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Abstract 

Background.  There is consistency in the literature about clinical psychologists 

feeling unready in discussing spiritual issues with their clients when the topic is raised. 

The prevalence of mental health difficulties are similar in both religious people and 

those who are neither religious nor spiritual.  A significant amount of people accessing 

health services have spirituality, religion or faith as an important part of their identity. It 

would be beneficial to explore the literature in order to understand the challenges that 

CPs experience, which may influence their ability to incorporate spirituality into 

psychological therapy. Method. This systematic review was conducted using the 

Sample, Phenomenon of Interest, Design, Evaluation, Research (SPIDER) reporting 

tool. The sample for this review were the psychological practitioners who deliver 

psychological interventions directly to clients such as CPs, counsellors, 

psychotherapists, and psychologists, including trainee and qualified practitioners. The 

phenomenon of interest was the sample having provided interventions or therapy to 

clients with clearly defined religious, faith or spiritual needs. Literature of a qualitative 

and mixed methods studies were included. The evaluation that was explored was 

‘challenges’ reported by the sample. Results. A total of 11 articles were included in this 

review. The four themes were outlined in the literature as challenges which were; 

medical model & theoretical framework challenges, organisational/ systemic barriers & 

clinical supervision barriers, professional challenges and cultural barriers. Conclusions 

implications of the findings highlight a critical issue that a significant amount of the 

literature on spirituality in UK is unpublished. In addition to the limited research, there 

was emphasis on the lack of evidence based theoretical frameworks used in the UK 

indicates a professional issue that likely impacts on the quality of care given clients of 

spiritual orientation.  
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1. Introduction 

The aim of this section is to introduce the nature of the topic of spirituality, offer 

clarification of the concepts proposed for research, and outline the importance and 

relevance of this topic area within Clinical Psychology and within the National Health 

Service (NHS).   

Spirituality, Religion and Faith 

For clarity of reading, this section will begin by outlining the definitions of the 

three key terms used in the present research paper: Spirituality, Religion, and Faith.  

Spirituality 

 Spirituality is argued to pertain to an individual’s personal understanding, 

relationship, and connection with reality (e.g., nature) and/or a higher power, indifferent 

of religious affiliation (Drew & Banks, 2019). Other authors argue that spirituality is 

associated with the quality and meaning of life in connection with others and the planet 

(Paul Victor & Treschuk, 2020).  

Religion 

 Contrastingly, religion is often understood as an institutionalised tradition and 

community, with beliefs, values, morals and symbols about divine power, or deity 

(Henay & Rollock, 2020). In addition, religion is attributed to traditional values and 

practices related to a certain group of people and is often guided by tradition, rules and 

culture (Paul Victor & Treschuk, 2020).  

Faith 

Comparatively, faith is understood to be different from religion as although it is 

also argued to be aligned with a set of beliefs, values, morals and symbols about a 
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divine power or God similar to religion (Haney & Rollock, 2020; Drew & Banks, 

2019), it is suggested that this occurs outside of the individual’s lifestyle (Shaw et al., 

2016). The literature describes faith as more personal, subjective, and deeper than 

organized religion, and relates to the relationship with God or other spiritual entities 

(Paul Victor & Treschuk, 2020).  

Although the three constructs can be defined distinctively, there has been lack of 

consistency within the global literature in how they are defined (Kapunscinki & 

Masters, 2010; Newman, 2004; Masters et al., 2022; Paul Victor & Treschuck, 2020). 

Some authors argue that faith, religion and spirituality are overlapping concepts with 

unique characteristics, yet difficult to define and thus challenging to measure (Masters 

et al., 2022). 

A shared theme between the three constructs of faith, spirituality and religion, is 

how they help people to understand and manage negative and difficult life events such 

as divorce, onset of mental health difficulties, bereavement, financial loss and physical 

illness (Jenkins & Pargament, 2014; Wortmann & Park, 2008). Some authors suggest 

negative life events are a test from God, and followers of the religion are showing their 

reliance in their deity to support them through hardship (Emmons, 2005). Particularly in 

studies of people presenting with psychosis with delusions of religious content, research 

has found many people believe their difficulties are directly related to their religious 

beliefs (Menezes & Moreira-Almeida, 2010; Pierre, 2001). Other authors argue people 

can understand hardship based on their behaviour towards others e.g., in the sense of 

‘karma’ (Stanford, 2007). Further, studies have found faith has been used to explain a 

personal resonance with events that occur in life (Exline et al., 2005).  
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Use of definitions 

It is worthy of note that all three terms have distinct definitions, however, these 

are often used interchangeably in the literature (Newman, 2004). It is evident that there 

are close similarities between the three terms, although each term is individually 

complex in their conceptual components. Within its complexity, the concepts of 

spirituality, religion or faith can serve many functions, including providing people with 

a sense of identity (Ebstyne - King, 2003); support (Modood, 2010); and guidelines on 

how one should live their life (Nelson, 2009). In some cases, it can be viewed that a 

person may use all three constructs as part of their identity rather than just one. For 

example, a person who follows Hindu practices may identify as religious due to the 

connection with being part of a religious community and culture (Mysoreka, 2006). 

Followers of Hinduism may also identify as having a faith because of the choice in 

beliefs, and their influence on their lifestyle. Further, it could be argued they could also 

identify as spiritual due to a sense of connection with themselves, the world, and 

supernatural elements (Michaels, 2021). In other cases, people from the same group 

may choose to identify with different constructs varying on the level of importance they 

place on them, as has been observed in Christianity. Makrides (2012) argued that some 

followers of Christianity identified as religious because of their identification with an 

orthodox institution, community, and culture. Other authors have found some Christians 

identify as spiritual but not religious, due to their beliefs and perceived interaction on a 

personal level with God and the supernatural world (Nasel, 2004; Worthington et al., 

2011). Taken together, it could be argued that this could provide an explanation for why 

most of the research on these constructs have used the terms interchangeably, despite 

their differential definitions and meanings (Lunn, 2009; Pargament & Sanders, 2007; 

Paul Victor & Treschuck, 2020). 
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Spirituality, Faith, and Religion have been chosen as the constructs of interest 

for the present paper, because studies show that many people have held onto their 

spiritual beliefs with more flexibility (Behere et al., 2013). For this reason, it can be 

argued that psychology and its various approaches have not replaced religious thinking 

as a means of guidance, but may have joined it (Pargament et al., 2013). Although the 

three terms have been used interchangeably in research studies, this review will mostly 

use the term spirituality to refer to the three constructs.  However, in some places 

references may be made to the other terms when reporting the findings to remain 

faithful to the language used by the researchers. 

1.1. The Prevalence Of Religion, Faith And Spirituality In The United Kingdom 

 
 

A number of studies have provided statistics on the prevalence of religiosity and 

spirituality in the United Kingdom (UK) in people accessing mental health services. A 

survey by King et al. (2006) found 69.2% of surveyed people held a religious view of 

life; 13.1% held a spiritual view with no religious participation; and 17.7% held neither 

religious nor spiritual beliefs. Another survey of a clinical population found 35% of 

participants reported having a religious understanding of life; 19% identified as being 

spiritual but not religious; and 46% reported they were neither religious nor spiritual 

(National Psychiatry Morbidity study, 2013).  

Further, studies have reported the prevalence of mental health disorders to be 

similar in both people who identified as belonging to a religion, and those who did not, 

as well as people who did not identify with any spiritual orientation (King et al., 2013). 

The same study also found people who identified as belonging to a religion were less 

likely to have ever used drugs. However, it is worthy of note the study relied on self-

report measures, and the results may not be completely valid or accurate for example 
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due to demand characteristics or bias due to perceived judgement around disclosing 

substance misuse.   

It can be indicated from the aforementioned research studies that a significant 

amount of people accessing health services may have spirituality, religion or faith as an 

important part of their identity. Research also demonstrates that people turn to their 

spirituality, religion or faith during times of crises (Proffitt et al., 2007). As many 

people access mental health services when in a period of crisis (Dalmida, 2006), it can 

be inferred that people who have a faith, religion or spirituality, may turn to these 

constructs to make sense of their experiences and possibly find ways of coping with 

their presenting problems (Pargament et al., 1998).  The next section of the paper will 

explore the relationship between spirituality, mental health and therapy outcomes.  

 

1.2.     Relationship Between Spirituality, Mental Health And Therapy Outcomes 

 

There is evidence suggesting that religion, faith and spirituality are positively 

related to mental health. A meta-analysis by Garssen et al., (2021) found that there was 

evidence for a positive association between Religion, Spirituality & Faith and mental 

health, however this effect was small.  Other studies have found that people who 

reported higher levels of religious and spiritual wellbeing were likely to experience a 

reduction in mental health symptoms (Brown et al., 2013; Pardini et al., 2000). 

Religious practises have been found to have an indirect impact on mental health 

by accumulation of psychological resources, and by preventing or reducing the link 

between stress exposure and poor mental health outcomes (Ano & Vasconcelles, 2005). 

The manner of accumulation of psychological resources may differ in the various 

religious groups. Christians are likely to meet consistently in ‘small groups’ in which 
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they offer psychological and emotional support to each other regularly in life matters 

that are important to each member of the group (Bade & Cook, 2008). Psychological 

and emotional support is often achieved in the manner of actively providing a space for 

each individual to be able to talk freely, and receive validation and compassionate 

responses from the group (McMinn et al., 2001). Other mental health resources include 

deep spiritual commitment to a life of meditation, high levels of commitment to family 

and community, values of persistence and patience, and reliance on religious or spiritual 

communities for spiritual hope and meaningful interpersonal relationships (McMinn et 

al., 2001). In addition, there is evidence suggesting that some religious, faith based or 

spiritual practices fall closely in line with psychological practices that are used in 

therapy such as meditating and reflecting, and letting go of what one cannot control to 

focus on values (Bade & Cook, 2008). In addition to symptom reduction and self‐

development, it could be argued that clients of spiritual orientation may identify 

additional goals, such as developing a greater connection with their deity (Drew & 

Banks, 2019). 

 On the other hand, it can be argued that following a religion has the ability to 

detrimentally impact mental health for its followers, through increased exposure to 

specific stressors. For example, a contradiction between religious values and personal 

identity, e.g. on the practice of sexuality for people who are gay or queer and follow 

religions that promote heteronormative ideology (van Der Toorn et al., 2020; 

Wortmann, 2013). Negative perceptions of mental health have also been found to 

exacerbate the stress of poor mental health, for example beliefs that mental difficulties 

are the result of personal sin or ‘demons’ (Stanford 2007). Maladaptive forms of coping 

associated with religious and faith-based practice have been found to be linked to 

adverse mental health (Lee et al., 2013). Examples of maladaptive religious coping 

include: beliefs that one has been neglected by God, or being punished, and feeling 
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ashamed of oneself (Pargament et al., 2011; Wortmann, 2013). According to research, 

bad religious coping, misunderstandings and miscommunication, as well as 

unfavourable beliefs, can all have a negative impact on one's mental health (Weber & 

Pargament, 2014).   

Some studies suggest that spirituality and religion are differentially associated 

with mental health, for example, in collective trauma responses, Mclntosh et al., (2011) 

found that religiosity was associated with more positive affect, lower incidence of 

mental ailments and fewer cognitive intrusions than spirituality in the population of 

people that encountered the 9/11 attacks.  In addition, some authors have argued that 

those who identify with spirituality more than religiosity were more likely to be 

depressed than those who identified as religious (Vittengl, 2018). In contrast others 

argue that those who are religious, but not spiritual are more likely to have self-focused, 

fruitless rumination and subsequently depression symptoms (Currier and Eriksson, 

2017).  As stated previously, spirituality, faith and religion have been defined 

differently by some authors (Drew & Banks, 2019; Paul Victor & Treschuk, 2020), they 

have emphasised that there yet to be a consensus on the definitions of these constructs. 

The majority of the literature on spirituality, religion and faith and mental health 

(Hackney & Saunders, 2003; James & Wells; Kent, 2020), tend to use the constructs 

interchangeably rather than differentially. Therefore, the validity of the literature 

suggesting a differential association between spirituality/religion/faith and mental health 

could be questioned. It is likely that the lack of consistency in how the constructs are 

defined around the world and the nature of their ambiguity would make it difficult to 

validly differentiate them as predictor variables for a particular outcome variable. 

Although studies examining religion, spirituality, and mental health generally indicate 

positive and negative associations, there is a need for more advanced methodology, 
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greater discrimination between various traditions and cultures and greater integration of 

theological contributions to this area (Dein et al., 2012). 

It is well known that people can turn to spirituality when coping with life 

stressors (Pargament et al., 1998), and this can coincide with seeking professional 

assistance in the form of therapy. In clinical practice, current and future psychologists 

may find themselves confronted with a wide diversity of religious and spiritual 

backgrounds of their clients. In the past, few psychologists received professional 

training concerning religion and spirituality, despite the increase in the diverse 

backgrounds of people accessing therapy (Brawer et al., 2002).  

According to research, some therapists are unprepared to speak with their clients 

about spiritual difficulties when the subject is brought up (Pargament & Saunders, 

2007). The British Psychological Society practice guidelines offer direction for most 

clinical psychologists (CPs) and practitioner psychologists on working with people of 

faith, religion and spirituality (British Psychological Society [BPS], 2017). However, it 

is noted that the guidance only advises psychologists to respect clients' beliefs, include 

them [clients] provisionally into the intervention if useful, and to be aware that in some 

circumstances the clients' beliefs may be counterproductive to intervention (BPS, 2017, 

p. 34).  It could be argued the lack of clear direction and guidance in the guidelines may 

leave practitioners feeling uncertain about how to sensitively approach and explore this 

topic in therapy. It can be argued that it is crucial to address religiosity and spirituality 

in clinical practice, as research indicates that authenticity within therapy for clinicians 

and clients is associated with better mental health and therapeutic outcomes (Burks & 

Robbins, 2012; Schmid, 2001). Studies indicate that for clients, authenticity involves 

the ability to feel able to use therapeutic space to explore themselves honestly and 

openly and a develop a good relationship with their therapist (Stevens, 2017). Authors 
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have also found that for therapists, authenticity involves the ability to have honest 

conversations with their clients, including issues that may be out of their comfort zone 

(Burks & Robbins, 2012). Authentic conversations can aid the development of more 

appropriate formulations for client, which then can support any necessary adaptations to 

the client’s psychological therapy (Pachankis, 2009). For the purposes of this paper, it is 

argued that exploring religiosity and spirituality for clients who hold such beliefs and 

believe they are important to them, is part of having authentic conversations with 

clients. 

It can be argued that adapting psychological therapy to clients’ spiritual 

framework may positively influence the effects of treatment in many ways. First, 

understanding the client's faith and their relationship to it can help discover important 

risk and protective factors, as well as conceptualise the causes of psychological 

discomfort (Oman, 2019). This could entail examining the patient's spirituality in 

relation to their past, present, and future functioning as well as any problematic areas 

(e.g., spiritual struggles). Second, spiritually tailored psychological therapy may provide 

a broader context which could allow both the therapist and client to better understand 

the client’s reasons for attending psychological therapy (Paulerk et al., 2011). 

Awareness of this for the client may be helpful in formulation and treatment (Stone, 

2013). There are limited frameworks specifically used to address spirituality in therapy 

in clinical psychology in the UK. The dialogical model for engaging spirituality in 

therapy (Mutter & Neves, 2010) is a theoretical framework which focuses as 

recognising the client’s spiritual narrative and the therapists’ spiritual narrative. It 

focuses on a person's concept of who they are as both an individual, and in relation to 

each other. The framework also outlines that the client’s spiritual narrative is shaped by 

their spiritual and religious views, which can also significantly affect how well they feel 

about themselves. The framework postulates that the therapist should pay particular 



SPIRITUALITY IN PSYCHOLOGICAL THERAPY 

 

   

 

16 

attention to how the client describes their identity as a member of a certain group, and 

the influence it has on their daily routines and interactions.  

This use of this model allows both the client and the therapist to explore the 

nuances in which the client’s experiences are framed by client but also heard/understood 

by the therapist. This model is largely used in the United States of America (USA), 

which differs significantly from the UK in regard to social, cultural and political 

integration of spirituality (Mutter et al., 2010; Lambert, 2010).  

Research indicates clients in the UK access psychological therapy via the NHS 

as a form of treatment for mental health difficulties (Richards & Bower, 2011).  Other 

papers argue that clients in the USA are more likely to access psychological therapy as 

part of general lifestyle and wellbeing (Rakow, 2013). There is also a financial 

difference in how services are accessed – in the USA the predominant model is health 

insurance, where clients pay to receive services, whilst in the UK, clients have access to 

free healthcare via the NHS as well as the option to access private healthcare (Schoen et 

al., 2007). It can be argued that clients in the USA may have more agency in selecting 

healthcare providers due to the insurance-based market nature of accessing support, 

whilst clients in the UK accessing therapy via the NHS are resigned to who they have 

been allocated to based on need and availability of the service provision (Tingle, 2020). 

For this reason, it could be suggested clients in the USA may feel more able to bring 

topics important to them to discuss, such as their spirituality, whilst clients in the UK 

may feel they do not have as much say in how their therapy is structured and what it 

includes.  

 In light of these differential reasons for accessing therapeutic support,  it is 

unclear, the extent to which the dialogical model for engaging spirituality in therapy is 

compatible with use alongside other medical and psychological frameworks used to 
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understand and treat mental health difficulties in therapy such as the Diagnostic and 

Statistical Manual (DSM), and Cognitive and Behavioural based therapy models.  

There are a number of psychological models and frameworks used in therapy 

which offer flexibility to be adapted to fit the individual’s value system and how they 

make meaning of their life and the world. These models include Compassion Focused 

Therapy (Gilbert, 2009), Acceptance and Commitment Therapy (Hayes et al., 2004) and 

Systemic Therapy (Butler, 2017; Errington, 2017), all of which are widely used in the 

UK by CPs and other psychological therapists. Studies indicate that these models can be 

adapted to fit the needs of the client based on their age (Secker, 2004; Stallard et al., 

2013), language spoken or culture (Naeem et al., 2021), and religious and spiritual 

needs (Lim et al., 2014: Naeem et al., 2015).  

However, it can be viewed that when such models are adapted, it is often done in 

line with the original framework, and under clinical supervision to ensure that 

adaptations made remain congruent and faithful to the psychological model being used 

(Hall et al., 2016). For this reason, it is important to consider whether the issue of 

integrating spirituality into therapy may be due to the lack of adequate frameworks to 

support this [the integration], or rather, due to other internal and external obstacles to 

the profession .  

There is a large body of evidence suggesting that in many cases when clients 

access therapy, their spirituality can either act as a pillar of support, or can contribute to 

the presenting problem however it is most often associated improved therapeutic 

outcomes across a range of mental health disorders (Currier et al., 2019; Drew and 

Bank, 2019; Moreira-Almeida, 2014). There has been a growing body of evidence 

suggesting that some CPs lack confidence in empowering clients to feel able to raise 

issues of spirituality to guide their therapy (Challis, 2017). It can be argued that this 
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could potentially hinder the outcome of therapy, as potential factors which could 

improve a client’s experience of therapy, are not being included in the therapeutic 

process. This is important to consider, as the aim of psychological professionals treating 

clients is to do so in an effective, evidence-based manner. 

As CPs are key in delivering, leading on and overseeing services providing 

treatment to clients, it is therefore crucial that CPs are appropriately qualified to 

supervise, consult, and educate other professionals to ensure the therapeutic work is 

holistic, individualised and tailored to the person’s identity. It can be argued this 

includes the spiritual orientation of the client.  Given that research has shown that 

incorporating spirituality into therapy for clients accessing mental health services has 

been associated with better outcomes of therapy, it is important to understand the 

barriers and challenges that may prevent this adaptation from being integrated into 

clinical practice.  

