of Lausanne University in Lausanne, Switzerland.

Objectives: Religious issues may be neglected by clinicians who are
treating psychotic patients, even when religion constitutes an important
means of coping. This study examined the spirituality and religious
practices of outpatients with schizophrenia compared with their clini-
cians. Clinicians’ knowledge of patients’ religious involvement and spir-
ituality was investigated. Methods: The study sample included 100 pa-
tients of public psychiatric outpatient facilities in Geneva, Switzerland,
with a diagnosis of nonaffective psychosis. Audiotaped interviews were
conducted with use of a semistructured interview about spirituality and
religious coping. The patients’ clinicians (N=34) were asked about their
own beliefs and religious activities as well as their patients’ religious
and clinical characteristics. Results: Sixteen patients (16 percent) had
positive psychotic symptoms reflecting aspects of their religious beliefs.
A majority of the patients reported that religion was an important as-
pect of their lives, but only 36 percent of them had raised this issue with
their clinicians. Fewer clinicians were religiously involved, and, in half
the cases, their perceptions of patients’ religious involvement were in-
accurate. A few patients considered religious practice to be incompati-
ble with treatment, and clinicians were seldom aware of such a conflict.
Conclusions: Religion is an important issue for patients with schizo-
phrenia, and it is often not related to the content of their delusions.
Clinicians were commonly not aware of their patients’ religious in-
volvement, even if they reported feeling comfortable with such an issue.
(Psychiatric Services 57:366–372, 2006)
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the importance of religion was evalu-
ated among the patients’ clinicians.
The degree to which clinicians were
aware of their patients’ religious in-
volvement and spirituality was inves-
tigated. The ease with which clini-
cians were able to discuss this topic
was evaluated, as well as the potential
clash between health care and reli-
gion, as described by patients. Final-
ly, we evaluated clinicians’ under-
standing of patients’ views of this con-
flict. Our hypotheses were that reli-
gion is more important for patients
who have chronic psychotic illness
and less important for clinicians than
in the general population and that pa-
tients’ religious practices and spiritu-
ality are underestimated and neglect-
ed by clinicians.

Methods
Study design and procedure
One hundred patients, all followed
in Geneva’s four public psychiatric
outpatient facilities, were included
in the study. These clinics offer
long-term treatment, primarily for
patients with diagnoses of schizo-
phrenia, bipolar disorder, severe de-
pressive disorder, and personality
disorder. The multidisciplinary
teams are composed of a first-line
psychiatrist, who can be assisted by
nurses or social workers, or both, if
necessary. Patients receive support-
ive psychotherapy, somatic treat-
ments, and rehabilitation as needed.
Patients between 18 and 65 years of
age who met ICD-10 (14) criteria
for a diagnosis of schizophrenia or
other nonaffective psychoses were
included in the study. Patients were
excluded if their clinical condition
prevented them from participating
in the interviews. Data collection
took place between May 2003 and
June 2004. The study was approved
by the ethical committee of the Uni-
versity Hospital of Geneva. Patients
participated in the study only after
receiving detailed information about
the study and signing a written con-
sent document.

In each clinic, about 200 patients
were eligible for this study. Clinicians
at the four outpatient clinics were
provided with information about the
research. Psychiatrists were asked to
solicit all successive eligible patients

in their care to participate in the
study. One of the authors (the second
author) then met with patients to
conduct audiotaped interviews. At
that point, three patients refused to
participate in the study. Demograph-
ic data were collected, and the Posi-
tive and Negative Syndrome Scale
(15) and the Clinical Global Impres-
sion (CGI) (16) were then adminis-
tered. Psychosocial adaptation was
evaluated with axis V of DSM-IV (17).
Subjective quality of life was evaluat-
ed with a visual analogue scale.