1.3. Challenges  

 

Research has found that many CPs report they do not feel adequately prepared to 

work with, supervise, consult or train other clinicians working with clients of spiritual 

orientation (Brown, 2013; Challis, 2017; Gonsiorek, et al., 2009). It would be beneficial 

to explore the literature in order to understand the challenges that CPs and people in 

psychological therapist roles experience, which may affect their ability to incorporate 

clients’ spirituality into their clinical practice.  

Challenges in this paper will be categorised in by indirect and direct barriers that 

CPs and psychological therapists perceive and experience when working therapeutically 

with clients which impact on their perceived ability to incorporate spirituality into the 

therapeutic process. First, it can be argued these barriers can be observed from an 

individual perspective in terms of clinicians’ own views, beliefs, attitudes, commitment, 
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and interests towards spirituality and/or the client. Second, the barriers may also be 

observed from organisational and systemic levels; for example, standardised service 

assessment protocols and prescriptive and manualised treatment guides which do not 

include items on spirituality. 

Finally, the barriers may also be observed in the more complex interaction 

between the individual and the wider community, in regard to moral and ethical issues 

and dilemmas. For example, this may involve incongruence in morality and values 

between the therapist and/ or organisational values and those of the client’s spirituality 

such as freedom of sexual identity, or the morality of abortion. Professionally, 

according to BPS guidelines  (Ahmed, 2008) CPs are obligated to take a neutral stance, 

in addition to ensuring that they do no harm to their clients by showing incongruence 

with the client’s beliefs.  

1.4.Aim Of Systematic Review  

 

The aim of this systematic literature review is to explore the following question: 

‘What challenges are reported by UK-based CPs in addressing and incorporating client 

spirituality in therapy?’ 

Critically evaluating and compiling these findings will be helpful to inform 

clinical and educational practice in the UK, with the ultimate aim to improve therapy 

outcomes for clients.  

 

Methods 

 

2.1. Search Strategy 

 

This systematic review was conducted using the Sample, Phenomenon of 

Interest, Design, Evaluation, Research (SPIDER) tool (Cooke & Booth, 2012) which is 
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a process for assessing qualitative and mixed method research. The SPIDER search 

strategy tool defines the key elements of the literature review question.  The SPIDER 

search tool was derived as the alternative search strategy tool for qualitative/mixed 

methods to the more commonly used Population, Intervention, Comparison, Outcome 

(PICO) method (Amir-Behghadami & Janati, 2020). The PICO method is often used for 

defining elements of a review question for quantitative studies. To ensure that sufficient 

research representing the topic area was captured, the search terms were diversified 

using relevant synonyms. Table 1 shows the search terms that were used for the search 

on the 1st of March 2022.  These search terms were clustered and truncated in the 

relevant databases using the Boolean operators of “OR” and “+”.  No date limitations 

were placed on the database search.  
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Table 1 

Search Terms   

 

 

2.2. Eligibility Criteria   

 

The sample for this review were the psychological practitioners who deliver 

psychological interventions directly to clients such as CPs, counsellors, 

psychotherapists, and psychologists, including trainee and qualified practitioners. 

Papers recruiting a sample of other allied health professionals that work with clients and 

employ psychological skills such as mental health nurses, social workers and assistant 

psychologists were not included. This was decided because it was argued that 

professionals belonging to this group may not have undertaken intensive masters or 

doctoral-level training or have the expected competencies of practitioner psychologists 

Construct Search Terms  

Sample Psychotherapist* OR Psychologist* OR Psychological Practitioner* OR 

Counselor* OR Counsellor* OR Therapist* OR Wellbeing Practitioner* 

Phenomenon of Interest Spiritual* OR Religio* OR Faith OR Sacred 

Evaluation Experience* OR Attitud* OR View* OR perspectiv* OR opinion* OR 

Challeng* OR difficult* OR obstacle* OR dilemma* OR barrier* OR 

frustration8* OR troubl* OR obstruct* OR stress* OR strain* OR 

perception* OR impact* OR reflect* OR impress* OR motivat* OR 

characteristic* OR expect* OR impact* OR  belie* OR insight* OR 

issues OR feeling* OR  evaluat* OR understanding* OR learn* OR 

know* OR story OR Process*  
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of working complexly with psychological therapy interventions. Initially considerations 

were made to include papers from outside the UK; however, following a scoping search, 

it was apparent that countries vary in the nuances in which spirituality and religion are 

integrated into the culture and possibly academia. Therefore, findings from the literature 

from outside of the UK may not be transferable to the population of CPs and 

practitioner psychologists in the UK.  

 The phenomenon of interest was the sample having provided interventions or 

therapy to clients with clearly defined religious, faith or spiritual needs. Given the 

definition used in this paper for spirituality (Drew & Banks, 2019; Paul Victor & 

Treschuck, 2020). Qualitative and mixed methods studies were included to gather rich 

data on the phenomenon of interest. Unpublished theses were also included in the 

search. The evaluation that was explored was ‘challenges’ reported by the sample. 

There were no date limitations These are detailed in further in the inclusion/ exclusion 

criteria are detailed in Table 2.  
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Table 2 

Inclusion and Exclusion Criteria  

 Inclusion Exclusion 

Sample Psychological practitioners that 

deliver psychological therapy 

interventions directly with clients 

such as counsellors, psychotherapists, 

and psychologists. Both qualified and 

trainee practitioners.  

Study carried out in the UK on UK 

professionals  

Counselling educators  

Psychology and psychotherapy 

educators 

Mental health nurses/ social 

workers  

Assistant Psychologists (Not 

qualified or trained psychological 

practitioners). 

Clients  

Professionals from other countries 

(due to cultural and societal 

differences of nuances around 

spirituality).  

Phenomenon of Interest Exploring challenges around working 

with clients with clearly defined 

religious, faith or spiritual needs.  

New Age’ type spirituality, nature 

worship, metaphysical/occult beliefs 

will also be included.  

Cultural beliefs and needs (they 

may overlap with spirituality) but 

cannot be the phenomenon of 

interest. 

 

 

Design Qualitative or mixed methods design  

Evaluation Challenges including: 

Ethical barriers  

Moral dilemmas 

Attitudes and beliefs   

Organisation/ systemic barriers. 

Reports of psychologists’ own 

views and attitudes of spirituality 

where no challenges are 

articulated.  

 

Research Type Primary research.   

Grey literature – Doctoral theses 

Systematic Reviews 

Meta analytic Reviews  
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2.3. Databases And Information Sources    

 

Searches were carried out using the following databases: Ovid, PsycINFO, 

EBSCOHost, and PubMed. In addition, a search of the grey literature on Google 

Scholar was conducted. Further, at the final stage of screening the reference lists of the 

retained papers were screened for additional relevant papers.  

2.4. Screening And Selection 

 

This process was conducted in accordance with the PRISMA guidelines (Page, 

2021), which are highlighted in Figure 1. Papers retrieved from the databases were 

screened by examining the titles and abstracts in the first stage, and then the full texts 

were screened in a second stage. Rayyaan, a web-based system for managing literature 

reviews (Ouzzani et al., 2016) and Zotero a web-based reference manager (Mueen 

Ahmed et al., 2011) were used to manage the screening and selection process. The 

inclusion/ exclusion criteria were used to guide the screening of the titles and abstract. 

Largely the phenomenon of interest and sample were used to exclude articles at this 

stage. Majority of the excluded articles were focusing on experiences from a client 

perspective, use of psychiatric medication, diagnosis of psychiatric medical conditions.  
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Figure 1 

 

Prisma Flow Diagram 
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Results were initially filtered by excluding books, essays and articles that were 

not written in the English language. This was done using the automatic filters options 

provided by the databases. Filtering then continued by screening the titles and abstracts 

of articles; the majority were excluded because they were focusing on client perspective 

or explored educational and training experiences. A total of 30 papers were screened by 

reading the full text. After this initial screening, the finalised papers' references were 

examined for any further pertinent articles (Armstrong et al., 2005).  Majority of the 

articles found (n =7) were not retrieved through entering the search terms in the 

database because they were unpublished doctoral thesis.  

At this stage, to confirm the validity of the procedure, an additional independent 

rater assessed 50% of the articles. Between the researcher and the second rater, there 

was complete agreement regarding the omitted or included studies, ensuring the 

legitimacy of this method. Ten articles in all were used for this review.  

2.5. Quality Evaluation  

 

The final articles were reviewed using the Critical Appraisal Skills Programme 

(CASP) checklists for qualitative studies, case-control studies, randomised control 

studies (CASP, 2018). The CASP checklist tool for qualitative studies has been 

evidenced to perform quality appraisal as part of a systematic review and qualitative 

evidence synthesis (Long et al., 2020; Majid & Vanstone, 2018; Williams et al., 2020). 

The broad issues which were considered when appraising the qualitative studies were 

the appropriateness of methodology/method; whether the study results are valid; clarity 

of the study results; consideration of bias or limitations; and whether the results will 

help locally.  The second independent rater for the screening process was also asked to 

use the CASP checklist to perform a quality appraisal on the 10 articles. The final 
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findings and were discussed between the raters and there was agreement that all articles 

reviewed were granted a good rating. 

2.6. Synthesis   

 

As the majority of studies were qualitative studies, the findings from the selected 

studies were analysed using Thomas and Harden’s (2008) thematic synthesis method. 

The three stages of this process are as follows: 1) coding the text from the authors' 

papers, 2) going line-by-line, 3) developing "descriptive themes," and 4) creating 

"analytical themes." The analytical themes indicate a stage of interpretation where the 

reviewers "move beyond" the source research and produce new interpretive 

constructions, explanations, or hypotheses, whereas the creation of descriptive themes 

remains "near" to the underlying studies (Thomas & Harden, 2008). In the study using 

mixed methods, only the qualitative findings of the research were analysed. A line-by-

line analysis using an inductive approach was used to identify initial codes relating to 

challenges in the data from each article, according to its meaning and content. Line-by-

line coding allowed for the translation of concepts between studies and the development 

of descriptive themes. A table of the thematic synthesis is in Appendix D.  

2.7. Reflexivity And Epistemological Stance    

 

The synthesis was conducted by the researcher who has an interest in the topic 

and has a faith as part of their identity.   

The researcher is a trainee CP who identifies with some of the experiences 

shared in the literature on the challenges of incorporating spirituality into therapy. For 

example, the researcher considered the perceptions they brought to the analysis of the 

review findings and has chosen to explore the literature with the epistemological stance 

of social constructionism. In order to comprehend what happens in society and create 

knowledge based on this understanding, social constructivism emphasises the 
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significance of culture and context (Kim, 2001). The two key tenets of this 

epistemology are (a) the presumption that people reason their experiences by building 

models of how the social world works and (b) the conviction that language is the 

primary tool used by people to construct reality. (Amineh & Asi, 2015).  

 

 

3. Results   

 

 

A total of 10 articles were included in this review and are detailed in table 3 below. 
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Table 3 

 CASP Summary of the 10 studies  

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

1. 

Challis, E. (2017). What can 

and cannot be said: Discourses 

of spirituality and religion in 

clinical psychology. 

9/9 8/9 To answer the 

question; What 

discourses do 

TCPs and CPs 

from South West 

England use to 

manage 

discussions of 

spirituality and 

religion as they 

relate to clinical 

practice? 

Design: Qualitative 

focus group design 

and Discourse 

Analysis 

methodology. 

3 focus 

groups with 

semi 

structured 

interviews. 2 

of the groups 

were trainee 

CPs and 1 

focus group 

of qualified 

CPs. 

One of the 

focus groups 

had Trainee 

Clinical 

Psychologists, 

in the same 

cohort, whom 

were aware of 

the researcher’s 

personal 

religious 

beliefs. 

Participant reported challenges around balancing medical 

and therapeutic discourses for example when working with 

people with ‘psychosis’. 

Participants also reported challenges around negotiating 

what can be said. This was particularly around self-

disclosure of personal spiritual views.  

 

2. 

Crossley, J. P., & Salter, D. P. 

(2005). A question of finding 

harmony: A grounded theory 

study of clinical psychologists' 

experience of addressing 

spiritual beliefs in 

therapy. Psychology and 

Psychotherapy: Theory, 

Research and Practice, 78(3), 

295-313. 

9/9 8/9 To explore how 

clinical 

psychologists 

address 

spirituality in 

therapy.  

Design: Qualitative 

semi structured 

interviews  

Analysis: 

Grounded theory 

analysis 

Semi 

structured 

interviews 

conducted on 

8 qualified 

CPs. 

No clear 

description of 

limitations of 

the study, 

which may 

indicate some 

bias. 

Spirituality was also characterised by the lack of discussion 

of the topic within the professional and training context of 

Clinical Psychology.  

There was a strong emphasis in some of the interviews of 

the unease that is associated with debate on spirituality at a 

cultural level. 

There was a theme of not engaging with spirituality 

because of factors related to the participant’s background. 

Some participants reported not inquiring about spiritual 

beliefs, because of the limited significance of this area to 

the therapist. 

The diversity and flexibility of the meaning of spirituality 

made some participants suggest that boundaries to the 

concept of spirituality were necessary.  
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Table 3 

 CASP Summary of the 10 studies (Continued) 

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

3.  

Woodhouse, R., & Hogan, K. 

F. (2020). “Out on the edge of 

my comfort”: Trainee 

counsellor/psychotherapists' 

experiences of spirituality in 

therapy—A qualitative 

exploration. Counselling and 

Psychotherapy 

Research, 20(1), 173-181. 

8/9 8/9 To explore 

trainee 

counsellor and 

psychotherapists' 

perceptions and 

experiences of 

integrating 

spirituality into 

therapy trainees’ 

personal 

understanding of 

spirituality and 

how it may 

impact on the 

therapeutic 

alliance, and 

their perceptions 

of what spiritual 

issues may 

present in 

therapy. 

Design: semi 

structured 

interviews.  

Analysis: Thematic 

Analysis  

Inductive 

qualitative 

approach of 

listening to 

participants’ 

lived 

experiences.  

6 trainee 

counselling 

psychologists.  

 All participants 

were of white 

British 

demographics. 

This may have 

influenced 

cultural 

perceptions 

aligned with the 

topic.   

Whilst spirituality is viewed as a framework for clients to 

explore meaning and purpose, it was also viewed as 

creating conflicts. 

There is a sense of confusion and avoidance on how to 

integrate spirituality into the therapeutic relationship. The 

ethical dilemma is around being person centred. Is it sorely 

for the client to lead and bring? However, some participants 

felt the onus was on the therapist. Assessments can explore 

a client’s spirituality; however, the challenge was around 

integrating it into therapy.  

There is a perceived link between expressions of 

spirituality and mental health disorders. This propensity to 

characterise some spiritual practices as pathology may 

reflect a lack of training around the distinctions between 

spiritual experience, whether ecstatic or normative, and 

psychopathological conditions.  

Spirituality being a very personal issue to talk about, like 

sex.  

Therapists can be restricted through a fear of offending or 

getting something wrong.  

There was minimal training on the spirituality and the 

perpetuated the feelings of ill preparedness for the 

therapists. 

Experiences or worries about being judged may prevent the 

exploration of spirituality. 
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Table 3 

 CASP Summary of the 10 studies (Continued) 

   

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

4. 

Harbidge, P. R. (2015). An 

Exploration of How Clinical 

Psychologist make Sense of the 

Roles of Religious and 

Spiritual Beliefs within their 

Therapeutic Work with Adults 

who have Experienced 

Trauma? (Unpublished 

Doctoral dissertation, 

University of East London). 

7/9 8/9 To explore how 

clinical 

psychologists 

define and 

understand their 

own values with 

regard to 

religion and 

spirituality. 

Design: Individual 

Semi structured 

interviews  

Analysis: Thematic 

Analysis  

8 

psychologists 

were 

interviewed.  

There was no 

representation 

of males. It is 

acknowledged 

that a more 

systematic 

approach, such 

as recruitment 

from within 

additional NHS 

sites and 

seeking out 

targeted 

representation, 

may have 

enabled a richer 

data sample to 

be drawn. 

Spirituality not easy to talk about and likened to sex in the 

nature of the social appropriateness of discussing this. 

Other participants alluded on how on some level these 

topics may be experienced as heavy and potentially 

charged, thus, needing to counter balanced through humour 

and light talk. 

Spirituality largely absent in the practice of participants 

because of constraints on the NHS, with limited time and 

sessions. Participants described not being able to work with 

the whole person.  

Working in contexts with the medical model was described 

as another challenge as spirituality does not align with the 

medical model. This was particularly around diagnostic and 

treatment terminology.  

The role of a psychologist, holding responsibility to 

implement evidence-based interventions rooted within 

objective evidence. This was harder to do because of 

ambiguity of spirituality 
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Table 3 

 CASP Summary of the 10 studies (Continued) 

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

5.  

Baker, M., & Wang, M. 

(2004). Examining 

connections between values 

and practice in religiously 

committed UK clinical 

psychologists. Journal of 

Psychology and 

Theology, 32(2), 126-136. 

6/9 6/9 The focus of the 

study was to 

detail and 

analyse how the 

intersection of 

workplace 

experience and 

religious values 

may enhance 

and/or detract 

from the practice 

of respondents 

Not described well, 

assumption is that 

this was a mixed 

method design. 

With an 

experiment task 

and semi structured 

interviews.  

 

Grounded theory 

analysis.   

Respondents 

were 14 

religiously 

committed 

U.K. clinical 

psychologists 

practicing in a 

teamwork 

situation 

alongside 

secular 

colleagues, 

under the 

regulation of 

an employing 

organization, 

the National 

Health 

Service 

(N.H.S.), and 

a professional 

accrediting 

body, the  

B.P.S. 

 NHS policy restricts psychologists from being authentic in 

matters of spirituality. The idea that practitioners could be 

punished for talking about spirituality e.g. for a dying 

client.  
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Table 3 

 CASP Summary of the 10 studies (Continued) 

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

6. 

Begum, N. (2012). Trainee 

clinical psychologists talking 

about religion and spirituality 

in their work (Unpublished 

Doctoral dissertation, 

University of East London). 

7/9 8/9 To explore 

trainee clinical 

psychologists’ 

experiences of 

religion and 

spirituality, and 

how this relates 

to and impacts 

upon their 

professional 

training. 

Qualitative 

individual semi 

structured 

interviews 

Analysis:  

interpretative 

phenomenological 

analysis 

 

8 Trainee CPs 

with different 

religious/non-

religious 

backgrounds. 

A decision to 

adopt an 

opportunistic 

sampling 

method was 

made for 

practical 

reasons; to gain 

participants 

who were 

immediately 

available and 

freely 

consenting to 

participate. The 

homogenous 

sample 

consisted of all 

female, White 

participants 

taken from the 

same cohort 

year group, 

with a mean age 

of 29 years. 

Participant (CP) personal views can make it difficult to 

understand a client with strong beliefs. This can lead to lack 

of collaboration and religion is avoided due to the 

assumption that there is a line between the profession and 

religious beliefs.  

Supervision in clinical practice lacks engagement in talking 

about spirituality. This adds the barriers to discussing it in 

therapy.  

Models of psychology can facilitate formulation and 

therapeutic intervention with spiritual or religious 

frameworks. However, there was lack of theoretical 

teaching on this.  

There was a sub theme that it was difficult to disentangle 

religion from culture which influenced avoidance of 

religion or spirituality as its own factor for some clients.  
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Table 3 

 CASP Summary of the 10 studies (Continued) 

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

7.  

Arthur, Y. (2018). Narratives 

of Christian and Muslim 

Qualified and Trainee 

Clinical Psychologists 

Working in the NHS 

(Doctoral dissertation, 

University of East London). 

7/9 7/9 To explore any 

conflicts or 

dilemmas that 

may have arisen 

for these 

psychologists 

due to their 

religion/spiritual 

beliefs; in order 

to understand 

how they 

manage such 

occurrences. 

Face to Face 

individual 

interviews  

 

Analysis: 

Narrative Analysis 

5 individual 

interviews 

with 2 trainee 

CPs and 3 

qualified CPs 

Sample was 

limited to only 

Muslim and 

Christian  

qualified and 

trainee CPs.  

CP doctorate and discipline of psychology focuses on trainees 

and qualified practitioners being neutral and professional.  

Safety to discuss spirituality is needed for both the client and 

the practitioner in the room. Safety is not provided by 

supervisors, training courses and the wider profession.  

1 

8. 

Arshad, R. (2007). How do 

clinical psychologists work 

with religious themes in 

psychosis?. University of 

Leicester (United Kingdom). 

8/9 7/9 To gain an 

insight into how 

clinical 

psychologists 

address the 

religious themes 

that emerge in 

the therapeutic 

encounter with 

clients 

experiencing 

psychosis, 

particularly 

when religion is 

an important. 

Quality study with 

individual 

interviews.  

Grounded theory 

analysis. 

Semi 

structured 

interviews 

with 10 

qualified 

clinical 

psychologists 

working with 

psychosis for 

over a year. 

Volunteers 

likely to have a 

particular 

interest in this 

area. Response 

rate is not clear. 

Nature of service and professional context only allowed for 

religious themes to be explored if they are related to the 

presenting problem.  

Explicit reason needed to explore religious themes due to fear 

that, exploration could potentially sabotage rather than 

complement the psychological work being done.  

Limited guidance and resources for exploring themes of 

spirituality. The topic area is also not supported in teams.   
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Table 3 

 CASP Summary of the 10 studies (Continued) 

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

9. 

Betteridge, S. 

(2012). Exploring the clinical 

experiences of Muslim 

psychologists in the UK when 

working with religion in 

therapy (Doctoral dissertation, 

University of East London). 

7/9 7/9 To provide a 

more detailed 

examination of 

what is 

occurring for 

therapists and 

clients within 

that faith 

Qualitative 

research methods 

were chosen and 

used from a critical 

realist 

philosophical 

framework. 

Grounded theory 

analysis used.  

Semi 

structured 

interviews of 

six Muslim 

psychologists’ 

experience of 

religion in 

therapy 

This study was 

not necessarily 

looking at 

current cases 

and was 

therefore 

retrospective in 

nature. It is 

difficult to 

ascertain how 

accurate 

therapists' 

accounts of 

what they did 

are; it also did 

not look at 

therapy 

outcomes and 
although 

participants felt 

that there was a 

better 

connection with 

spiritual clients 

and that 

Difficulties were often associated with a lack of congruence 

around having religion in therapy, different beliefs between 

therapist and client, or a therapeutic model that is not 

congruent with the client's religious framework. 

Clinical, therapeutic, and ethical dilemma regarding 

whether to bring it up for the client or waiting for the client 

to bring it up.  
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Table 3 

 CASP Summary of the 10 studies (Continued) 

Reference  CASP 

Score  

2nd 

Rater 

CASP 

Score 

Aim Design and 

Analysis 

Data Risk of 

bias/Limitation 

Findings in relation to the systematic literature review 

question.  

10. Mills, J. (2010). An 

exploration of trainee clinical 

psychologists' experiences of 

engaging with psycho spiritual 

issues in clinical practice 

(Doctoral dissertation) 

 

9/9 8/9 To gain 

perspectives 

regarding the 

importance of 

religion and 

spirituality 

within training 

and clinical 

practice 

Design: Mixed 

methods. A survey. 

A questionnaire 

survey of UK 

Doctorate in 

Clinical 

Psychology 

courses to 

determine the 

provision of 

religious and 

spiritual teaching 

currently provided. 

A qualitative study 

involved a semi-

structured 

interviews  

Semi-

structured 

interview of 8 

third-year 

trainee 

clinical 

psychologists 

to explore 

their 

experiences 

of engaging in 

psycho-

spiritual 

constructs in 

clinical 

practice. 

A potential 

limitation of the 

study was the 

reliance on self-

report. The 

participants 

may have had a 

desire to 

provide 

contrived 

responses, to 

avoid 

displaying 

clinical 

weakness or 

inadequacies. 

However, as the 

interviews 

progressed, 

Preliminary survey: Inconsistent findings were noted. 

Courses varied in the time allocated to religious and 

spirituality teaching, ranging from no teaching to two-and-

a-half days over the three year course. Curriculum content 

also varied, with an inconsistency of opinion of what 

should be included in teaching. 

Five superordinate themes emerged; provision of religious 

and spirituality training, trajectory of clinical practice, locus 

of control, existential issues and personal religion and 

spirituality ideology. 

There are theoretical limitations to incorporating religion 

and spirituality and in addition there was a worry described 

around the possibility of causing offence. 
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Analysis: 

Interpretative 

phenomenological 

Analysis.  

personal 

narratives 

evolved 

providing 

honest and 

frank accounts 

of their 

practice. A 

mixed gender 

sample may 

have provided 

an opportunity 

for further 

interpretation to 

be considered. 

Some models/interventions such as Mindfulness which is 

derived can create personal and professional religious 

dilemmas.  

There are uncertainty about the role of religion and 

spirituality in Mental health services.  

Contradictory message relayed from the psychology 

profession, course staff, NHS Trusts and clinical 

supervisors. These cause confusion on whether religion and 

spirituality should be explored. This makes it an unsafe 

territory.  

An experience of criticism of wearing a fashionable silver 

cross from a supervisor, left one participant feeling religion 

was not a safe area to discuss.  

Participants also articulated other barriers which are better 

placed as external locus of control. Many factors appeared 

to be influenced by systemic factors which were thought to 

be outside of participants' control. Organisational issues 

provided the greatest number of external factors. These 

included: NHS Trust and service philosophies; political and 

societal viewpoints; an absence of professional guidelines 

or training and knowledge of the profession's ill-defined 

position on incorporating religious and spiritual into 

clinical practice. 

Participants reported challenges of   concern in 

distinguishing between healthy or unhealthy religious 

belief. 
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4. Findings 

 

The aims of the appraised studies were all exploratory, looking to investigate how 

religious or spiritual topics were conceptualized, addressed in clinical practice, and/or raised 

in supervision. None of the papers specifically looked at challenges, however, all papers 

reported “challenges” within their findings. The findings from the reviewed studies were 

synthesised to focus on the reported “challenges” that CPs and psychological therapist face 

regarding incorporating spirituality and religion into their therapeutic work with their clients 

(see appendix B for synthesised summary of systematic review findings).   

4.1. Medical Model and Theoretical Framework Challenges   

 

Within the papers reviewed, there was an emphasis on the limitations of the 

framework which CPs and other psychological therapists use within the NHS or other 

organisations that deliver similar services. Firstly, the medical model was described to be one 

of the challenges that CPs found when working with people that had religious faith or 

spiritual backgrounds. The issues raised particularly gave reference to the diagnostic model in 

mental health which focuses on certain experiences that may be deemed associated with 

religion and spirituality as symptoms of mental health problems (Harbidge, 2015). Therefore, 

if work was considered within a medical model, this would mean treatment would also not 

include incorporation of the individual’s religion, faith or spirituality, and any experiences 

associated with spirituality could be pathologized as ‘abnormal’ (Ouwehand et al., 2020; 

Sandage et al., 2022).  In addition, concerns around distinguishing between healthy and 

unhealthy religious beliefs were described as a challenge in mental health services working 

with medical model, for example ‘psychosis’ (Challis, 2017). There is a perceived link 

between expressions of spirituality and mental health disorders (Mills, 2010). This inclination 
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to characterise some spiritual practices as pathology may reflect a lack of training or UK 

socio-cultural perceptions around the distinctions between spiritual experience, whether 

ecstatic or normative, and psychopathological conditions (Woodford & Hogan, 2019). 

Adequate training could help CPs competently distinguish between religious or spiritual 

experiences and psychotic experiences. Although both share non-rational experiences, it is 

important to establish an evidence-based framework which can be used to guide the 

distinction between them (DeHoff, 2015).  

In regard to theoretical framework challenges, the findings of various papers alluded 

to the role of a psychologist and holding responsibility to implement evidence-based 

interventions rooted within objective evidence (Harbidge, 2015). Difficulties were often 

associated with a lack of congruence around the value of religion between the therapist and 

client and different beliefs between therapist and client, or a therapeutic model that is not 

congruent with the client's religious framework (Betteridge, 2012). However, there are 

multiple psychological models that allow flexibility to incorporate religion and values such as 

Compassion Focused Therapy (Gilbert, 2009), Acceptance and Commitment Therapy (Hayes 

et al., 2004) and Systemic Therapy (Butler, 2017; Erringtom, 2017). It could be argued that 

the challenges may lay with the perspectives and attitudes of the therapist rather than the 

therapeutic models used.  

4.2. Organisational/ Systemic Barriers and Clinical Supervision Barriers    

 

The findings on the topic also articulated further external barriers influenced by 

systemic factors which were thought to be outside of participants' control. Organisational 

problems contributed the most external variables. Political and social beliefs, a lack of 

professional rules or training, a lack of knowledge of the profession's ill-defined position on 

incorporating religious and spiritual topics into clinical practise, and NHS Trust and service 
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philosophies were among them. (Mills, 2010). These barriers presented in two forms, firstly 

organisational policy barriers. One paper found that CPs felt that NHS policy restricts 

psychologists from being authentic in matters of spirituality (Arshad, 2007), due to the notion 

that practitioners could be punished for talking about spirituality, e.g., for a dying client 

(Baker & Wang, 2004). Although, none of the papers mentioned a specific NHS policy, these 

findings are in line with research that contends that there are no agreed definitions of 

spirituality or spiritual care, although NHS Trusts are mandated to respect patients’ religion 

and beliefs (Harlow, 2010).  Subsequently, NHS Trusts are left to find a model for the 

delivery of holistic care that fulfils the expectations of those who practice a religion and those 

who do not, within the boundaries of Human Rights legislation (Harlow, 2010; Sango & 

Jones, 2014). The papers reflected the uncertainty about the role of religion and spirituality in 

mental health services, which is experienced in contradictory messages on whether religion 

and spirituality should be explored, hence making it an unsafe territory (Mills, 2010). There 

was also emphasis that the nature of service and professional context only allowed for 

religious themes to be explored if they are related to the presenting problem (Arshad, 2007).  

The second form in which these barriers present, was conveyed to within the 

immediate wider system of their work, through team practice, and clinical/managerial 

supervision. These barriers presented in the form of being ‘judged’ when considering 

spirituality in meeting settings (Woodgate & Hogan, 2019).  Supervision in clinical practice 

was described to be lacking engagement in talking about spirituality which added to the 

challenges of addressing the topic in therapy (Harbidge, 2015). In one paper the findings 

expressed an experience of criticism for wearing a fashionable silver cross from a supervisor, 

leaving a participant believing that incorporating spirituality into therapy could lead to further 

criticism (Begum, 2012). Aten and Heenandez (2004) argue that very few supervisees receive 

the training and supervision necessary to competently address religion in therapy. Despite the 
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availability of models to guide the learning and discussion around spirituality and religion in 

clinical supervision (Aten & Heenandez, 2004, Bienenfeld & Yager, 2007; Bishop et al., 

2003), the lack of engagement in this topic may be associated with individual and socially 

held biases and interest in the topic areas (Gutierrez et al., 2020).  

4.3. Professional Challenges: Ethical Challenges and Lack of Training 

 

Ethical Challenges 

Approximately half of the papers noted that there were challenges based on ethical 

dilemmas. These papers found that Clinical Psychology doctorate and discipline of 

psychology focuses on trainees and qualified practitioners being neutral and professional 

(Authur, 2018). In addition, safety to discuss spirituality is needed for both the client and the 

practitioner in the room. However, the findings suggested that safety is not provided by 

supervisors, training courses and the wider profession (Betteridge, 2012). Provision of the 

needed safety would involve authentic permission for the supervisee to explore their thoughts 

and perspectives without criticism or judgement and validation of any difficult and 

uncomfortable emotions associated with discussion of the issue (Halpert et al., 2007). For the 

space to be experienced as safe it must provide empowering and respectful clinical 

supervision rather than neutral, critical and punitive clinical supervision (Halpert et al., 2007; 

McMahon & Errity, 2013). This aligns with the argument that when Clinical Psychology as a 

profession, focuses on taking a neutral stance, it facilitates the reinforcement of inequalities 

(Patel, 2010). In this instance, the profession may reinforce inequalities in the quality of 

therapy provided to religious/spiritual clients. Discussions of spirituality may conflict with 

the scientist-practitioner model, which many CPs are trained and work in (Petocz, 2018). In 

this model, emphasis should be placed on the successful integration of science and practice, 

where the relationship between the two variables is carefully considered (Jones & Mehr, 

2007). However, spirituality may be challenging to integrate within this model, as it is often 
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viewed as ambiguous and difficult to clearly define in a generalisable and reliable manner 

(Pesut et al., 2008).  

In most studies, there was a sense of confusion and avoidance on how to integrate 

spirituality into the therapeutic relationship. However, one paper discussed in detail an ethical 

dilemma around being person centred, whether this was sorely up to the client to take the lead 

by linking their spirituality into the desired therapy outcomes, or even as a resource or 

challenge in relation to their wellbeing. Other participants felt the onus was on the therapist; 

the argument was that comprehensive psychological assessments can explore a client’s 

spirituality, this could also be observed in the psychological formulation, however the 

challenge was around integrating it into therapy (Woodford & Hogan, 2019).  This reiterates 

the findings that there is no clear support provided in the profession regarding how CPs can 

incorporate spirituality in the therapy of clients.  

Lack of Training 

The systematic review found that spirituality was also characterised by the lack of 

discussion of the topic within the professional and training context of Clinical Psychology 

(Crossely & Salter, 2005). There was minimal training on spirituality and this perpetuated 

feelings of ill-preparedness for the therapists (Woodford & Hogan, 2019). In addition, the 

findings suggested that psychological models could facilitate formulation and therapeutic 

intervention with spiritual or religious frameworks. However, there was lack of theoretical 

teaching on this (Begum, 2012). Majority of Clinical Psychology programmes and 

psychology faculties in universities have limited research relating to spirituality and religion| 

in mental health (Schafer et al., 2009). Read et al. (2016) surveyed trainee CPs and only 

about 35% of them reported a religious identity, suggesting there may be limited interest in 
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the topic. The lack of interest and research in this topic area also poses as a barrier to the 

development of appropriate teaching frameworks.  

The literature also focused on the need to ensure that the therapeutic relationship was 

protected. The fear of offending a client, getting it wrong and rupturing the therapeutic 

relationship impacted significantly on the outcomes (Arshad, 2007). There are theoretical 

limitations to incorporating religion and spirituality and in addition there was a worry 

described around the possibility of causing offence (Challis, 2017). 

4.4 Cultural Barriers    

 

Findings of four studies highlighted British cultural nuances regarding 

appropriateness of discussing spirituality. There was emphasis on the topic being viewed as 

‘personal’ and was likened to sex in the nature of the social appropriateness of discussing this 

(Harbidge, 2015; Woodford & Hogan, 2019). In one paper, participants alluded to how on 

some level these topics may be experienced as heavy and potentially charged, thus, needing 

to be counterbalanced through humour and light talk (Harbidge, 2015). Often in the UK, 

when cultural barriers are considered as teaching, training and practice, it does not often 

consider the British cultural barriers that may be brought to the therapeutic settings (Turpin & 

Coleman, 2010). Some of the papers emphasised in their outcomes that one of the challenges 

associated with the unease of topic, is associated with difficulties of understanding 

spirituality at a cultural level (Crossely & Salter, 2005). It can be argued that the cultural 

diversity within the UK may be linked to the spiritual diversity, however, for the CPs with 

limited exposure to diverse communities, understanding the nuances and complexities that 

may present between spirituality and culture may be difficult.  
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5. Discussion 

 

The present systematic review explored the challenges reported by clinical psychologists 

and psychological therapists in addressing client spirituality and religion in therapy.  Overall, 

the published literature in the UK on the area of spirituality and religion in therapy practice is 

limited. The majority of the literature in this review was unpublished Clinical Psychology 

doctoral theses. It is important to consider possible constraints for the publication of literature 

around spirituality. According to research, the peer-review process has social and subjective 

aspects that influence this perspective, including important stakeholders' communication, 

such as authors, editors, and peer reviewers (Glonti & Hren, 2018). 

The studies included a mixture of participants with and without religious/ spiritual 

affiliations. It is interesting to observe that despite this difference, there were shared 

experiences and perceptions of challenges described by qualified and trainee CPs across the 

UK. It was not clear in a majority of the studies the locations in the UK in which the 

participants were working in. Clarity on this, could provide insight into whether there were 

any differences reported in challenges for therapists working in locations with multi-faith 

populations.  

The findings reported reflect the clinical implications of the debate of how religion and 

spirituality are understood within a medical model and the scientist-practitioner framework 

(Jones & Mehr 2007; Scafer et al., 2011; Shapiro, 2002). It can be suggested that the 

reflective practitioner model (Lilienfeld & Baterfield, 2020) could be used to bridge the gap 

currently posed in this field. This model blends functional competence approaches for 

practitioners and personal competence approaches (Cheetham & Chivers, 1998), allowing 

CPs to hold value, not only the functional competences, that are expected of the profession 

e.g assessment, formulation, organisational leadership, but also hold to value the 

competences around, reflection, self-awareness and self-examination (Handley, 2017).  
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However, particularly for CPs in the UK, professional emphasis is held on being reflective on 

the impact of one’s own beliefs, attitudes and practice which also aligns with the reflective 

practitioner model. The findings of illustrated that there was a sense of ‘lack of safety’ around 

the topic of spirituality. Despite religion, spirituality and faith being protected characteristics 

in the UK (Limb, 2021; Talati, 2016), the findings illustrate that this is an area that is 

clinically ambiguous and the organisations that navigate how CPs train and practice have no 

clear guidelines or expectations of practice. This lack of clarity makes incorporation of 

spirituality into clinical practice appropriately for clients to be perceived as professionally 

and ethically unsafe for CPs. It would be important for DClinPsy training course and 

organisations such as the BPS to consider how this safety can be provided for qualified and 

trainee CPs. 

5.1. Methodological Implications      

 

Limitations Of the Evidence Base 

The culture of the researcher can influence the interpretation of data collected using 

interview transcripts from a study into psychotherapy and spirituality (West, 2009).  All 

studies reported that a majority of participants were female; it would be helpful to understand 

the perspectives on the topic from more male participants. However, the majority of trainee 

and qualified CPs in the UK are female, therefore this can be expected given the population 

in which the studies sampled. All studies also recruited a volunteer sample, likely drawing a 

sample particularly from people who had an affiliation or interest to this topic area. This 

could influence the types of challenges likely observed in the literature. Mostly qualitative 

studies were reviewed due to the nature of the phenomenon of interest, and although the 

researchers clearly stated the phenomenological stance in which they analysed and the 

reported the data, the nature of their affiliation and interest with the topic would likely 

influence the challenges reported. Another constraint of this literature is the high proportion 
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of unpublished doctoral theses. The absence of the peer review process which examines the 

bias through the publication process (Rowland, 2002) can also help in the quality appraisal of 

the research. The quality appraisal of the studies was strong despite being unpublished, the 

assumption was held that these studies were held to a doctoral standard and not including 

them, would lead to also attaining a publication bias (Dwan, et al., 2008).  

Strengths Of This Review 

 The review offered a narrow focus on exploring practices and perceptions of 

spirituality in practice for clinical psychologists. The systematic review followed evidence-

based procedures (SPIDER, 2012; PRISMA, 2021 and CASP, 2018) which guided the 

comprehensive search for evidence, the criterion-based selection of relevant evidence, the 

rigorous appraisal of quality and risk of bias, and the qualitative summary, and the evidence-

based inferences. Another strength of this review was that a second researcher was able to 

assess the eligibility of a portion of search results for inclusion. Using a second reviewer 

throughout the entire study screening process can increase the number of relevant studies 

identified for use in a systematic review (Stoll et al., 2019). Although spirituality could be 

viewed as a subjective and abstract topic to conceptualise, a strength of this review was that 

the search used various synonyms and terms that could account for how other researchers 

would conceptualise spirituality to reduce the likelihood of studies being missed.  