No validated French-language
questionnaires exist that survey reli-
gion and religious coping. We devel-
oped a semistructured interview

adapted from several different scales
or questionnaires—the Multidimen-
sional Measurement of Religiousness
or Spirituality for Use in Health Re-
search (18), the Religious Coping In-
dex (19,20), and a questionnaire on
spiritual and religious adjustment to
life events (21). Our clinical interview
with the patients explored, with 20
open questions, the spiritual and reli-
gious history of patients, their beliefs,
their private and communal religious
activities, the importance of religion
in their daily lives, the importance of
religion as a means of coping with
their illness and its consequences, the
synergy versus the incompatibility of

religion with somatic and psychiatric
care, and the patients’ ease with
speaking about religion. In addition
to this interview, the salience of reli-
giosity (that is, the frequency of reli-
gious activities and the subjective im-
portance of religion in daily life), reli-
gious coping, and synergy with psy-
chiatric care were quantified by a vi-
sual analogue scale with five an-
chored points. The duration of the in-
terview was about 30 minutes. A test
of this clinical interview in a sample of
ten patients demonstrated its com-
patibility with different characteris-
tics of the religious beliefs, practices,
and coping methods encountered.
Responses obtained by the interview-
er of the 100-patient sample were
compared with those from 15 addi-
tional interviews conducted by the
third author to control for interviewer
bias. The comparison of the two sets
yielded equivalent distributions and
patterns.

Clinicians were questioned about
their religion. Clinicians were also
asked about each patient’s compli-
ance, religion, religious coping with
illness, and the synergy between reli-
gious practice and treatment. Clini-
cians were also questioned about the
ease with which they discussed reli-
gion with patients. Two patients re-
fused to allow their clinician be in-
terviewed. One psychiatrist refused
to be questioned about his religion.
Consequently, data for 19 psychia-
trists, 11 nurses, and five social
workers were analyzed, providing
descriptions of 98, 71, and 30 pa-
tients, respectively.

Comparisons between our sample
and the general population were
made on the basis of data from a soci-
ologic survey conducted in 1999 (22),
after authorization was obtained from
that study’s author. A random sample
of 1,561 individuals living in Switzer-
land was contacted by telephone and
questioned about religion and social
relationships. In addition, 1,205 par-
ticipants returned a written question-
naire about values and social relation-
ships. Despite the methodologic dif-
ferences between that study and ours,
it was nevertheless possible to obtain
some insight from a comparison be-
tween patients and clinicians and the
general population.
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Statistical analysis
An exploratory principal compo-
nents analysis with rotation includ-
ing three variables (the frequency of
group religious practices, the impor-
tance of individual religious prac-
tices, and the subjective importance
of religion in daily life) was used for
patients and clinicians. Comparisons
between clinicians and patients were
made with nonparametric statistics:
the chi square test and Wilcoxon’s
signed-rank test. Comparisons be-
tween clinicians were made with use
of nonparametric statistics: the chi
square test and the Kruskal-Wallis
test. The number of patients treated
by a clinician was independent of
both patients’ and clinicians’ reli-
gious characteristics. Thus all data
were used to compare clinicians’
representations with their own reli-
gious characteristics and the reli-

gious characteristics of their patients
with use of nonparametric statistics:
the chi square test, the Kruskal-Wal-
lis test, and Wilcoxon’s signed-rank
test.

Results
Sociodemographic and clinical char-
acteristics of the patients included in
the study are summarized in Table 1.
These characteristics are representa-
tive of those of the patients treated in
these clinics. Forty, 25, 22, and 13 pa-
tients, respectively, were recruited in
the four outpatient clinics.

The study psychiatrists were
younger than the nurses and social
workers (mean±SD ages of 35±6
years, 46±5 years, and 46±11 years,
respectively). The gender distribution
was equivalent across professions (41
percent male). No significant differ-
ences in spirituality and religious
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TTaabbllee  11

Characteristics of 100 outpatients with
schizophrenia who participated in a
study of spirituality and religious prac-
tices in Geneva, Switzerland