Limitations Of This Review 

The use of hand-searching the grey literature rather than using a targeted database 

alone is a limitation of the review, as this limits the reliability of the review methodology. In 

addition, the search terms used were broad, around the topic of faith, spirituality and religion, 

use of specific search terms such as “Buddhist, Catholic, Muslim and Pegan” may have 

yielded search outcomes more relevant to the phenomenon of interest.  
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This review chose to exclude studies from outside the UK in order to examine issues 

that were culturally, politically and socio-economically relevant to the UK. Although this 

meant the findings of this study can be generalised across the population of CPs and 

psychological therapists in the UK, including the papers from outside of the UK may have 

offered clarity on the challenges that may present cross-culturally. In addition, the findings 

may have offered insight in how the barriers reflected in the studies in the UK may 

provisionally be overcome in other countries. This would be helpful for considering 

theoretical implications of this review in the UK.  

Whilst all unpublished studies scored reasonably well on the quality appraisal, it is 

crucial to note that this process is also prone to bias (Long et al., 2020). The CASP tool was 

found to provide lower agreement within and between reviewers compared to the other 

evaluation methods, but it did provide a good indication of the procedural features of a study 

and the information that should be reported (Dixon-Woods et al., 2007). The use of a second 

independent rater on the quality appraisal of the studies may have reduced likelihood of bias, 

and any differences between the raters as the differences between the raters were dicuseed.  

5.2. Implications     

 

 The findings of this review focus on the need for clear evidence based theoretical 

frameworks of incorporating spirituality into teaching. Where there is limited evidence, it 

may be helpful to draw on models used abroad such as the dialogical model for engaging 

spirituality in therapy (Mutter & Neves, 2010). However, there is currently limited evidence 

on clinical and educational use of this model. In addition, considerations should be made 

about whether the models used in other countries may also be inappropriate for use in the UK 

due to differences in organisational and national laws and policies around spirituality. 

Majority of the evidence around spirituality originates from countries such as the United 

States of America (USA), Israel, and South Africa. Although these countries tend to use 
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similar therapeutic, evidence-based models as those used within the UK, political and socio-

cultural views regarding spirituality may be significantly different to those current existing in 

the UK. It may be beneficial for future research to explore current practice-based evidence 

with CPs and psychological therapists that have experience and competence of effectively 

incorporating spirituality into psychological therapy in the UK.  

 Results of this review suggest that many CPs may not believe that there are clear and 

consistent guidelines on how to incorporate spirituality appropriately into practice within the 

NHS and other organisations. Spirituality appears to not be accepted well in medical contexts 

with current mental health diagnosis model allowing for bias based on the professional’s 

awareness of spirituality (Challis, 2017). There are psychological models that allow the 

integration of spirituality into therapeutic practice such as Acceptance & Commitment 

Therapy (ACT; Hayes et al., 2004) and the Power Threat Meaning Framework (Johnstone & 

Boyle, 2018). ACT is a values-driven therapy that promotes transcendence of physical, 

mental, and emotional experience to lessen human suffering (Santiago & Gall, 2016). The 

values – based work allows spirituality to be considered more easily. However, again there is 

no clear guidance on using these models to incorporate spirituality and it may be up to the 

discretion of the CPs in deciding how they use these frameworks.  

  Spirituality is one of the protected characteristics of the Equality Act (2010, section 

10). As a result, it is important for all clients who access psychological therapy to not 

experience a disadvantage in the quality of their treatment due to professional lack of 

competence in addressing and incorporating spirituality into therapy. The BPS encourages 

CPs to incorporate spirituality into interventions and recognises that lack of consideration of 

this may impede on engagement in the intervention (BPS 2017, p. 34). Whilst there has been 

increasing pressure for the Psychology profession to move away a from a stance of avoidance 

and neutrality in issues regarding prominent parts of people’s identities such as gender, race, 
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and disability (Keville, 2018), this review has synthesised holistically, the previous 

underreported professional issues associated with avoidance of integration of spirituality in 

therapy for clients. Given the themes described in the findings it would be important for 

further systematic reviews to explore practices of teaching spirituality on the doctorate in 

clinical psychology courses across the UK and consider expanding this search to the Doctor 

of Counselling Psychology Courses in the UK.  

 

6. Conclusion 

The present systematic review explored the current literature on spirituality and 

current practice of CPs in the UK. The aim of the review was to explore challenges reported 

by UK-based CPs in addressing and incorporating client spirituality in therapy. A total of 11 

studies were reviewed and four overall themes were developed from the findings of the 

studies. The themes highlighted a range of primarily professional issues educationally, 

academically, organisationally, and clinically that limited CPs from integrating spirituality 

into therapy for their clients. The discussion of the implications of the findings highlights a 

critical issue that a significant amount of the literature on spirituality in UK is unpublished. In 

addition to the limited research, the lack of evidence based theoretical frameworks used in the 

UK indicates a professional issue that likely impacts on the quality of care given clients of 

spiritual orientation.  
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APPENDIX B: Synthesised Summary of Systematic Review Findings  

 

Initial themes  Codes  Authors  

Medical model and 

theoretical 

framework 

challenges.  

challenges around balancing medical and 

therapeutic discourses for example when working 

with people with ‘psychosis’. 

 

Participants reported challenges of   concern in 

distinguishing between healthy or unhealthy 

religious belief. 

 

There is a perceived link between expressions of 

spirituality and mental health disorders. This 

propensity to characterise some spiritual practices 

as pathology may reflect a lack of training around 

the distinctions between spiritual experience, 

whether ecstatic or normative, and 

psychopathological conditions 

 

Working in contexts with the medical model was 

described as another challenge as spirituality does 

not align with the medical model. This was 

Challis, 2017 

 

Mills, 2010 

 

 

 

Woodford & 

Hogan 2019 

 

 

 

Harbidge,  

2015  
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particularly around diagnostic and treatment 

terminology.  

 

The role of a psychologist, holding responsibility to 

implement evidence-based interventions rooted 

within objective evidence. 

 

Lack of training on 

how to incorporate 

this into therapeutic 

practice.  

Spirituality was also characterised by the lack of 

discussion of the topic within the professional and 

training context of Clinical Psychology.  

 

 

There was minimal training on the spirituality and 

the perpetuated the feelings of ill preparedness for 

the therapists. 

 

Models of psychology can facilitate formulation 

and therapeutic intervention with spiritual or 

religious frameworks. However, there was lack of 

theoretical teaching on this.  

 

 

Crossely & 

Salter, 2005 

 

 

Woodford & 

Hogan, 2019 

 

Begum 

(2012). 

Uncertainty about 

the boundaries 

between  spirituality 

and culture.  

 

Both from a 

therapist and client 

perspective  

There was a strong emphasis in some of the 

interviews of the unease that is associated with 

debate on spirituality at a cultural level. 

 

 

There was a sub theme that it was difficult to 

disentangle religion from culture which influenced 

avoidance of religion or spirituality as its own 

factor for some clients.  

 

Crossely & 

Salter (2005) 

 

Begum 

(2012) 

Professionsal and 

ethical challenges  

 

The diversity and flexibility of the meaning of 

spirituality made some participants suggest that 

boundaries to the concept of spirituality were 

necessary.  

 

There is a sense of confusion and avoidance on 

how to integrate spirituality into the therapeutic 

relationship. The ethical dilemma, is around being 

person centred. Is it sorely for the client to lead and 

bring? However some participants felt the onus was 

on the therapist. Assessments can explore a clients 

spirituality, however the challenge was around 

integrating it into therapy.   

 

 

Participant (CP)\ personal views can make it 

difficult to understand a client with strong beliefs. 

This can lead to lack of collaboration and religion 

Crossely & 

Salter (2005).  

 

 

Wooddford 

& Hogan 

(2019) 

 

 

 

 

Authur 

(2018) 
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is avoided due to the assumption that there is a line 

between the profession and religious beliefs.  

 

CP doctorate and discipline of psychology focuses 

on trainees and qualified practitioners being neutral 

and professional.  

Safety to discuss spirituality is needed for both the 

client and the practitioner in the room. Safety is not 

provided by supervisors, training courses and the 

wider profession.  

 

Nature of service and professional context only 

allowed for religious themes to be explored if they 

are related to the presenting problem.  

 

 

Difficulties were often associated with a lack of 

congruence around having religion in therapy, 

different beliefs between therapist and client, or a 

therapeutic model that is not congruent with the 

client's religious framework. 

 

Clinical, therapeutic, and ethical dilemma 

regarding whether to bring it up for the client or 

waiting for the client to bring it up. 

 

 

Some models/interventions such as Mindfulness 

which is derived can create personal and 

professional religious dilemmas.  

 

 

 

 

Arshad 

(2007) 

 

 

 

Betteridge 

(2012) 

 

 

 

 

 

 

 

Mills (2010) 

Social and cultural  

and personal barriers  

Spirituality being a very personal issue to talk 

about, like sex.  

 

Spirituality not easy to talk about, and likened to 

sex in the nature of the social appropriateness of 

discussing this. Other participants alluded on how 

on some level these topics may be experienced as 

heavy and potentially charged, thus, needing to 

counter balanced through humour and light talk. 

 

 

 

Woodford & 

Hogan (2019)  

 

Harbridge 

(2015) 
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Protecting the 

therapeutic 

relationship 

Therapists can be restricted through a fear of 

offending or getting something wrong.  

 

 

Explicit reason needed to explore religious themes 

due to fear that, exploration could potentially 

sabotage rather than complement the psychological 

work being done.  

 

There are theoretical limitations to the 

incorporating religion and spirituality and in 

addition there was a worry described around the 

possibility of causing offence. 

 

Participants also reported discourses around 

negotiating what can be said. This was particularly 

around self-disclosure of  personal spiritual views. 

 

 

 

Arshad 

(2007) 

 

 

 

 

 

Challis 

(2017) 

Previous negative 

clinical experiences  

 

 

 

 

 

 

 

 

 

 

 

Experiences or worries about being judged may 

prevent the exploration of spirituality. 

 

Supervision in clinical practice lacks engagement 

in talking about spirituality. This adds the barriers 

to discussing it in therapy.  

 

An experience of criticism of wearing a  

fashionable silver cross from a supervisor, left one 

participants.  

 

Woodgate & 

Hogan, 2019 

 

 

Harbidge 

(2015) 

 

 

 

 

 

 

 

 

 

 

 

 

Organisational and 

systemic barriers  

 

Spirituality largely absent in the practice of 

participants because of constraints on the NHS, 

with limited time and sessions. Participants 

described not being able to work with the whole 

person. 

 

NHS policy restricts psychologists from being 

authentic in matters of spirituality. The idea that 

practitioners could be punished for talking about 

spirituality  e.g for a dying client.  

 

Limited guidance and resources for exploring 

themes of spirituality. The topic area is also not 

supported in teams.   

 

 

 

Begum 

(2012) 

 

Ashad (2007) 

 

 

 

 

 

 

 

Mills (2010) 
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There are uncertainty about the role of religion and 

spirituality in Mental health services.  

Contradictory message relayed from the 

psychology profession, course staff, NHS Trusts 

and clinical supervisors. These cause confusion on 

whether religion and spirituality should be 

explored. This makes it an unsafe territory.  

 

 

Participants also articulated other barriers which 

are better placed as external locus of control. Many 

factors appeared to be influenced by systemic 

factors which were thought to be outside of 

participants' control. Organisational issues 

provided the greatest number of external factors. 

These included: NHS Trust and service 

philosophies; political and societal viewpoints; an 

absence of professional guidelines or training and 

knowledge of the profession's ill-defined position 

on incorporating religious and spiritual into clinical 

practice. 
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Abstract 

 

Background: Spirituality is a common concept which many people’s lifestyles are centred 

around. Within the UK and many other parts of the world Christians are a large part of the 

group of people recognized as spiritual, religious or living by faith. There is evidence 

suggesting that Clinical Psychologists (CPs) do not feel comfortable with incorporating 

spirituality into therapy for their clients. However, incorporation of spirituality into therapy is 

associated with positive client outcomes, but there is limited research on its association with 

therapeutic engagement and therapeutic alliance. 

Objectives: Using a mixed methods approach, the aim of the study was to examine 

quantitatively the relationship between spirituality and engagement in therapy, and to 

qualitatively explore what is important about spirituality and therapy for Christians in order 

to best engage with therapy.  

Method: Participants (N = 133) completed an online survey examining their daily spiritual 

experiences at the time they received therapy, perceived incorporation of spirituality into 

therapy and retrospective perceived engagement and working alliance in therapy.  Five 

participants were then randomly picked to participate in in-depth semi structured interviews.  

Analyses: Two moderated multiple linear regression analyses were conducted to evaluate the 

prediction of the two outcomes: perceived retrospective engagement in therapy and perceived 

retrospective working alliance. The qualitative interviews were analysed using thematic 

analysis. The findings of the study quantitatively suggest that the incorporation of spirituality 

into therapy and daily spiritual experiences explain unique variance with a positive 

association for both predictors. Qualitatively the study found that clients valued authentic 

conversations about spirituality, and incorporation of this into therapy supported engagement 
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and working alliance. However, there was a strong consensus that therapists often dismissed 

the topic and which some participants found harmful.  

Conclusions: It is, therefore, crucial to consider how CPs can be supported to address this 

need. Firstly, doctoral training programmes should review the context of teaching offered to 

support clinical psychologists in learning how to incorporate spirituality into therapy. 

Secondly, CPs should ensure that there is an active reflective process in practice when 

working with Christians.  
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Introduction 

 

Spirituality, Faith and Religion  

 

The concept of Spirituality, Faith and Religion has been an evolving, and criticised 

phenomenon within western academia and philosophy (Pargament & Sauders, 2007). The 

terms are often used interchangeably due to their similarities, however, need to be defined 

distinctively due to their differences. For example, religion is frequently the root of 

spirituality, but not everyone who practises religion is always spiritual, and not everyone who 

practises spirituality is necessarily religious (Lunn, 2009). Currently, there is limited 

consistency on the definitions of the terms (Reinert & Koening, 2013). Spirituality can be 

defined as a person's relationship with and experience of the supernatural realm or sense of 

deep awareness and connection with the natural realm (Lunn, 2009). Faith can be defined as 

the belief in a transcendent reality. Religion is an institutionalised system of beliefs and 

activities relating to the supernatural (Deneulin & Rakodi, 2011). Although the terms 

spirituality, faith and religion have been used interchangeably in research studies, this study 

will mainly use the term spirituality but will occasionally refer to faith and religion, in 

discussing this complex phenomenon. 

Christianity in Spirituality, Faith and Religion  

 

Spiritual people are a diverse population with various beliefs, in order to narrow down 

such a broad topic area, the research focuses on Christians as the spiritual group of choice as 

they are numerically dominant population in the UK in comparison to other spiritual 

populations. Christianity is observed as one of the most common religions (Bates, 1994), 

however, it also largely described as a faith (Borg, 2009). Those who describe it as a religion 

refer to the institutional way of life that guides many groups of people around the world, 

whilst those that describe it as a faith refer to the personal and individual values and beliefs 

that influence a connection with those that follow a similar set of values (Kraemer, 2002). 
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Supernatural experiences can be common for some but not all Christians depending on the 

doctrine and theological beliefs they follow (Kraft, 2005); therefore Christianity is also 

identified as strongly linked to spirituality for some Christians.  

Fifty per cent of the people in UK identified as being affiliated with the Christian faith 

in 2011 (England & Wales Census, 2011). There is likely a change in these statistics, and of 

those that report being affiliated with Christianity, many may not find it of importance. 

Despite statistics suggesting a decrease in the people identifying as having a religion they 

follow (Office for National Statistic, 2012), there has been a significant increase in online 

church attendance during the recent COVID-19 health pandemic (Brooke & Jackson 2020).  

 

Relationship Between Spirituality and Therapy     

 

Research indicates that psychology has joined spirituality as a popular source for 

guidance in life, as people have generally become more sophisticated consumers of scientific 

knowledge (Andersson & Asmundson, 2007). Many people have held onto to their spiritual 

beliefs with more flexibility, as we move into a “pick and mix” postmodernist era of choosing 

elements of a belief that benefits them (Esposito, Fasching, & Lewis, 2002). Religion, 

spirituality, and faith have long been neglected in development of psychological theory, 

policymaking, and practise (Lunn, 2009).  

There is strong evidence that the question of motivation or volition is at the heart of 

therapeutic results, perhaps because beneficial and long-lasting effects are more likely to 

occur when a client gets actively involved and personally invested in change (Ryan et al., 

2011). However, it can be argued that the client’s active engagement and investment in 

therapeutic outcomes are mostly mediated by their experience of influences on their life also 

being merged in their therapy (Oman, 2019). These life influences are often everyday 
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experiences (e.g., spirituality, faith & religion) that shape the client’s views in life (Rego & 

Nunes, 2019).  

 A substantial body of research indicates that when patients seek therapy, their 

spirituality frequently serves as a pillar of support or contributes to the presenting issue but is 

most frequently linked to enhanced therapeutic outcomes across a range of mental health 

conditions. (Drew & Bank, 2019). Many psychological frameworks such as compassion 

focused therapy (CFT) and cognitive behaviour therapy (CBT) can be adapted to the context 

of the client’s values and how they make meaning of their experiences and the world, for 

example culture and spirituality (Arrundell, et al., 2021; Hall et al., 2016; Heim & Kohrt, 

2019). CFT incorporates elements of Buddhist, social, developmental, and evolutionary 

psychology. Using compassionate mind training to assist people to develop and work with 

feelings of inner warmth, safety, and comfort through self-compassion is one of its main 

concerns (Gilbert, 2009). In CBT, the emphasis is on how attitudes, beliefs, and thoughts 

impact feelings and behaviours (Carvalho, 2017). Adaptions within the CBT model involve 

the integration of religious material to perform cognitive restructuring, psychoeducation, and 

motivation were the most common religious adaptations. Engagement in religious practices 

like behavioural activation, meditation, or prayer to aid cognitive restructuring, use religious 

values, and as coping mechanisms were also very common (de Abreu Costa, & Moreira-

Almeida, 2021).  

Despite this, there is a growing body of evidence suggesting that some CPs lack the 

confidence in discussing issues of spirituality in therapy (Challis, 2017). It is, therefore, of 

paramount importance that CPs understand the interactions between spirituality, therapeutic 

engagement and therapeutic alliance.  

 

Spirituality, Therapeutic Engagement and Therapeutic Alliance  
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In clinical psychology, the emphasis on evidence-based treatments has resulted in 

attention being paid to compiling specific, often manualised, methods designed to change 

targeted behavioural outcomes (Deci & Ryan, 2008). Despite the multitude of research 

supporting the use of evidence-based manuals in the United Kingdom (UK) (Bronfort et al., 

2010), services often report an association between clients’ disengagement from therapy and 

lower therapeutic outcomes (Mander, 2014).  Low therapeutic involvement or treatment 

discontinuation may have detrimental effects on clinical results (Tetley et al., 2011), causing 

services to become cost‐ineffective and undermining staff and client optimism (Hinkeldey et 

al., 2018). From a clinical perspective, engagement can often be defined by core dimensions. 

These include: a suitable working relationship with the therapist, treatment attendance, 

treatment completion, homework completion, expected contribution to therapy sessions, 

including self-disclosure and/or other duties or activities (Tetley et al., 2011).  

In order to enhance client engagement and therapeutic working alliance, therapists are 

encouraged by means of good practice guidance to incorporate adaptions into interventions, 

being mindful of factors such as protected characteristics (e.g., religion or faith) or lifestyle 

(e.g., spirituality; Curtis & Davis, 1999; Maher, 2006, p. 21). Further evidence suggests that 

when clients of spiritual orientation perceive that their spirituality has been incorporated into 

therapy, this correlates with an increase in positive engagement with therapeutic intervention 

and working alliance with their therapist (Weisman de Mamani et al., 2010).  

Clients often desire to be able to speak about issues that matter to them during 

psychological therapy such as religious belief and those with prominent spiritual identities 

will benefit from its integration into their psychological therapy (Wade et al., 2007) however 

CPs and other psychological therapists in the UK feel poorly prepared to do so (Begum, 

2017; Challis, 2017; Crossely & Salter, 2009; Mills, 2010).  There is limited evidence on the 

provisional percentage of clients of spiritual orientation, not receiving spiritual support in 
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psychological therapy interventions. The lack of systematic recording of adaptations made for 

psychological interventions leading to the scarcity of auditable data (Slay, 2022) leaves the 

population of spiritual clients at risk of not receiving adequate care.  Therefore; it is important 

for research to focus on understanding the experiences of spiritual clients, and how their 

needs can be met in relation to key elements of psychological interventions, engagement with 

the treatment and working alliance with their therapist.  

Given that CPs are trained to have the competencies necessary to build therapeutic 

alliance, have conversations that may be difficult and uncomfortable, and work in ways that 

allow their clients to engage with them and the systems supporting them (Baker & Wang, 

2004), understanding how practice affects therapeutic relationship and therapeutic 

engagement is crucial for clinical psychology. Research appears to primarily focus on 

engagement in psychological therapies from the service or clinical standpoint (Captari et al., 

2018). However, there is limited emphasis on understanding engagement in psychological 

therapies from the client standpoint. This is especially essential for spiritual clients.  

 

Theoretical underpinning  

Psychological theories and frameworks, aim to not only make sense of behaviours, 

particularly those that cause distress, however, also aim to provide a framework around 

making sense of individuals and groups “meaning making” of themselves, and themselves in 

relation to others and the rest of the world (Helminiak, 2006). This process is often termed 

“psychological formulation” (Leeming et al., 2009), CPs can often draw from one or more 

psychological models to help formulate the client’s meaning making process and how it can 

be linked to how they have coped with distress (Usher & Ryan, 2019). CP is encouraged to 

take into account that both individuals bring their own frameworks for understanding the 

world into the therapeutic relationship, and that dissecting these with a client can provide 
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opportunities for understanding how psychological distress is experienced and maintained, 

the CP needs to be mindful of their decision-making process of how they incorporate what is 

important or has influence for the client’s life into their formulation, alongside ensuring that 

they develop maintain the therapeutic working alliance and  support the client to remain 

engaged in therapy.  

Rationale   

 

Spiritual people are a diverse population ranging with various beliefs, some which 

may be associated with a community of beliefs. In contrast, others may be based on the 

individuals own developed spiritual views. In order to narrow down such a broad topic area, 

the researcher will look at Christians as the spiritual group of choice as it will be highly 

relevant in the South West of England. Fifty per cent of the people in South West England 

identified as being affiliated with the Christian faith in 2011 (England & Wales Census, 

2011). There is likely a change in these statistics, and of those that report being affiliated with 

Christianity, many may not find it of spiritual importance.  

There is a need for research and Clinical Psychology to understand how clients who 

value spirituality in their daily living, experience therapy and their engagement in 

psychological therapy. Particularly in the South West of England due to the nature of the 

demographics, Clinical Psychologists are likely to encounter and work with people from a 

Christian background. Previous research listed above has focused the therapeutic outcomes; 

however, there is currently limited research exploring the link between spirituality and 

therapeutic engagement (Captari 2018; Cummings et al., 2014; Mardiyono et al., 2011).  

 

There is a need for research and Clinical Psychology to understand how clients who 

value spirituality in their daily living experience therapy and their engagement in 



84 
 

   

 

psychological therapy. CPs are likely to encounter and work with people from a Christian 

background. Previous research has focused on therapeutic outcomes (Captari, 2018; 

Cummings et al., 2014); however, there is currently limited research exploring the 

relationship between spirituality, client’s perception of integration of their spirituality in 

therapy and therapeutic engagement and alliance (Mardiyono et al., 2011).  

It is helpful to address the evidence gap using a mixed methods approach, particularly 

given that the topic is sensitive but has significant implication on client experiences, 

treatment policy and overall treatment outcomes. Exploring the phenomenon qualitatively 

will offer insight into Christian clients’ experiences, narratives and perspectives on the 

integration of their faith into therapy. This can also be used to contextualise the quantitative 

results on the relationship between level of spirituality for Christians, and their perceived 

engagement in therapy and perceived working alliance.  

Ontology 

The researcher recognises ontological positioning focuses on the nature of existence 

within the structure of reality (Goertz & Mahoney, 2012). The researcher believes that reality 

can be understood and observed within multiple lenses and perspectives (Goldman et al., 

2018) therefore is not capturable by sole use of quantitative or qualitative methods.  A mixed 

methods approach allows the researcher to gain an in-depth examination of the phenomenon 

of interest qualitative methods will allow exploration of multiple realities (Bleiker et al., 

2019).  

The aim of the research is to:  

1) Offer quantitative clarification on the interactive relationship between spirituality, 

perceived incorporation of this in therapy and client’s engagement, and working alliance in 

therapy.  
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2)  To qualitatively explore the experiences of Christians regarding addressing their 

spirituality in therapy.  

 

  Research questions and hypotheses  

 

Quantitative: How are Christians’ spiritual experiences of daily life and their perceived 

integration of spirituality into therapy associated with their experience of engagement in 

therapy?   

Hypotheses: 

1. Perceived integration of spirituality into therapy will predict greater perceived 

engagement and working alliance in therapy. 

2. Perceived integration of spirituality into therapy received will moderate the 

relationship between experiences of spirituality in daily life and perceived 

engagement & working alliance in therapy.  Engagement and alliance will be greatest 

for more spiritual persons who perceive greater incorporation in therapy. 

Qualitative: What are the experiences of Christians who value spirituality in their daily 

lives when engaging in psychological therapy? 

 

Method 

Design   

 

The present research employed a concurrent triangulation mixed methods design 

approach. Quantitatively, the study used cross – sectional self –report questionnaires and the 

qualitative part of the study used individual semi structured interviews.  

Quantitative Method 

 

Power Analyses and Justification of Sample Size 
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 A power analysis was conducted to establish the sample size that would be needed 

for the study. The expected large effect size was derived from the Captari et al. (2018) meta-

analysis which examined the relationship between therapy outcomes and religion adapted 

therapy for spiritual and religious clients (g = .74).  

The G power analysis was conducted for a multiple linear regression; the power of .80 

was used for this analysis for the test of a single regression coefficient. The results reflected 

that the minimum sample size required for this population would be 55, as depicted in Figure 

1 below.  

Eligibility Criteria 

Participants had a reported history of having accessed psychological therapy in the 

past. Table 1 below depicts the inclusion and exclusion criteria used for the recruitment of 

participants.  

Table 1 

 Eligibility criteria  

Inclusion Criteria  Exclusion Criteria  

History of accessing psychological therapy 

for a mental health difficulty. 

Participants that were still in receipt of 

psychological therapy at the time of the 

study.  

Aged 18 years and older. 

 

 

Identified as a Christian at the time that they 

accessed psychological therapy.  

 

 

Recruitment 
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Ethical Approval was sought from the University of Exeter Ethics Committee, prior to 

commencement of the recruitment (see appendix A). The study was advertised via online 

platforms and participants were led to a Qualtrics online survey. The beginning of the survey 

provided information regarding the study and the participants had to confirm that they had 

read the information and provided consent to continue. The questions in the first section of 

the survey were constructed to assess eligibility. Only participants that met the eligibility 

criteria were able to access the full survey and be counted in the study. At the end of the 

online survey participants were asked if they were open to taking part in an interview about 

their experiences. If participants ticked ‘yes’, they were given the options to write their 

contact details. Participants were then provided with debrief information at the end of the 

survey. For the qualitative interviews all participants were recruited from those who 

completed the questionnaire, therefore would have met the eligibility criteria. 

Participants 

Overall, 168 people completed the survey eligibility criteria, however 35 people did 

not meet the eligibility criteria and did not complete the study survey. Out of the 133 

participants who met the eligibility criteria and accessed the full survey, one participant did 

not complete one of the outcome measures. All participants’ ages ranged between 18 and 77 

years of age. The demographic details are depicted in Table 2.  
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Table 2 

Sample characteristics  

Ethnicity n (%)   

White 92 (68.7) 

Black 7 (5.2) 

Asian  28 (20.9) 

Mixed and other 7 (6.2) 

Gender n (%)  

Female  101 (75.4) 

Male  33 (24.6) 

Other 0 (0) 

The questionnaire responses were sampled at random and five participants that had 

provided consent to interview were emailed from the contact details that they had provided 

asking whether they were still interested in participating in the study with an information 

sheet on the details of the qualitative part of the study attached. Eight to twelve participants 

are recommended for qualitative research (Boddy 2016), however, four to eight are 

recommended for mixed methods in-depth interviews (Driscoll et al., 2007).   

All participants confirmed interest in being interviewed. The demographics of the 

participants recruited are detailed in table 3 below.  
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Table 3  

Demographics of participants interviewed   

Participant 

Number 

Pseudonym Age  Duration of 

Interview 

(mins) 

Disclosed 

Demographics  

Therapy 

1 Jacob 31 1 hour Mixed Race 

(Black 

Caribbean and 

White Irish).  

Male  

Bereavement 

NHS 

 

IAPT NHS 

 

Private - BUPA 

2 Katherine 21 35 minutes  White British 

Female  

CAMHS NHS 

 

Private – 

Christian CBT 

3 Rita  23 40 minutes White Female  University 

Counselling 

(CFT) 

 

University CBT 

4 Stacy 29 45 minutes Black British 

Female  

IAPT counselling 

NHS  

 

Family Therapy 

NHS 

 

5 Alice  57 30 minutes White British 

Female 

Family Therapy 

NHS 

 

Measures   

 

The following measures were used for the Quantitative study (see appendix B): 

Daily Spiritual Experience Scale (DSES). The DSES (Underwood & Teresi, 2002) 

is a 16-item self-report measure of spiritual experience. It aims explicitly to measure 

ordinary, or daily, spiritual experiences – not mystical experiences (e.g., hearing voices) and 

their influence on the individual’s everyday life. The measure was used to assess an 
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individual’s value on spiritual importance. The Cronbach’s alpha in this sample was .890 

which indicated that the measure has good internal validity.  

Incorporation of spirituality. A Likert scale question developed by the researcher 

was used to measure participants’ perceived incorporation of spirituality into therapy (see 

appendix B).  

Engagement Measure (EM).  The Engagement Measure (EM) is an observer-rated 

behavioural measure of engagement in measure of engagement in mental health (Hall et al., 

2001) that was adapted self-report for this study. The EM has good test-retest reliability and 

high interrater reliability, in addition to good, reported validity (Hall et al., 2001; Meaden et 

al., 2009). The EM assesses six areas behavioural engagement: a) appointment keeping, b) 

client therapist interactions, c) communication and openness, d) client’s perceived usefulness 

of intervention, e) collaboration with treatment, and f) compliance with treatment elements. 

This measure was selected because of its simplicity and face validity, which the researcher 

deemed important for reporting retrospective engagement.  

Working Alliance Inventory – Short Revised (WAI- SR).  The WAI-SR (Hatcher 

& Gillaspy, 2006; and Horvath & Greenberg, 1989) is a measure of the therapeutic alliance 

that assesses three key aspects of the therapeutic alliance: (a) agreement on the tasks of 

therapy, (b) agreement on the goals of therapy and (c) development of an affective bond 

(Munder et al., 2010). The WAI-SR has good reliability and internal validity (Hatcher & 

Gillaspy, 2006).  

 

Qualitative Methodology 

 

 

Epistemological stance 

In this paper, the researcher uses critical realism, which is an epistemology that 

distinguishes between 'factual' and 'observable' experiences (Bhaskar, 1998). The 'factual' 
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cannot be observed or exist independently of human perceptions, theories, and constructs, 

which are the 'observable' entities, according to a critical realism perspective (Goski, 2013). 

Data Collection 

 The project used a qualitative approach to collecting data via individual semi-

structured interviews. Due the study occurring at the time of the COVID19 pandemic, it was 

decided that conducting individual interviews would be more appropriate as the data were 

collected via video interviews. Semi-structured interviews allow for the examination of 

respondents' perspectives and opinions on difficult and occasionally sensitive topics as well 

as the ability to elicit more information and explanation of responses (Brown & Danaher, 

2017; Barriball & While 1994).  

During the first ten minutes of the interview, summarised information on the study 

was provided verbally. Participants were asked to confirm that they understood the 

information provided, consented to proceeding and the interview being recorded. At the end 

of the interview participants were provided with an opportunity to describe how they found 

the interview experience. All participants reported no negative feelings from the interview; 

however, the researcher also provided them the information of where to receive further 

support if needed. The researcher kept a reflective journal which was completed after each 

interview. 

Ethical Considerations and Service User Involvement   

 

Exeter’s Lived Experience Group (LEG) members were consulted for feedback 

regarding the study process, information and debrief sheet and further considerations around 

improving accessibility for participants in the study. As the study explored complex and 

sensitive topics, the researcher consulted the LEG members for feedback on the questions 

that were to be asked to participants. Ethical Approval application was obtained from the 

University of Exeter Ethics Committee.  
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Analysis 

 

Quantitative Data  

 

Data Cleaning 

The overall survey time completion time was assessed to observe if there any 

unreasonably fast responses however none were found. Participants’ responses on the survey 

were also checked for inappropriately consistent responding across the questionnaire items 

that would indicate untrustworthy data. No patterns were observed.  

Analysis Strategy 

The analysis plan was finalised prior to the data being unblinded, and the data were 

analysed using IBM SPSS statistics software (Version 28). Following bivariate correlation 

analysis, two moderated multiple linear regression analyses were conducted to evaluate the 

prediction of the two outcomes: perceived retrospective engagement in therapy and perceived 

retrospective working alliance (see figure 2).  

Figure 1  

Moderated Linear Regression 

 

 

 

Daily 
Spirituality  

Experiences  

Incorporatio
n of 

spirituality 

Daily 
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Engagement 

Working 
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Two hierarchical multiple linear regression analyses were conducted in SPSS. The 

researcher checked assumptions of linearity using a scatterplot, independence of errors using 

a histogram and the Durbin-Watson test. All the assumptions of linearity, homoscedasticity 

and normality of residuals were all met.  

Qualitative Data  

 

Thematic Analysis (Braun & Clarke, 2006) was used to extract the key themes from the 

interviews.  The recorded interviews were transcribed. Once transcribed, Braun and Clarke’s 

(2019) new model for thematic analysis was used to transcribe the data. This model 

procedure followed three steps to analyse the qualitative data. An inductive approach was 

used by coding participants’ data with no pre-existing coding frame. Themes were identified 

at a semantic level, and the researcher used a critical and reflective approach to base themes 

on what participants had discussed (see appendix C). At this point the researcher made use of 

the reflections made in the reflective journal to attempt to be observant of the perspective 

they took when establishing codes and themes from the data.  
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Results 

Quantitative results  

There were significant positive correlations between working alliance, engagement 

and daily spirituality experience (see appendix C), this is reflected in table 4 below.  

Table 4 

Correlations and descriptives 

 DSES  Working 

Alliance 

Engagement Incorporation M SD 

DSES -- .288*** .286*** .337*** 48.36 12.38 

Working 

Alliance  

 -- .542*** .264*** 33.65 12.42 

 Engagement    -- .283*** 43.32 7.13 

Incorporation    -- 2.40 1.24 

 

 Note: *** p < .001. 

 

Hierarchal Multiple Linear Regressions 

The researcher ran two hierarchical multiple regressions to examine whether daily 

spirituality experiences and the perceived incorporation of spirituality into therapy predicted 

firstly engagement in therapy and secondly working alliance in therapy. In the first regression 

model, the researcher entered daily spirituality experiences as a predictor of engagement (see 

table 5) in block 1, perceived incorporation of spirituality was added to first predictor in 

block 2 and in block 3, daily spiritual experiences multiplied by perceived incorporation. 

Both DSES and incorporation uniquely predicted greater engagement in therapy, but that 

there was no interaction between them. 
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Table 5 

Multiple hierarchical regression for engagement  

 R 

square 

Adjusted 

R Square  

d.f Sig 

F 

Chan

ge 

Unstandar

dised  

Coefficien

t 

St. error  t p 

Block 1  

DSES 

     

.164 

 

.048 

 

.286 

 

3.421 

 

.001 

 .082 .075 1, 131 .001      

Block 2  

DSES 

Incorporation 

     

.109 

1.478 

 

.500 

.504 

 

.189 

.258 

 

2.151 

2.930 

 

.033 

.004 

 .139 .126 1,130 .004      

Block 3  

DSES 

Incorporation 

DSES x 

Incorporation 

     

.148 

2.379 

-.019 

 

.095 

1.912 

.039 

 

.257 

.415 

-.198 

 

1.556 

1.244 

-.489 

 

.122 

.216 

.626 

 .140 .120 1,129 .626      

 

The second regression model repeated the same blocks to examine the relationship 

between the predictors and working alliance. Overall, a similar pattern emerged for both 

DSES and incorporation uniquely predicted working alliance in therapy, but there was no 

interaction between them (See table 6).  The results suggested an additive effect of perceived 

incorporation of spirituality on engagement but not an interaction.    
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Table 6 

Multiple hierarchical regression for working alliance  

 R 

Square  

Adjusted 

R 

Square 

d.f Sig 

F 

Change 

Unstandardised 

Coefficient 

St. 

error 

 t p 

Block 1  

DSES 

     

.288 

 

.084 

 

.288 

 

3.435 

 

.001 

 .083 .076 1, 131 .001      

Block 2  

DSES 

Incorporation 

     

.203 

2.215 

 

.089 

.885 

 

.203 

.223 

 

2.277 

2.503 

 

.024 

.014 

 .126 .112 1, 130 .014      

Block 3  

DSES 

Incorporation 

DSES x 

Incorporation 

     

.255 

3.395 

-.025 

 

.167 

3.349 

.069 

 

.255 

.342 

-.150 

 

1.523 

1.014 

-.365 

 

.130 

.313 

.715 

 .127 .106 1, 129 .715      

 

   

 

 

 

 

 

 

Qualitative results  

 

 From the five interviews there were two main themes generated (see table 7).  
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Table 7 

Themes  

Theme 1. Authentic conversations about spirituality 

 

Theme 2. Full formulation needed to understand spirituality 

 

 

Theme One: Authentic Conversations about Spirituality 

 The first theme looks at the overarching experiences described by the participants of 

discussing their spirituality and their therapists, all participants had received more than one 

episode of psychological therapy and were able to reflect on the experiences of being able or 

not able to have authentic conversations about their spirituality with their psychological 

therapist. This theme related to the notion that inclusion of or lack of discussion about the 

person’s spirituality and faith can be damaging or helpful to the therapeutic relationship and 

can impact on the extent to which the person engages in the therapy. 

 Many participants reported experiences in which, although the therapist was aware of 

their spirituality and faith background, when the person brought it up in therapy, this was 

often met with lack of acknowledgement of the importance of spirituality for the person and 

often dismissed in relation to incorporating it into their therapy.  Some participants shared 

experiences of when they shared aspects of their spirituality to be incorporated into a 

therapeutic task and this was often dismissed. Jacob described an occasion when he was 

explaining how he made sense of his bereavement by explaining that his father was in 

Heaven, however he felt that this was met with a dismissing response.  

 “When I did try to share, share my beliefs on that on the, when I was getting 

bereavement counselling with the NHS, they never, erm they (pause) it's like they disregarded 

the spiritual aspect and change the topic.” (Jacob).  
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 During his interview Jacob also alluded that in another episode of therapy where he 

received Cognitive Behavioural Therapy (CBT), when he was asked about activities he used 

to enjoy doing, he added church to a list of other social activities but the focus on the session 

was on other activities such as social occasions and sporting hobbies.  Jacob further uses a 

powerful statement about how he was made to feel about the ‘place’ of spirituality in therapy.   