Variable N

Gender
Men 74
Women 26

Ethnicity
Caucasian 80
Arabian 8
African 7
Asian 5

Age (mean±SD years) 39±10
Marital status

Single 81
Married 7
Separated or divorced 12

Living situation
Alone 49
With family 21
In a halfway house 30

Without remunerated work 86
Psychosocial functioning 

(mean±SD GAFa score) 56±14
Clinical Global Impression

Slightly ill 33
Moderately ill 34
Severely ill 33

Subjective quality of life
Unhappy 17
In between 40
Happy 43

Diagnosis
Schizophrenia 82

Paranoid 62
Hebephrenic 8
Undifferentiated 12

Schizoaffective disorder 17
Psychotic disorder not 

otherwise specified 1
Current comorbidity

Substance abuse 23
Nicotine dependence 63

Duration of illness (mean±
SD years) 16±11

Hospitalizations
Median number 6
Median duration (months) 5

Symptoms as measured by 
the PANSSb

Positive symptoms (mean±
SD score) 13±5

Negative symptoms (mean±
SD score) 12±6

General symptoms (mean±
SD score) 23±5

Total score (mean±SD) 48±11
Duration of illness (mean±

SD years) 16±11

a Global Assessment of Functioning. Possible
scores range from 1 to 100, with higher
scores indicating better functioning.

b Positive and Negative Syndrome Scale. Possi-
ble scores range from 7 to 49 for positive and
negative symptoms, from 16 to 112 for general
symptoms, and from 30 to 210 for total score,
with higher scores indicating more severe
symptoms.

TTaabbllee  22

Spirituality and religious activities among outpatients with schizophrenia and cli-
nicians and in the general population of Switzerland

General 
Clinicians populationa

Patients (N=34) (N=1,561)
(N=100)

Variable % N % N %

Participates in group religious activities
Never 56 20 59 153 10
Each year 11 7 20 987 63
Each month 10 3 9 233 15
Each week 20 4 12 147 9
Each day 3 0 — 41 3

Participates in individual religious
activitiesb

Never 26 19 56 152 10
Each year 3 4 12 347 22
Each month 10 4 12 179 11
Each week 9 1 3 276 18
Each day 52 6 17 607 39

Importance of spirituality in daily livingc

Of no importance 14 8 23 117 8
Of some importance 9 6 18 285 18
Important 18 7 21 354 23
Very important 19 9 26 532 34
Essential 40 4 12 271 17

Religious affiliationd

Traditional Christianity 49 16 47 1,364 87
Pentecostal Christianity 11 0 — 27 2
Judaism, Islam, or Buddhism 8 1 3 21 1
Other religion 14 1 3 11 1
No affiliation 18 16 47 136 9

a Drawn from a Swiss survey with the author’s authorization
b Patients versus clinicians: Wilcoxon’s signed-rank test W=1555.000, two-tailed p<.001
c Patients versus clinicians: Wilcoxon’s signed-rank test W=1779.000, two-tailed p=.007
d Patients versus clinicians (Christian versus other religion versus no affiliation: χ2=12.497, df=2,

p=.002
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practices were found by profession,
age, or gender.

Religious practice and spirituality
for patients, clinicians, and the gen-
eral Swiss population (22) are de-
scribed in Table 2. Most of the gen-
eral population belonged to tradi-
tional Swiss Christian churches
(Protestant or Catholic), whereas
the study patients were more likely
to mention Pentecostal churches,
non-Christian religions, minority re-
ligious movements (for example, es-
oterism, spiritism, Christian Sci-
ence, Scientology, or Ufology) or
double religious affiliation (for ex-
ample, both Muslim and Christian
or both Buddhist and Christian).
Seventeen percent of the clinicians
claimed to be atheist, compared
with only 5 percent of the general
population. Patients were more in-
volved and clinicians less involved
than the general population in indi-
vidual religious activities. Despite
patients’ extensive religious involve-
ment, there was no significant dif-
ference between patients and clini-
cians in the extent of participation in
religious activities.

The principal components analysis
that examined the frequency of reli-
gious practices and the subjective im-
portance of spirituality yielded a solu-
tion with two factors for patients. The
first explained 61 percent of the vari-
ance and included individual religious
practices with the subjective impor-
tance of spirituality, and the second
explained 24 percent of the variance
and included group religious prac-
tices. Thus group activities were
weakly correlated with spirituality
(Kendall’s tau b=.27) and individual
activities (Kendall’s tau b=.30). Analy-
ses of content showed that these weak
correlations were related to psy-
chopathology reflecting aspects of re-
ligious belief (16 patients), difficulties
in social relationships (24 patients),
rejection from religious communities
(two patients), and participation in
community religious activities with-
out religious beliefs (two patients).