 “There was no place for spirituality in that room. It was all cognitive. Okay. All 

action based, everything, everything made sense by the book.” (Jacob).  

 Jacob’s statement about ‘making sense by the book’ may allude to the scientist 

practitioner model aspect of the NHS as an organisation. Rita also spoke about her experience 

of CBT from her university, in which she felt there was limited conversations about her 

spirituality. Throughout the interview she made references to a sense of awkwardness when 

she brought up the topic.  

 “I would bring it up a few times, but the practitioner I worked with never brought it 

up…And I think sometimes it kind of felt like it caught her a bit off guard when I would bring 

it up.” (Rita).  

 Stacy also spoke about the avoidance of the topic from therapist, however, it appeared 

that for Stacy, this had become an expectation of secular therapy from the NHS. However, 

she also reflected on her preference for therapists to be the ones that initiate the conversation 

about spirituality.  

 “It's never brought up by the therapist, but I would have loved to have been the case” 

(Stacy). 

 Alice spoke about her experience of receiving family therapy with two psychological 

practitioners. Like the other participants Alice spoke about the therapists ‘staying clear’ of the 

conversation around spirituality. For Alice she spoke about her mental health diagnosis of 

bipolar disorder  and expressed her feeling that, despite knowing that she was a Christian who 
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attended church every Sunday, her therapists may not have felt comfortable to explore her 

spirituality. Alice also wondered whether lack of affiliation with any faith, religion, or 

spirituality in general also fuelled the avoidance of the topic.  

 “Well, it’s (spirituality) something that they don’t, well, I think they avoid all costs, 

(chuckle)… Yeah. But I can't imagine. I imagine not many psychotherapists are Christians. 

Really? I don't know. It's not a question I've ever asked….” (Alice). 

 There was a strong sense from all participants that although they would have 

preferred for their therapists to take the lead on bringing up the conversation about their 

spirituality and faith, when some of the participants took the lead themselves this was met 

with a sense of being silenced and dismissed about the topic.  

 There was a sense of therapists’ ignorance on spirituality being harmful to client 

engagement. Katherine starts off by expressing frustration at the therapist’s ignorance to the 

conflict of therapeutic interventions recommended and a person’s faith. Katherine also spoke 

about feeling that she needed to ‘protect’ her faith against the therapist assumptions and 

therefore often found herself unable to feel fully safe within the therapeutic sessions. 

Katherine spoke about the therapist’s being aware that she had very strong Christian faith, 

however, neglected to observe that the mindfulness, which is an intervention largely derived 

from Buddhism concepts, could conflict with her faith values.   

 “a lot of what was being suggested to help me was mindfulness that was like the 

feeling is that almost every session, I was being told to practise mindfulness. And I hadn't 

made up my mind myself, if I felt comfortable doing mindfulness, … So, I would only ever 

kind of do it half-heartedly, so but not really can fully admit that either because at the same 

time, I didn't want that to give my faith a bad name of why don't you want to do 

mindfulness?.... I think it would be really important to be able to potentially say, I know that 
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your this is your religion, is this something that sits comfortable with you or not?” 

(Katherine).  

 Rita also reflected on an experience where her therapist made assumptions about her 

lifestyle because she was a Christian, she reflected on how the therapist’s assumptions limited 

the questions they asked her, and how she engaged with the therapist. She spoke about only 

observing towards the end of therapy that the therapist never asked her about alcohol use.  

 “I guess one thing I did notice was my second therapist would like make assumptions. 

For example, I would never drink, for example, because I was a Christian. And I found that 

quite interesting because I was doing it at the weekend, like there's stuff there that I think 

she'd assumed that made me get a sense that actually, she didn't know that much about the 

faith and the religion and what my life looks like for young, a young, modern (Christian), you 

know, what that looks like in the modern world? I don't know if that then kind of maybe 

limited me… She’s [therapist] just doesn't really have an understanding of what this was 

about. So, it's not really worth exploring.” (Rita) 

 Rita also reflected on experiences with a different therapist, who even though they 

attempted to incorporate conversations about her spirituality in therapy, also presented 

assumptions that her faith was always only a protective factor, as a result Rita struggled to 

express some of the personal struggles she was experiencing with her faith at the time.  

 “Sometimes she would kind of bring in things and say, okay, you know, can we use 

your religion in this way to be a positive tool? And which I think it brought challenges for 

me,… I think sometimes it's really helpful to acknowledge people's faith but actually also 

spend time acknowledging where the church can cause pain to people contribute to their 

difficulties,” (Rita) 
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Some participants also described lack of safety from the experienced dismissal of 

their faith, Jacob reported being very aware in one of the sessions that as a black man, there 

could be adverse consequences if he was honest to one of the therapists he worked with.  

“And it made you as a black person as well, it made you feel more like they're they 

are the police and they are the authority and kind of disconnect yourself in terms of what you 

can say. In terms of having voices like the Holy Spirit, you would not tell them because you 

think they say you are psycho or put you on a list. So I didn't feel safe enough to be Got to be 

open about my relationship with God, no chance.” (Jacob). 

 

 

Theme Two:  Full Formulation Needing To Understand Spirituality 

 This theme focuses on the client’s views of the interaction between mental health and 

spirituality, there was a consensus from all participants that spirituality and faith was a strong 

part of their identity and lens in which they viewed the world and their experiences, however, 

some participants also spoke of the interaction between their mental health and spirituality. 

For some participants, there was a sense that there were challenges they experienced as 

Christians which impacted on their mental health. Whilst for other participants who received 

interventions for OCD and Bipolar, there was a strong sense that their mental health 

difficulties also negatively interlinked with their spirituality and their spirituality needed to be 

addressed in order to fully understand the nature of their mental health difficulties.  

Some of the participants reported experiences of the challenges they experienced with 

their faith and the impact this had on their mental health. Jacob spoke about feeling shame in 

the church because he had a sexual relationship with his partner before marriage. Rita spoke 

about struggling with how she viewed herself and her relationship with God, she expressed 

that she struggled to accept herself because of sin.  
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“in hindsight, I always kind of struggled when she [therapist] brought that up, 

because, I was really struggling to kind of accept myself, I was really kind of overwhelmed 

with my own sin. And I was finding it quite hard to I guess, lean, on God in that way…… At 

the time, I was feeling really punished by God I was going through quite a few hard things in 

my life at the time and I remember I was kind of getting when we spoke in therapy I was kind 

of getting this harmfully weird but especially imagery of the devil” (Rita).  

There was a sense that some of the mental issues were also strongly linked to the 

spiritual identity but not necessarily the same as their spiritual identity. The participants 

expressed that although they were aware of this, it appeared to be difficult to properly explain 

to their therapist. Alice spoke about the difficulties of being able to clearly explain this 

intersection. 

“Yeah. my thoughts, my spirituality, which gets a bit confusing, because you think 

you're having a spiritual experience. And that's your illness, isn't it? Well it can be? Well, a 

lot of mine (mental health diagnosis) was wrapped up with my faith.”  (Alice).  

Stacy also spoke about the importance of recognising intersectionality and needing to 

consider all elements of a person’s life to develop and enhance formulation. She also gave 

reference to what spirituality may look like for someone different to her.  

“Because my Christianity has a bigger role on how I behave than any cultural thing 

about me, be it my rate, you know, my race, my gender, the country of origin that I'm from, 

you know, my background, my class, whatever it is, my sexual identity, my faith is of more 

importance than every other thing. So if I had a, you know, language barrier, you'd be 

conscious to that. If I had a disability either visible or invisible, you'd be conscious of that. … 

you know where the overlaps are with me being a Straight Black Christian, Nigerian, British 

woman of a certain age, you know. You have to let me tell you which one is more prominent.” 

(Stacy). 
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Rita spoke about the importance of adding faith or spirituality history to a 

formulation, including for people that may no longer be practising. She gave an example of 

purity culture in American Christian populations causing a lot of shame to a lot of women 

which would have affected their mental health.  

 “I think to get that kind of deeper, and fuller sense of actually, where people have 

come from, and where, you know, where did the beliefs or practices or behaviours where 

they'll derive from much actually having a sense of someone's spirituality, and that can mean 

quite broad sense as well. It doesn't have to be, you know, that kind of traditional religion, 

you know, it could be a whole range of things. It's still valuable.” (Rita).  

 For participants, the experiences of being able to talk about their spirituality and faith 

with their therapist improved their engagement and perceived value of what the therapist 

offered. For some participants this was a safe interaction in which their therapist also shared 

their stance on faith and spirituality, whether they shared the same faith, had previous 

experiences of being raised within the context of Christianity, having another faith or not 

ascribing to any faith at all. Jacob speaks about his last therapist who had had grown up 

attending church, and this allowed him to feel that he could open about the challenges he 

experienced in the church. Katherine spoke about her therapist also being a Christian and 

being able to have honest conversations about what Katherine’s convictions were as a 

Christian. Stacy spoke about being able to tell her therapist the importance of her faith for 

herself, however, she was pleased that her therapist was able to share her different 

experiences and her perspectives. Participants reported a sense of desire to engage more with 

their therapist and build working alliance with them. 

 “though my counsellor was, although she was not a Christian, she had her own 

personal and private faith,.... and that really helped because you don't need to be a Christian 

to give good counselling advice” (Stacy). 
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 Most participants indicated that they valued what the therapist had to offer once they 

were able to have authentic conversations about spirituality and were also aware of the 

therapists’ stance on the topic. There was a general consensus that therapist’s disclosure 

actually enhanced the participants’ curiosity and openness to what their therapists had to 

offer. Rita reflected on how her faith was integrated into the therapeutic framework that was 

used for her intervention, whilst Katherine spoke of her experience of engaging better in her 

CBT. Jacob also spoke about finding therapy most helpful when he was able to talk freely 

about harm that his spirituality caused to his mental health, alongside recognising how it was 

key to his mental health and could be integrated into therapy.  

“she used to like compassion focus therapy work, so finds the work of Paul Gilbert, 

for example. And I remember, one of the things that she would mention would be like, you 

know, you've got your religion and your faith, that's a really important aspect of your life, is 

there a way that you can kind of encompass that to have a kind of compassionate figure, 

someone to kind of rely and lean on.” (Rita).  

“I just think to emphasise that the engagement when I was able to speak about faith 

was completely different.” (Katherine) 

 

 

Discussion 

Main Findings  

 

The quantitative results of this study suggested that both daily spiritual experiences 

and perceived incorporation of spirituality in psychological therapy are positively associated 

with working alliance and engagement in therapy. Although these predictors did not have a 

significant interaction, both had an additive effect on the relationship with the outcome 

variables.  These findings provide evidence that there is value in incorporating spirituality 
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into therapy for Christian clients who value spirituality, but there may be no special 

additional benefit for people who are especially high in spirituality.  The outcomes of this 

study could be used to support existing evidence suggesting that the incorporation of 

spirituality enhances therapeutic outcomes for Christians (Captari et al., 2018; Captari et al., 

2021; Hodge, 2011; Hook et al., 2009), particularly engagement in therapy and development 

of working alliance with therapist. The findings were unexpected as the researcher had 

hypothesised that for Christians who value spirituality more, integration of their faith into 

therapy would naturally improve engagement and working alliance in therapy. In addition, it 

was expected that lack of perceived integration would reduce their engagement and working 

alliance in therapy. Given that this population of interest is of diverse demographics, 

covariates such as ethnicity, age and culture may have interacted with the outcome variable, 

therefore controlling for covariates may have improved the likelihood for a significant result 

for the interaction between the predictor variables and the outcome variables. 

One question posed from the findings is why Christians who valued spirituality had 

higher engagement and working alliance in therapy. Mayers et al. (2007) qualitatively 

explored how Christians experience therapy in the NHS, and found that many participants 

preferred secular psychological therapy. In the present study, the researcher was surprised to 

find that the three out of five participants expressed that they found it helpful to talk to 

secular therapists. For some participants’ there was value in being able to also talk about the 

difficulties that came with their spirituality, whilst another participant reported that their faith 

allowed them to engage with their emotions (i.e., through talking to other in small group 

settings) however, they also valued evidence-based support. Other studies found that 

participants valued faith-based psychological support (Greenidge & Baker, 2012; Mitchell & 

Baker, 2000). Given these findings, it could be hypothesised that Christians who value their 

spirituality more in their daily lives are likely to have more engagement and working alliance 
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in both secular and Christian psychological therapy more than those with lower value of 

spirituality. It could be considered this is because spirituality may equivocally correlate with 

other beneficial factors that facilitate therapy such as optimism, openness to exploring 

emotions, and capacity to address problems (Downie, 2014; Holdsworth et al., 2014), which 

would be an alternative explanation for the findings.  

The qualitative findings comprised two main themes. The first theme explored the 

narratives around authentic conversations about the participants’ spirituality. This highlighted 

that most participants reported experiences of the topic of spirituality being avoided or 

dismissed in therapy. This does not align with the practice guidelines of the British 

Psychological Society (BPS) which encourage CPs to recognise the importance of 

incorporating spirituality into their direct work with clients were appropriate (BPS, 2017, p. 

35).  The second theme highlighted the importance of incorporating a person’s spirituality in 

order to be able to develop a good formulation. This supports the argument that therapists 

who are familiar with a variety of spiritual worldviews and who are aware of the therapeutic 

implications of their patients' spiritual practises and beliefs are better able to meet the needs 

of their patients (Hage et al., 2006). The findings of the qualitative study emphasised that 

authentic conversations about spirituality, would allow the therapist to develop a 

comprehensive formulation, which also impacted on the therapeutic relationship and clients’ 

engagement. Additionally, the qualitative study found that participants found some of the 

current psychological frameworks such as CBT and CFT helpful when they were adapted to 

accommodate their spirituality.  

The findings of this study put onus on therapists to hold an authentic and curious 

position in order to enhance therapeutic engagement. There is a long-standing research base 

which suggests the effectiveness of psychological therapy with spiritual clients may be 

boosted if the client's views are not only acknowledged but also included during the 
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intervention (Knox et al., 2007; Plant & Shama, 2001). The findings of this study, and other 

studies (Greenidge & Baker, 2012; Leavey et al., 2012; Mayer et al., 2007, Mitchell & Baker, 

2000) revealed that most of the participants wished to talk about religious or spiritual matters 

in therapy.  

 

Clinical Implications 

 

Both this study and earlier research (Wade et al., 2007) have shown clients’ desire to 

have authentic discussions about spiritual issues in therapy, and have their experiences 

included in the formulation that forms their treatment. In addition, incorporation of their 

spiritual beliefs into treatment could add to working alliance and engagement which have 

been found to be linked to therapeutic outcomes (Mander, 2014). It is therefore, crucial to 

consider how CPs can be supported to address this need. Firstly, doctoral training 

programmes should review the context of teaching offered on their training courses, and the 

availability of safe and reflexive discussions about the topic (Mills, 2010; Russell & 

Yarhouse, 2019). Despite clinical psychology attending to areas of diversity and identity, 

spirituality is yet to receive full attention in comparison to other areas of identity and 

protected characteristics (Plante, 2019). Training and clinical placements should support 

trainee CPs to develop competencies in exploring client’s spiritual orientation, the 

incorporation into formulation and use of theoretical frameworks in integration of spirituality 

into therapy (Hartz, 2005). Secondly, the findings indicated that for clients, there was value 

placed on the theoretical knowledge their therapist offered to help make sense of their 

difficulties, however it was most helpful in contexts where they were able to talk about their 

spirituality safely and authentically. Some of the participants in the qualitative study were 

aware of the type of therapy they received. One participant expressed that her therapist used 

CFT to incorporate God as their compassionate and safe place. Another participant spoke 
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about working with a Christian CBT therapist who was able to focus on incorporating her 

spirituality into how she understood and managed her diagnosis of obsessive compulsive 

disorder. The findings reflected that therapists were able to adjust the widely used therapeutic 

frameworks to meet the needs of the individual’s need, by holding authentic and curious 

conversations with the individual. Therefore, it could be argued that there is little need for the 

development of new frameworks to aid the incorporation of spirituality into the therapy, as 

many theoretical interventions can be adapted to meet the client’s needs, such as CBT, 

compassion focused therapy (CFT) and acceptance and commitment therapy (ACT; Crisp & 

Turner, 2011). Therefore, it is crucial for CPs to establish an attitude of curiosity about the 

client, and to endeavour to become aware of their own cynicisms and certainties about 

spirituality (Knox et al., 2004).  

  

The Role Of The Researcher 

 

When conducting qualitative research, it is crucial for the researcher to consider their 

role in the manner in which the qualitative research is conducted and reported (Patton, 1990). 

Parker (2005) offers a framework in which researchers can engage in the process of 

reflexivity, through three stages: confessions, positions and theorising.  

First-person reflections – confessions  

The researcher believes that their own position and worldview towards spirituality 

have influenced the initial interest in the research topic, generation and development of the 

research question and the research methodology. The researcher identifies as a Christian, who 

has throughout their lifetime held varying positions on whether they are practising and the 

extent to which spirituality has been an important part of their identity.  

Second person reflections – positions 
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The researcher is a trainee CP with experience in working with individuals from 

multiple faith populations conducting psychological therapy. The researcher also has people 

in their life circles that hold a spiritual or faith identity who have spoken about their 

experiences of therapy. One Muslim friend described disengaging in psychological therapy 

because they did not feel that therapeutic intervention aligned with their spiritual beliefs. 

These occurrences and reflection of their own practice when working people from multiple-

faith backgrounds influenced the interest in the research topic.  

Third Person Reflections – Theorising 

Interactions between the researcher and interviewees play a crucial and beneficial part 

in the research, and it is vital to reflect on these interactions (Parker, 2005; Stanbacka, 2001). 

Establishing rapport is a crucial part of the interview process (DiCicco-Bloom & Crabtree, 

2006). As the research was conducted via video call, the interviewer built initial rapport with 

the participants by introducing themselves and the study and informing them of the expected 

process and schedule of the interview by describing the themes of the questions. The 

interviewer also allowed the participants an opportunity to ask questions about the 

interviewer and the process. At the end of the interview, Stacy, reported that she “could have 

carried on talking for hours” and was surprised how much she enjoyed the interview. 

Although the researcher did not disclose their position on spirituality, their role as a 

psychological therapist was apparent in the introduction and in their responses/ follow-up 

questions to the participant’s answers. It is likely that participants’ being aware of this may 

have impacted on the responses participants gave. However, from the interview reflections 

and reflections of the transcription of the interviews, the researcher did not note any possible 

occurrences of this. It is also possible that the participants may have assumed that the 

researcher held a Christian identity by virtue of their topic. This in addition, may have 

influenced the responses from the clients.   
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Strengths and limitations  

 

A key strength of this study was the use of a mixed methods approach to give insight 

into the phenomenon of interest. The majority of the literature on this area uses qualitative 

approaches, however the incorporation of a quantitative study in the research allows for 

results to be generalised to the population of interest and the study could be replicated in the 

future. The findings for both parts of the study were consistent, and in addition the qualitative 

findings contextualised the qualitative findings which was helpful for drawing conclusions 

from study. Although there is some research into spiritual clients’ experiences when engaging 

in psychological therapy, this area of research has been limited particularly in the UK and the 

majority of studies exploring the issue from a client’s perspective solely use qualitative 

methods. The use of quantitative methods in this study means that the results can be 

generalised to the Christian population. 

A key issue with use merging qualitative and quantitative methods is that often, one 

set of data turns out to be more interesting than the other set, which may result in more 

interesting data set being given priority (Bryman, 2007). From the researcher’s perspective, 

in the present study, the qualitative data was more interesting therefore there may have been 

more priority given to the reporting of qualitative findings over the quantitative results. It 

could also be argued that because the researcher’s methodological predilection towards 

qualitative methods also influenced which dataset was observed as more interesting and how 

this is reported in the present study. In addition, use of a mixed approach limits the 

researcher’s ability to report and discuss in detail findings of both methods of the study.  

Another limitation is that the study may not have had enough power to detect the 

moderated effect if there was one, particularly given the sample size because interactions may 

be smaller than main effects. The validity of retrospective self – report methods is another 
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limitation to be considered. This may have increased size of associations because the method 

was identical so similar response styles will tend to push up the correlation between variables 

(regardless of measure content). Whilst use of a cross-sectional self-report design is 

beneficial particularly for looking at sample characteristics that predict beneficial aspects of 

therapy, one limitation of this method is the general tendency for positive reporting which 

could have contributed to the pattern of positive correlations observed in this study.  

 

Further Research  

 

 Further research is needed to understand why Christians who value spirituality more 

are more likely to have higher engagement and working alliance in therapy. This could be 

achieved quantitatively by examining which factors of Christianity are associated with higher 

engagement and working alliance in therapy, or what variable mediates Christian views and 

better engagement & working alliance in therapy. Alternatively, this could be explored in 

more detail qualitatively.  

 The researcher found that there are limited theoretical frameworks that could be used 

to explain the findings of the present research. Therefore, it is apparent that there is need for 

clinical and research psychologists within the UK to engage developing theoretical 

frameworks that can inform clinical practice.  

Future research could further examine whether increase in training and provision of a 

safe space for reflection and discussion around issues of spirituality for CPs is related to 

increased competence and willingness to engage client spirituality needs. Particularly in this 

UK, there is need to bridge the gap between quantitative research and qualitative research on 

this topic with an increase in quantitative studies. Given that the UK, holds a spiritually 

diverse population (Office of National Statistics, 2020), future studies should also focus on 

addressing generalisability to other people from other faiths.  
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Conclusion 

 

The aim of the present study was to quantitatively offer clarification on how 

spirituality is associated with therapeutic engagement and to qualitatively explore experiences 

of Christians when engaging in psychological therapy to understand what is harmful to their 

therapeutic engagement and therapeutic alliance. This study used a mixed methods approach 

which aimed at quantitatively examining whether spirituality is associated with therapeutic 

engagement. The findings of the study quantitatively suggest that the incorporation of 

spirituality into therapy does not moderate the interaction between daily spiritual experiences 

and engagement & working alliance in therapy, however does have an additive effect. 

Qualitatively the study found that clients valued authentic conversations about spirituality, 

and incorporation of this into therapy supported engagement and working alliance. 
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Qualtrics Participant Information sheet  

Principal Researcher: Jane Stevens 

Supervisors: Dr Nick Moberly and Dr Cordet Smart 

  

You are being invited to take part in a study which aims to explore what is important about 

therapy for spiritual people. Before deciding whether you would like to take part in this study, 

please read through the following information which will clarify why the study is being 

conducted and what your involvement will be. 

 

What is the purpose of the study? 

The aim of the study is to explore what is important about spirituality and therapy for spiritual 

people in order to best connect with therapy. The findings could hopefully offer clarification for 

how spiritualty might influence therapeutic engagement. The study will form the basis of a 

Doctor of Clinical Psychology thesis being undertaken by the principal researcher (Jane Stevens, 

see contact details below). 

 

 

What does participation involve? 

You can participate by completing online questionnaires that ask about your experience of 

therapy and your spirituality. These will take approximately 30 minutes to complete. There is an 

option to complete individual interviews with the researcher at a later stage, and you are asked to 

provide contact details at the end of the survey if you wish to be considered for this. 

 

Am I required to take part? 

It is entirely up to you if you wish to take part. If you do decide to take part, and then you change 

your mind during completion of the survey, just exit the survey. However if you change your 

mind after you have completed the survey, we will not be able to withdraw your data after you 

have completed the study as it will be anonymous. 

 

Expenses and payment 

If you take part, you will have the option to be entered in a prize draw to win £50 amazon 

voucher. You can do this by entering you email at the completion of the survey. 

 

Are there any disadvantages of taking part in the study? 

There are no known disadvantages of taking part in the study. However, as it does involve 

thinking and talking about therapy, this may bring up difficult feelings you may have been 
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experiencing at the time. Remember that you may quit the study at any time. After you have 

completed the study you will be provided with some information about services you can contact 

if the study has raised some difficult emotions. 

 

What if I get upset or need more help? 

If you wish to talk further about any emotions that may arise from participating in the study, you 

can also talk to: 

-       Your GP 

-       A telephone support service such as the Samaritans (116 123) 

This information will be provided again after completion of the survey. You can also contact the 

researcher to inform them and they will sign post you to any other relevant services. 

 

What if there is a problem? 

If you wish to complain, or have any concerns about any aspect of the way you have been 

approached or treated during the course of this study, you can contact the University of Exeter 

Ethics and Research Governance Manager, Gail Seymour, g.m.seymour@ex.ac.uk 

  

Will my taking part in the study be kept confidential? 

All study data will be kept confidential, stored on password-protected university servers, and will 

only be shared among the research team. 

 

Personally identifiable information (name and email addresses) will be requested at the end of 

the survey if you wish to be included in the prize draw and/or if you are interested in taking part 

in a follow-up interview. These names and email addresses will be stored on secure university 

servers with the rest of the study data until the end of data collection (Spring 2022), when they 

will be deleted along with any other personal data. 

 

For participants who are interviewed after the survey, the researcher will audio record the 

interviews with personal/identifying data removed during transcription to protect participants' 

anonymity. The researcher will transcribe the data independently, and only the researcher and the 

project supervisors will have access to the transcribed and recorded data. Once the audio 

recordings are transcribed, they will be deleted. The transcribed data will be stored on a highly 

secure university-based server (one drive 365). Only the researcher and the project supervisors 

will have access to the transcribed and recorded data and the personal data (emails) before the 

latter are deleted. 
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All information which is collected from you during the research would be kept strictly 

confidential within the limits of the law. For the purposes of data storage, you will be allocated 

your own unique study code, ensuring that all information that you give will contain a number 

instead of your name. Any identifiable information (e.g., names, emails) will be deleted at the 

end of data collection. In accordance with British Psychological Society research guidelines, all 

anonymised data from the study will be securely stored for 20 years and will be destroyed after 

this time. 

 

Due to the recent regulatory changes in the way data are processed (General Data Protection 

Regulations 2018 and Data Protection Act2018), University of Exeter’s lawful basis to process 

personal data for purposes of carrying out research is termed as a task in the public interest. The 

University will endeavour to be transparent about its processing of your personal data and this 

information sheet should provide clear explanation of this. If you have any queries about the 

university’s processing of your personal data that cannot be resolved by the research team, 

further information may be obtained by the universities data protection officer by emailing 

dataprotection@exeter.ac.uk . 

  

What will happen to my results? 

It is planned that the results will be written up in order to inform clinicians and researchers who 

are interested in integrating spirituality into therapy. No participant will be personally 

identifiable in any write-up of the study results. 

 

Who has reviewed this study? 

This study has been reviewed and approved by the Psychology Ethics Committee, University of 

Exeter (reference: eCLESPsy002020). 

  

Researcher Supervisors 

Jane Stevens 

Clinical Psychology Doctoral Program 

Washington Singer Laboratories 

Perry Road 

Exeter 

EX4 4QG 

  

Dr Nick Moberly  and Dr Cordet Smart 

Mood Disorders Centre 

Washington Singer Laboratories 

Perry Road 

Exeter 

EX4 4QG 

n.j.moberly@exeter.ac.uk 
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rjs262@exeter.ac.uk   

  

  

  

  

  

University Research Ethics Manager 

Gail Seymour 

  

g.m.seymour@ex.ac.uk 

 

  

  

  

• I have read the study information. 

 

 

PARTICIPANT CONSENT FORM 

Title: Spiritual people, perceived integration of spirituality into therapy and association with 

therapeutic engagement. 

  

Researcher Supervisors 

Jane Stevens 

Clinical Psychology Doctoral Program 

Washington Singer Laboratories 

Perry Road 

Exeter 

EX4 4QG 

  

Rjs262@exeter.ac.uk 

Dr Nick Moberly  and Dr Cordet Smart 

 Mood Disorders Centre 

Washington Singer Laboratories 

Perry Road 

Exeter 

EX4 4QG 

  

n.j.moberly@exeter.ac.uk 

  

Please the read statements below and confirm whether you agree with them to continue with the 

study 

  

 

I confirm that I have read and understood the information sheet for the above study. 

 

YES  

NO  

 

I am aware that my participation is voluntary and that I can withdraw my consent at any point 

during the study without providing a reason. However, as this study is anonymous, I cannot 

withdraw my participation after I have completed the study. 

 

YES 
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NO 

 

I understand that my data will be shared among members of the research team and may be 

viewed by certain individuals from Exeter University for regulatory and audit purposes. 

 

YES  

NO  

 

I agree to take part the in this study. 

 

YES 

NO 
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Interview Participant Information sheet 

 
 
Title: Spiritual people, perceived integration of spirituality into therapy and association 
with therapeutic engagement. 
Principal Researcher: Jane Stevens 
Supervisors: Dr Nick Moberly and Dr Cordet Smart 
You are being invited to take part in a study which aims to explore what is important 
about therapy for spiritual people. Before deciding whether you would like to take part in 
this study, please read through the following information which will clarify why the study 
is being conducted and what your involvement will be.  
 
What is the purpose of the study? 
The aim of the study is to explore what is important about spirituality and therapy for 
spiritual people in order to best connect with therapy. The findings could hopefully offer 
clarification for how spiritualty might influence therapeutic engagement. The study will 
form the basis of a Doctor of Clinical Psychology thesis being undertaken by the 
principal researcher (Jane Stevens, see contact details below). 
Am I required to take part? 
It is entirely up to you if you wish to take part. If you do decide to take part, you are 
welcome to change your mind anytime until May 2022 when the study will be closed 
and the thesis write up will be complete, without providing an explanation to the 
researcher.  
 
What does participation involve? 
Participation will involve an interview with the researcher for approximately 1hr about 
you experiences integrating your spirituality into therapy. This can be done over the 
phone, via a video call or face to face depending on your location and national 
guidelines regarding social distancing at the time of the study. 
 
Expenses and payment 
You will receive a £20 voucher as a reward for taking part in the study.  
 
Are there any disadvantages of taking part in the study? 
There are no known disadvantages of taking part in the study. However, as it does 
involve thinking and talking about therapy, this may bring up difficult feelings you may 
have been experiencing at the time. Remember that you may quit the study at any 
time. After you have completed the study you will be provided with some information 
about services you can contact if the study has raised some difficult emotions.  
What if I get upset or need more help? 
If you wish to talk further about any emotions that may arise from participating in the 
study, you can also talk to: 
-        Your GP 
-        A telephone support service such as the Samaritans (116 123) 
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This information will be provided again after the interview. You can also contact the 
researcher to inform them and they will sign post you to any other relevant services.  
 
What if there is a problem? 
If you wish to complain, or have any concerns about any aspect of the way you have 
been approached or treated during the course of this study, you can contact the 
University of Exeter Ethics and Research Governance Manager, Gail Seymour, 
g.m.seymour@ex.ac.uk 
Will my taking part in the study be kept confidential? 
All study data will be kept confidential, stored on password-protected university servers, 
and will only be shared among the research team. 
Personally identifiable information (name and email addresses) will be stored on secure 
university servers with the rest of the study data until the end of data collection (Spring 
2022), when they will be deleted along with any other personal data. 
The researcher will audio record the interviews with personal/identifying data removed 
during transcription to protect participants' anonymity. The researcher will transcribe the 
data independently, and only the researcher and the project supervisors will have 
access to the transcribed and recorded data. Once the audio recordings are 
transcribed, they will be deleted. The transcribed data will be stored on a highly secure 
university-based server (one drive 365). Only the researcher and the project supervisors 
will have access to the transcribed and recorded data and the personal data (emails) 
before the latter are deleted. 
 
All information which is collected from you during the research would be kept strictly 
confidential within the limits of the law. For the purposes of data storage, you will be 
allocated your own unique study code, ensuring that all information that you give will 
contain a number instead of your name. Any identifiable information (e.g., names, 
emails) will be deleted at the end of data collection. In accordance with British 
Psychological Society research guidelines, all anonymised data from the study will be 
securely stored for 20 years and will be destroyed after this time.  
Due to the recent regulatory changes in the way data are processed (General Data 
Protection Regulations 2018 and Data Protection Act 2018), University of Exeter’s 
lawful basis to process personal data for purposes of carrying out research is termed as 
a task in the public interest. The University will endeavour to be transparent about its 
processing of your personal data and this information sheet should provide clear 
explanation of this. If you have any queries about the university’s processing of your 
personal data that cannot be resolved by the research team, further information may be 
obtained by the universities data protection officer by emailing 
dataprotection@exeter.ac.uk . 
  
What will happen to my results? 
It is planned that the results will be written up in order to inform clinicians and 
researchers who are interested in integrating spirituality into therapy. No participant will 
be personally identifiable in any write-up of the study results. 
 
Who has reviewed this study? 
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This study has been reviewed and approved by the Psychology Ethics Committee, 
University of Exeter (reference: . eCLESPsy002020 v2.2) 
  
Researcher Supervisors 

Jane Stevens 
Clinical Psychology Doctoral Program  
Washington Singer Laboratories 
Perry Road 
Exeter 
EX4 4QG 
  
Rjs262@exeter.ac.uk 

Dr Nick Moberly  and Dr Cordet Smart 
Mood Disorders Centre 
Washington Singer Laboratories 
Perry Road 
Exeter 
EX4 4QG 
n.j.moberly@exeter.ac.uk 
  
  
  
  
  
  

University Research Ethics Manager 
Gail Seymour 
  
g.m.seymour@exeter.ac.uk 

 

 

 

Interview Participant Consent form 
  
Title: Exploring the experiences of Christians when engaging in psychological therapy.  
 

Researcher  Supervisors 

Jane Stevens 

Clinical Psychology Doctoral Program  

Washington Singer Laboratories  

Perry Road 

Exeter  

EX4 4QG 

 

Rjs262@exeter.ac.uk 

Dr Nick Moberly  and Dr Cordet Smart 

Mood Disorders Centre  

Washington Singer Laboratories  

Perry Road  

Exeter  

EX4 4QG 

 

n.j.moberly@exeter.ac.uk 

 
Please read the statements below and place your initial box to agree  
 

I confirm that I have read and understood the information sheet for the 
above study. I have had the opportunity to consider the information and 
ask questions and have had these answered satisfactorily.  
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I understand I will also have the opportunity to ask further questions when 
I meet with the researcher before the interview commences.  
 
 

 

I am aware that my participant is voluntary and that I can withdraw my 
consent at any point during the study and upto May 2022without providing 
reason.  
 

 

I understand that I have the right to obtain information about the findings 
of the research when it is completed.  
 

 

I agree to my name and contact details being kept on a secure and 

confidential database.  

☐ I understand that my recorded data will be stored on a highly 

secure server (one drive 365), and paperwork will be scanned onto 
a digital computer and held in a locked office. (Please tick).  

☐ I understand that only the researcher and the project 

supervisors will have access to the transcribed and recorded data. 
(Please tick).  

 

 

 
I understand, that after my data is made anonymous, it may be looked at 
by members of the research team and individuals from Exeter University.  

 

 

I agree to take part in this study  
 

 

 
 

 

Name of Participant  

 

 

 

Date  Signature 
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Participants debrief form  

 

Debrief form 

  

Thank you for taking part in our study. As we have stated the purpose of the study is to explore 

what is important about spirituality and therapy for spiritual people in order to best connect with 

therapy. The findings could hopefully offer clarification for how spiritualty might influence 

therapeutic engagement 

  

What happens next? 

 

 

The information from your questionnaire responses will be analysed. A thesis will be written and 

submitted to the University of Exeter DClinpsy programme.   

  

What if I change my mind? 

 

 

As the study is anonymous we cannot withdraw your data from the study. However If you would 

like to withdraw your details from the Prize draw or withdraw from being contacted for the 

second part of the study for an interview. Please contact the researcher on the details below. 

 

  

What if there is a problem or I am not happy about my experience of participating in the 

study? 

 

 

If you wish complain, or have any concerns about any aspect of the way you have been 

approached or treated during the course of this study, you can contact the University Research 

Ethics and Governance Manager, Gail Seymour at g.m.seymour@ex.ac.uk 

  

What if I have get upset or need help after the study? 

Talking about your experiences of being in therapy and spirituality may bring some difficult 

emotions. 

If you wish to talk further about any difficult emotions that may arise from participating in the 

study, you can also talk to: 

-       Your GP 

-       A telephone support service such as the Samaritans (116 123) 

  

Contact Details 

Researcher Supervisors (University of Exeter) 

Jane Stevens 

Clinical Psychology Doctoral Program 

Washington Singer Laboratories 

Perry Road 

Dr Nick Moberly 

Washington Singer Laboratories 

Perry Road 

Exeter 
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Exeter 

EX4 4QG 

  

Rjs262@exeter.ac.uk 

EX4 4QG 

  

n.moberly@exeter.ac.uk 

  

  

 

  

  

Chair of Psychology Ethics  

  

Dr Nick Moberly 

Washington Singer Laboratories 

Perry Road 

Exeter 

EX4 4QG 
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APPENDIX B: Measures 

 

Engagement Measure  

 
Thinking about your most memorable course of therapy, please answer the following questions 

about how you engaged in that particular therapy.  

 

1.To what extend did attend therapy appointments  

1 2 3 4 5 

Never kept 

appointments  

Rarely kept 

appointments  

Sometimes kept 

appointments 

Usually kept 

appointments 

Always kept 

appointments  

 

To what extend did you relate well with the therapist 

1 2 3 4 5 

Did not relate 

well with the 

therapist 

Rarely related 

well with 

therapist 

Sometimes 

related well with 

therapist 

Usually related 

well with the 

therapist 

Always related 

well with the 

therapist 

 

To what extend to did you volunteered personal material, were open in discussing feelings, problems and 

your situation at the time.  

a) Personal feelings (i.e anger, depression etc) 

1 2 3 4 5 

Never discussed 

personal feelings 

Rarely discussed 

personal feelings 

Sometimes 

discussed 

personal feelings 

Usually discussed 

personal feelings 

Always discussed 

personal feelings 

 

b) Personal problems (i.e difficulties in life situation at the time) 

1 2 3 4 5 

Never discussed 

personal feelings 

Rarely discussed 

personal feelings 

Sometimes 

discussed 

personal feelings 

Usually discussed 

personal feelings 

Always discussed 

personal feelings 

 

c) Symptoms  

1 2 3 4 5 

Never discussed 

personal 

symptoms 

Rarely discussed 

personal 

symptoms 

Sometimes 

discussed 

personal 

symptoms 

Usually discussed 

personal 

symptoms 

Always discussed 

personal 

symptoms 

 

Area 4) Your perceived usefulness of therapy 

To what extend did you perceive therapy as useful? 

1 2 3 4 5 
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Never perceived 

therapy as useful 

Rarely perceived 

therapy as useful 

Sometimes 

perceived therapy 

as useful 

Usually 

perceived therapy 

as useful 

Always perceived 

therapy as useful 

 

Area 5) Collaboration with Therapy  

To what  extent did you agree with the rational/principles therapy, and what was involved in carrying it 
out i.e keeping diaries, doing homework etc. 

a) Agreement with therapy  

1 2 3 4 5 

Never agreed 

with proposed 

therapy 

Rarely agreed 

with proposed 

therapy 

Sometimes 

agreed with 

proposed therapy 

Usually agreed 

with proposed 

therapy 

Always agreed 

with proposed 

therapy 

 

 

b) Involvement with therapy i.e carrying out ‘homework’ 

 

1 2 3 4 5 

Were never 

actively involved 

in therapy 

Were rarely 

actively involved 

in therapy 

Were sometimes 

actively involved 

in therapy 

Were usually 

actively involved 

in therapy 

Were always 

actively involved 

in therapy 

 

 

c) Active involvement in therapy  

(Active involvement:  wanted to involve themselves in the treatment process).  