For the clinicians, the principal
components analysis yielded a differ-
ent solution from that of the patients,
with one factor explaining 80 percent
of the variance. Group activities were
highly correlated with spirituality

(Kendall’s tau b=.65) and individual
activities (Kendall’s tau b=.72). Ac-
cording to this factor, clinicians were
distributed across three groups: those
who did not engage in religious prac-
tices and did not value spirituality (42
percent), those who did not engage in
religious practices but valued spiritu-
ality (26 percent), and those who en-
gaged in religious practices and val-
ued spirituality (32 percent).

Because religion and psycho-
pathology may overlap, we distin-
guished patients who had positive
psychotic symptoms that reflected
aspects of their religious beliefs
(N=16) from the other patients
(N=84). No differences were found
between these two groups in reli-
gious affiliation, frequency of indi-
vidual religious practices, and the
importance of religion in daily living
and coping. However, none of the
patients whose symptoms reflected
aspects of religious belief took part
in community religious practices.
Table 3 describes religious coping
and synergy with psychiatric treat-

ment. Patients whose symptoms re-
flected aspects of religious belief felt
less at ease to speak about religion
with their clinicians. For five of
these seven patients, this was related
to the fact that they feared being
hospitalized if they talked about this
topic. 

Clinicians’ assessments of patients’
religious characteristics are summa-
rized in Table 4. Across the sample,
clinicians tended to underestimate
the importance of religion to their pa-
tients. Clinicians reported discussing
religious issues with their patients in
only 36 percent of cases, even though
they claimed to feel at ease speaking
about spirituality in 93 percent of cas-
es. Only six clinicians (17 percent) re-
ported feeling ill at ease with some of
their patients. None of the clinicians
initiated discussions of the topic
themselves. Nineteen clinicians (54
percent) thought that they lacked
skills in this domain (data not shown).

A minority of patients perceived a
conflict between psychiatric care,
medication, and spirituality, but for
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TTaabbllee  33

Religious coping and synergy with psychiatric treatment among outpatients with
schizophrenia

Overlap between 
religious beliefs Nonpatholog-
and psychopath- ical religious 
ology (N=16) beliefs (N=84)

Total %
Variable N % N % (N=100)

Subjective importance of religion
in coping with the illness

Of no importance 8 50 26 31 34
Of some importance 1 6 7 8 8
Important 3 19 13 15 16
Very important 2 13 12 14 14
Essential 2 13 26 31 28

Belief that religion is incompatible
with somatic treatment

No 13 81 74 88 87
Yes 3 19 10 12 13

Belief that religion is incompatible with
supportive therapy with the clinician

No 14 88 76 90 90
Yes 2 12 8 10 10

Talked about religion with the clinician
No 10 63 50 60 60
Yes 6 38 34 40 40

At ease to talk about religion with 
the cliniciana

No 7 44 14 17 21
Yes 9 56 70 83 79

a χ2=5.94, df=1, two-tailed p=.015
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the patients who perceived these do-
mains as being incompatible with dis-
cussions of religious issues, only one
clinician was aware of the problem
(Table 4). Clinicians’ ease, frequency
in discussing religion, and awareness
of patients’ religious beliefs were not
linked to the content of patients’ reli-
gious beliefs (that is, whether such
beliefs reflected pathological or non-
pathological thought processes).

Further analyses did not indicate
any relationship between clinicians’
age and gender and their knowledge
of patients’ religious beliefs and prac-
tices. Psychiatrists and nurses were
significantly more aware of patients’
religious characteristics than social
workers.

For patients whose positive psy-
chotic symptoms reflected their reli-
gious beliefs (16 percent), no rela-
tionship was found between the
clinician’s personal religion and the
clinician’s awareness of the patient’s
religion. For the other patients (84

percent), different relationships
were elicited for psychiatrists and
nurses. For the psychiatrists, no re-
lationship was found between their
personal religion and their aware-
ness of their patients’ religion, with
the exception of religion as a way of
coping with illness: psychiatrists
who were more religiously involved
were more sensitive to their pa-
tients’ religious coping (W=1493.0,
two-tailed p=.054).

Nurses’ religion was inversely relat-
ed to their knowledge of patients’ re-
ligious affiliation (W=845.0, two-
tailed p=.041), their representation of
patients’ ease of discussing religious
issues (W=937.0, two-tailed p=.011),
and their awareness of patients’ be-
liefs about the compatibility of reli-
gion and medication (W=960.50, two-
tailed p=.001) and between religion
and supportive therapy (W=942.5,
two-tailed p=.006).

Psychiatrists’ religious involvement
was highly and inversely related to

their ease in discussing spirituality
with patients who had pathological
beliefs (Kendall’s rank correla-
tion=–.72, two-tailed p<.001) and
moderately inversely related to their
ease in discussing such matters with
the other patients (Kendall’s rank cor-
relation=–.37, two-tailed p=.001).
For nurses, no relationship was ob-
served between their religiosity and
their ease in discussing spirituality
with patients.

Clinicians whose religious back-
grounds were similar to those of their
patients were not more aware of their
patients’ religion. Psychiatrists and
nurses were more aware of patients’
religious affiliation only for patients
who reported frequent religious prac-
tices (W=1205.0, two-tailed p<.001
for psychiatrists and W=536.0, two-
tailed p=.001 for nurses). However,
for the other patients’ religious char-
acteristics, no statistical associations
were found with psychiatrists’ and
nurses’ knowledge of them.
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TTaabbllee  44

Clinicians’ awareness of their patients’ religious practices and spiritualitya

Clinicians’ assessment

Did not
Patients (N=199) Agreed with patient agree with patient No knowledge

Variable N % N % N % N %

Religious affiliation 49 12 39
Christianity 121 61 68 56 9 7 44 36
Other religion 41 20 19 46 8 20 14 34
No affiliation 37 19 10 27 7 19 20 54

Participates in group
religious practices 48 17 36

Yes 93 47 43 46 23 25 27 29
No 106 53 52 49 10 9 44 42

Participates in individual
religious practices 35 17 36

Yes 148 74 48 32 31 21 69 47
No 51 26 22 43 3 6 26 51

Importance of religion in
daily life 47 16 37

Important to essential 151 79 77 51 24 16 50 33
Of no or some importance 48 21 17 35 8 17 23 48

Importance of religion in coping 43 23 34
Important to essential 120 60 46 38 33 28 41 34
Of no or some importance 79 40 39 49 13 16 27 34

Belief that religion is
incompatible with medication 28 14 11 39 13 46 4 14

Belief that religion is
incompatible with discussion
of religion with the clinician 20 10 1 5 15 75 4 20

a The clinicians comprised 19 psychiatrists, 11 nurses, and five social workers for 98, 71, and 30 patients, respectively. Percentages in the first row for
each variable represent global percentages of agreement, disagreement, or no knowledge.
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Discussion
This study showed, as we expected,
that religion was important for a ma-
jority of patients suffering from psy-
chotic illness who were treated in the
Geneva, Switzerland, area. Health
professionals were less religiously in-
volved than the patients they were
treating. Patients were characterized
by a high level of spirituality, which
served as an important coping mech-
anism. These results are consistent
with those of other studies carried out
in Europe (3,4) and North America
(5,6). Most patients engaged in reli-
gious activities alone; group activities
were less common. In particular,
principal components analysis showed
that, for the patients, group activities
were not related to spirituality or in-
dividual religious activities. This find-
ing suggests that—as confirmed by
the analysis of content—for some pa-
tients with schizophrenia, difficulties
in relationships and social integration
may also constitute a barrier to the
fulfillment of spiritual needs.

These results can be compared
with those for the general population
of Switzerland, as reported in the
study mentioned above (22). Al-
though that survey was different from
our research, it nevertheless made an
interesting comparison possible and
enabled us to conclude that patients
with chronic psychosis may be more
prone to religiosity than the general
population. On the other hand, their
clinicians reported the opposite
trend, thus confirming other studies
that reported an underrepresentation
of religiously inclined professionals in
psychiatry (8,9).

As we hypothesized, clinicians un-
derestimated and often neglected pa-
tients’ religious practices and spiritu-
ality. Psychiatrists, nurses, and social
workers did not accurately describe
the religious activities and spirituality
of their patients: patients’ spirituality
and group religious practices were
correctly identified in half the cases,
whereas individual religious practices
were identified only for one-third of
the patients. Clinicians more accu-
rately described the social dimensions
of religion (affiliation and community
practices) than the subjective ones,
especially religion’s relationship with
the illness and with psychiatric care. 

Some patients expressed the view
that religion is incompatible with psy-
chiatric care, but clinicians were
rarely aware of this conflict. An analy-
sis of the content of such views
showed that some patients believed
spirituality to be antagonistic to med-
ication—some invested in spirituality
in order to be healed from schizo-
phrenia and refused medication, and
others believed that medication hin-
dered spirituality or had diabolic
characteristics. Some patients be-
lieved that they should not talk about
their spirituality, especially those
whose religious beliefs overlapped
with positive psychotic symptoms.
This belief was due mostly to fear of
being misunderstood and branded as
religiously deluded, which would
consequently lead to a risk of being
involuntarily hospitalized.

Similar awareness of patients’ reli-
gious characteristics was found for
both psychiatrists and nurses, in both
cases related to patients’ involvement
in religious communities. Clinicians
who were more religiously involved
did not describe their patients’ spiri-
tuality and religious practices more
accurately, possibly because they felt
less at ease to talk about this topic, as
indicated by their responses.

Despite these results, a precise
explanation of why clinicians were
unaware of their patients’ religious
practices and spirituality cannot be
directly established on the basis of
our data. A first—but self-evident—
possibility is that clinicians
broached this topic in only 36 per-
cent of cases. This reluctance is ap-
parently not an issue of feeling un-
comfortable with the topic, given
that clinicians reported feeling at
ease speaking about religion in 93
percent of cases. Further investiga-
tion of clinicians’ attitudes is neces-
sary to clarify this apparently con-
tradictory situation. It is likely that,
in such a survey, clinicians tried to
show themselves “at their best,” an
attitude that may have biased their
answer to this question. In addition,
a majority of the clinicians claimed a
lack of skills in this domain, which
led some of them to listen to their
patients without going further in the
subjective dimension of religion.
Patients’ attitudes may also play a

role. Although a majority don’t con-
sider religion to be incompatible
with psychiatric care, this topic
seems difficult for some patients to
share with others, either in religious
or medical environments.

Our study had some limitations. Al-
though the number of patients in the
sample made it possible to report
credible results, especially given that
the patients were treated in four dif-
ferent outpatient clinics, the smaller
number of clinicians casts doubt on
the accuracy of the data for the clini-
cian sample. In particular, the data for
the social workers should be consid-
ered as exploratory given the small
number of social workers. Similar
studies should be repeated in larger
geographic areas, given that, in order
to have a sufficiently large sample, we
needed to include almost all psychia-
trists and nurses employed in public
outpatient clinics in Geneva who
worked with patients treated for
chronic psychosis. Finally, religion’s
cultural aspect should be kept in
mind, and our results should be con-
sidered in the particular context of
this part of Switzerland. However,
even though further studies may be
needed on clinicians’ representations
of their patients’ spirituality and reli-
gious practices, our results for both
patients and clinicians are consistent
with those of studies conducted in
other countries.

Conclusions
This study showed that religion can
be an important factor in coping with
the chronic and devastating condition
that schizophrenia often represents.
During stabilization of the illness, few
patients manifest religious beliefs
that overlap with psychopathology.
Our study showed that religion is
largely ignored in supportive discus-
sions that are designed to help pa-
tients find social support and achieve
personal goals.
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