1 2 3 4 5 

Were never 

actively involved 

in therapy 

Were rarely 

actively involved 

in therapy 

Were sometimes 

actively involved 

in therapy 

Were usually 

actively involved 

in therapy 

Were always 

actively involved 

in therapy 

 

 

 

 

 

 

 

 

 Incorporation of spirituality in therapy  

 

During the course of therapy that you used to answer the questions above, to what extent did you 

feel that your therapist included your spirituality in the sessions?  

 

1 2 3 4 5 

Never included 

my spirituality in 

the therapy 

Rarely included 

my spirituality in 

the therapy 

Sometimes 

included my 

spirituality in the 
therapy 

Usually included 

my spirituality in 

the therapy 

Always included 

my spirituality in 

the therapy 
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Daily Spirituality Experiences Scale  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Many times 

a day 

Everyday Most Days  Some Days Once in a 

While 

Never or 

Almost Never 

I felt God’s presence X 1 2 3 4 5 6 

I experienced a connection 

 all life X 

1 2 3 4 5 6 

During worship, or at other times 

when connecting with God, I felt 

joy, which lifted me out of my daily 

concerns X 

1 2 3 4 5 6 

I found strength in my religion or 

spirituality X 

1 2 3 4 5 6 

I felt deep inner peace and harmony 

X 

      

I asked God’s help in the midst of 

daily activities X 

      

I felt God’s love for me through 

others X 

1 2 3 4 5 6 

I was spiritually touched by the 

beauty of creation X 

1 2 3 4 5 6 

I felt thankful for my blessings  X 1 2 3 4 5 6 

I felt thankful for my blessings  1 2 3 4 5 6 

I felt a selfless caring for others X 1 2 3 4 5 6 

I accepted others even when they 

did things that I thought were wrong 

X 

1 2 3 4 5 6 

I desired to be closer to God or in 

union HimX  

1 2 3 4 5 6 

 

In general, how close did you feel 

close to God 

Not Close 

at All 1 

Somewhat Close Very Close As Close as Possible 4 
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Working alliance Inventory short - revised  
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APPENDIX C: Analysis And Result Tables  

 

Interview codes and subthemes table  

 

CODE SENTENCE REFERENCE 

Faith dilemmas 

being aligned with 

mental health 

difficulties.  

Christian I'd never been hopeless before and through. OK, I was able to discuss, you know, that was 

a challenge of my faith not knowing. 

 

And then it was really doing that in my mind and my heart. From from when I was young, yeah. 

Because from a religious side of it, sex is wrong until you're married. And I was always made to 

feel like I was bad and wrong about it. 

 

,….. I think sometimes it's really helpful to acknowledge people's faith but actually also spend time 

acknowledging where the church can cause pain to people contribute to their difficulties, because I 

think my therapist always saw it as being a really positive thing and for the most part, 

 

I knew that it wasn't my faith causing that it was OCD, twisting things 

 

Stacy  

06.37 

 

Jacob 6.40 

 

 

 

Rita 22.40 

 

 

 

Kathrine 4..46 

Therapists 

disclosing their 

spirituality being 

helpful 

through my counselor was, although she was not a Christian, she had her own personal and private 

faith, but she encouraged me to do all the things I used to do to lift myself and to feel fuller, and 

that really helped because you don't need to be a Christian to give good counselling advice 

 

And he he was able to connect to me but understand my spirituality. Well, because he grew up at 

church when he was younger, was able to relate and understand where conflicts were with my heart 

and my mind. So sexuality as well. So in terms of I always thought that I had a too high libido and 

loved women too much. And he was just like, well, you're normal. 

 

 

 

Stacy  

06.58 

 

 

Jacob 2.37 
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Valuing 

knowledge  and 

insight from a non 

religious 

perspective  

you don't need to be a Christian to give good counselling advice. But what you do need to be is 

sensitive. 

 

And so the principle of what the counsellor told me was that I was too hard on myself and that and 

that I shouldn't. The way the lens that I assess myself on is too strict. And in terms that helped me 

realise exactly what the Bible was saying and actually get me closer to God because to be honest, 

and I was able to be honest with God, and with my counsellor and he really felt me helped me feel 

that that was a safe 

 

Stacy 06.58 

 

Jacob 2.37 

 she didn't tell me anything to read because she's not a Christian, but she there was a point me back 

to what worked before, you know, allow yourself space to do and enjoy those things and it did 

work. So yeah, that was really helpful. 

 

Stacy 07.30 

Therapists 

supporting 

participants to 

reconnect with 

their faith 

she never gave me any biblical truth or any prayers that you have a counsellor through and through. 

But she helped me to see. I don't need to disqualify my faith. I don't need to, you know, pause that 

when it's such an integral part of who I am, my identity and how I feel about myself.  

Stacy 09.34 

Perspective that it 

is unethical to 

bring up 

spirituality before 

the client  

Ah, this is hard. I disagree, but I would disagree because I'm a Christian who loves talking about 

her Christianity. So of course I'm going to disagree. And I think any attempt to repress or suppress 

the sharing of tips, advice that may be beneficial to somebody who's going through a difficult time, 

I think it's horrible. I think there is a way to bring in faith and spirituality that could be softening. 

 

And you know, how could this be in a moment of actually catastrophe? Faith is missing and faith 

could help lift. So why would you not bring it forward? I would say. 

 

I guess, it's hard, isn't it? Because, actually, you know, well whether you identify as a, you know, a 

practising person of faith or not, you know, you may have been brought up with certain values. And 

actually, that does just affect, you know, your view of the world. And the way that you see yourself, 

I think, you know, when when we think of the purity culture within in America, for example, you 

know, actually, a lot of shame was an internalised by a lot of women, you know, which I'm sure had 

a knock on effect on their mental health and the way they were viewed, whether they stayed as a 

Stacy 10.19 

 

 

 

Stacy 14.08 

 

 

 

Rita 16.33 
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Christian, you know, after being, you know, brought up in that teaching or not. So, I think it would 

be a shame to people to not ask the question and raise it. 

 

But I think at the same time, as someone who myself works in NHS, I appreciate how time limited 

services and professionals are. So sometimes it doesn't always feel like the most relevant thing if 

the individual was bringing it up itself. But I yeah, I think to get that kind of deeper, and more fuller 

sense of actually, where people have come from, and where, you know, where did the beliefs or 

practices or behaviours where they'll derive from much actually having a sense of someone's 

spirituality, and that can mean quite broad sense as well. It doesn't have to be, you know, that kind 

of traditional religion, you know, it could be a whole range of things. It's still valuable. 

 

I think it's important to have the opportunity to talk about faith if you want to, but it's still down to 

the clients choice 

 

 

 

 

 

Rita 16.33 

 

 

 

 

 

 

 

Katherine 11.37 

Why and how 

they faith is 

brought into the 

sess 

It's never brought up by the therapist, but I would have loved to have been the case, my influence is 

I'm able to weigh up their their words a bit better because I know therapy is just therapy and my 

faith Trump's therapy. My faith Trump's what the counselor tells me. And if the counselor tells me 

something in case some point I 

 

I have always been quite upfront about it. Because I think for me, it's such an important component 

of my life that I feel like I can't really take it out as a separate issue…….And my first therapist, my 

faith has played a really big role. And that therapy, I would say, we spoke about it a lot. And my 

therapist wasn't a Christian, but she was very open to talking about it. And I did find that helpful at 

the time. Sometimes she kind of took the lead and brought it into aspects. 

 

I would bring it up a few times, but the practitioner I worked with never brought it up, really 

compared to in my first therapy. And I think sometimes it kind of felt like it caught her a bit off 

guard when I when I would bring it up. 

 

relationship with God was intertwined with what we was discussing. It wasn't, I wasn't made to feel 

that way, because I had faith. In fact, it was actually encouraged. And I don't think that would have 

been encouraged on the NHS, but this was private. 

Stacy 14.51 

 

 

 

Rita 6.24 

 

 

 

 

 

 

Rita 19.13 

 

 

 

 

Jacob 2.37 
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when I did try to share, share my beliefs on that on the when I was getting bereavement counselling 

with the NHS, they never they it's like they disregarded the spiritual aspect and change the topic. 

We're never really focused on it or spent time on it. 

 

 

 

 

Jacob 2.37 

Dis Congruence 

between therapy 

teaching and faith 

If my counsellor tells me something that doesn’t align with my Christian, I know not to do it, for 

example not to forgive and to cut of people that are hurtful to me. I don’t think that’s the best way 

to be. 

Stacy 15.22 

 My therapist made presumptions without considering or asking about my faith convictions. (Didn’t 

think they made an effort to consider her faith and adapt it).  

Stacy 17.26 

 

Intersectionality 

and faith 

Factors they need to be aware of, spiritual differences and spiritual factors. Because my Christianity 

has a bigger role on how I behave than any cultural thing about me, be it my rate, you know, my 

race, my gender, the country of origin that I'm from, you know, my background, my class, whatever 

it is, my sexual identity, my faith is of more importance than every other thing. So if I had a, you 

know, language barrier, you'd be conscious to that. If I had a disability either visible or invisible, 

you'd be conscious of that. 

 

Yeah, and intersectionality. I should say. That is such a key issue. And it's so good that you 

mentioned it because it's about understanding that where I, you know where the overlaps are with 

me being a straight black Christian, Nigerian, British woman of a certain age, you know. 

 

You have to let me tell you which one is more prominent. If I'm talking to a man who is a a gay 

man who is also a Muslim man who's also doing with precarious immigration status, I can't 

presume which one is most important to him. I need to think about, well, actually there's a cultural 

issue huge from Pakistan and in Pakistan, this is how its viewed. But hold on. He's in the closet 

store. His family don't know that he is gay, but maybe his community where he lives with his 

housemates are fully aware. 

 

 

 

Stacy 20.59 

 

 

 

Stacy 22.40  

 

 

 

Stacy 22.48 

Cultural lack of 

respect of faith as 

a protected 

characteristic.  

Different. Think about being visible differences as well. Think about the fact that we have faith that 

in this day and age, how comfortable is it for someone to talk about faith? I would say not very. I 

would say that faith is under attack and unlike every other protected characteristic faith feels like 

the one thing that we can still laugh and joke about. And as a Christian I would dare go as far as say  

Stacy 23.59 
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Christianity remains the one faith that you can insult without much consequence without many 

ramifications because. 

 

Not to mention the fact that Christianity in the media, whether it's movies, TV, you know, the one 

swear that you often hear is the name of Jesus Christ. 

 

 

 

Stacy 25.09 

 

 It should be celebrated going back to the point you said about councillors bringing it up, why 

shouldn't you? 

 

If it wasn't for my spirituality and my faith, I think I could have been suicidal. I think I would have 

done in being honest. 

 

Stacy 27.53 

 

Jacob 23.48 

Choosing NHS 

therapy vs 

Christian based 

therapy 

But I wanted and I've always sought out, you know, NHS, you know, generic, non Christian 

counseling because I want to get that unbiased view of what I think and what I feel. I already know 

that I'm gonna filter everything that happens through a lens of Christianity. You know, I have my 

feelings, but I didn't have the word. What does the word teach you and encourage me to do to say to 

behave like so when I speak to a counselor, I don't expect them to give me a Christian take but I 

expect them to be aware of the fact that. 

 

 

I've kind of always gravitated towards working with secular professionals in a way because I feel 

like the in a way there is that less judgement, because then they're not, you don't know necessarily 

what worldview they're coming from. 

 

Fortunately, I was able to do that with this private professional. Yeah, as I said, in NHS, it was not 

some not an avenue that opened up to me. 

 

 

And like, I've definitely noticed a difference in how comfortable I feel compared to when it's been 

with a Christian, who I can tell was, like, openly inviting me to not like she, someone that's openly 

ready to receive that. And you can just you can just tell that they have a natural understanding and 

reciprocation of like, yeah, just being able to kind of help you speak about faith and encouraged. 

 

Stacy 28.34 

 

 

 

 

 

 

Rita 19.13 

 

 

 

Jacob 8.54 

 

 

 

Katherine 3.16 
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But I did find it a lot easier to talk to a Christian about it, because I knew that they wouldn't blame 

my faith and blame God. They know the truth of my faith and the the joy and the goodness that 

brings as opposed to what OCD was twisting things to make me fearful about faith related topics 

and stuff like that. 

 

 

And whereas I felt like, if I was talking to someone that wasn't a Christian, I was almost trying to 

protect my faith. At the same time, I felt like I didn't want to show my faith as something it isn't 

because the OCD was twisting. But it made me because my faith is so important to me. 

 

Katherien 4.46 

 

 

 

 

Katherine 5.53 

Expectations from 

therapists with 

different beliefs or 

views of 

spirituality.  

To share with my counselor my faith and tell them why my faith overrides every other thinking, 

every other idea in my head because it is that important. I've never had a bad experience. Thank 

God we've counselling. I've always been met with respect. 

 

And that is the most important thing about me. So the benefit of going through Councilling and 

actually having my faith acknowledged has been, I feel, strengthened to talk more about my faith. I 

feel strengthened even. 

 

I've had a counselor who subscribes to a completely different faith and I respect them back and I 

think it's often brought a chance for us to bond if I can say that where they can even tell me how 

they take their faith and that's been something I didn't think possible. So it's been for me a way in to 

build rapport as a client with a counsellor, but also to build confidence that, you know, I'm able to 

share everything. Because if I couldn't talk about my faith, I would not be able to talk about the 

other aspects of my life. 

 

Yeah, yeah, you don't. I mean, it doesn't take. You don't need to be a Christian for a good 

counsellor. You just need to be able to listen and actually acknowledge the fact that faith was 

important. 

 

You know, during hard time and that's good to hear from someone who is not of my ink, not from 

my parish. If you don't mind the phrase. But yeah, having a counselor who just respects faith, they 

respect of of what their faith is or isn't respecting and appreciating faith is a must. 

 

 

 

 

Stacy 29.10 

 

 

Stacy 29.45 

 

 

 

 

 

Stacy 32.11 

 

 

Stacy 33.19 
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actually acknowledging, you know, just because someone goes to church, you're not actively 

involved, you know, that has good and bad experiences. And that's okay, as well, because that's no 

church gets it. Right. 

 

 

So I suppose that it would be amazing to know that therapists have learned about different religions 

and different Yeah, they might, that their clients might not be comfortable with. 

 

Rita 22.40 

 

 

 

 

 

Katherine 20.05 

Integrating 

spirituality with 

therapeutic 

frameworks  

 she she used to  like compassion, focus, therapy work, so finds the work of Paul Gilbert, for 

example. And I remember, one of the things that she would mention would be like, you know, 

you've got your religion and your faith, that's a really important aspect of your life, is there a way 

that you can kind of encompass that to have a kind of compassionate figure, someone to kind of 

rely and lean on. 

Rita 6.24 

Therapists lack of 

awareness or 

sensitivity to 

challenges of 

having faith and 

links to mental 

health 

in hindsight, I always kind of struggled when she brought that up, because, I was really struggling 

to kind of accept myself, I was really kind of overwhelmed with my own sin. And I was finding it 

quite hard to I guess, lean, on God in that way…… At the time, I was feeling really punished by 

God I was going through quite a few hard things in my life at the time and I remember I was kind 

of getting when we spoke in therapy I was kind of getting this harmfully weird but especially 

imagery of of the devil. 

 

I think it'd be so freeing and helpful with if therapists knew that if someone had a certain religion, 

that there might be some things they're not comfortable with. 

 

Rita 6.24 

 

 

 

 

 

Katherine 18.30 

Acknowlegdement 

of faith 

experienced as 

helpful and 

positive  

And actually, when I came to the end of my treatment, she, my therapist gave me like a small card 

with the poem footsteps in the sand and which difference in the sand, which again, I thought was a 

really thoughtful gesture and actually kind of acknowledged just the role and value that my face 

had had in my life. 

 

So the using using God in therapy and being able to really recognise where God was in the midst of 

my mental health issues, it was fundamental to healing for me, I think without Yeah, honestly, 

Rita 6.24  

 

 

 

Katherine 26.28 
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without without my faith, without God, I don't know where I'd be now. I think that's what's kept me 

alive. That's what's, you know, helped me heal. And it was. 

Therapists making 

assumptions about 

the clients life 

based on 

spirituality 

I guess one thing I did notice was my second therapist would like make assumptions. For example, 

I would never drink, for example, because I was a Christian. And I found that quite interesting 

because I was doing it at the weekend.  

 

like there's stuff there that I think she'd assumed that made me get have a sense that actually, she 

didn't know that much about the faith and the religion and what my life looks like for young, a 

young, modern, you know, what that looks like in the modern world? I don't know if that then kind 

of maybe limited me. 

 

 

I think she'd like made an assumption that I didn't go out at university (clubbing) or something like 

that, which is funny because I was going out probably twice a week. And I didn't see that being any 

problem. 

 

I was like, well, clearly She's just doesn't really have an understanding of what this was about. So 

it's not really worth exploring. 

 

Maybe, you know, I don't know if you can argue too much adaptations, because, as I say, 

sometimes she would kind of bring in things and say, okay, you know, can we use your religion in 

this way to be a positive tool? And which I think it brought challenges for me,….. I think 

sometimes it's really helpful to acknowledge people's faith but actually also spend time 

acknowledging where the church can cause pain to people contribute to their difficulties, because I 

think my therapist always saw it as being a really positive thing and for the most part, 

 

Rita 11.44 

 

 

Rita 11.44 

 

 

 

 

 

Rita 14.38 

 

Rita 14.38  

 

 

 

Rita 22.40…. 

Perceptions of 

adaptions made to 

the therapy  

I think I'd say in CBT, no, adaptions were made, in my opinion, really? I can't think of anything 

really active that I would think of other than there being a bit of scope to talk about it in my 

assessment that, yeah, I think in the second one, I mean, yeah, a lot. A lot of adaptions were made. 

 

My faith really was kind of the main focus in a way of what we spoke about linked in with the self 

esteem stuff. So yeah, I think in that respect, actually, a lot of work went in on the therapist to kind 

of make sure I had that space. 

Rita 22.40 

 

 

 

Rita 22.40 
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There was no place for for spirituality in that room. It was all cognitive. Okay. All action based, 

everything, everything made sense by the book. 

 

I'd say with the example with cams when I was younger, I don't know it's hard for me to think 

adaptations really, because I'd really feel like there was apart from maybe agreeing with my 

acknowledgement that my faith isn't the same as OCD. But I would have liked to maybe have gone 

into more detail about that. 

 

Jacob 27.01 

 

 

Katherine 22 29 

Dilemmas/ 

challenges of 

feeling 

misunderstood in 

therapy.  

I remember feeling frustrated, because I was like, I just wished you had a bit more biblical 

knowledge and a bit more of an understanding of, you know, some of the pressures I feel under 

being a Christian and going to church because she felt that she didn't really, she just saw church as 

being, you know, a fantastic support network for me, and, you know, great. 

 

 

 

 

Rita 28. 10 

Lack of safety in 

disclosing faith/ 

spirituality 

Yeah. And it made you as a black person as well. It made you feel more like they're they are the 

police and they are the authority and kind of disconnect yourself in terms of what you can say. In 

terms of having voices like the Holy Spirit, you would not tell them because you think they say you 

are psycho or put you on a list. 

 

 

So I didn't feel safe enough to be Got to be open about my relationship with God no chance. 

 

 

I never quite opened up and was completely honest, which meant that I didn't, I didn't really feel 

safe. And I didn't, I felt stuck. 

 

I never mentioned that to the psychologist they weren't really into (pause) yeah (pause) i think they 

stayed clear of my faith really to be honest I think 

 

 

Jacob 13.54 

 

 

 

 

Jacob 13.54 

 

 

Katherine 12.51 

 

 

Alice 10.00  
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Value of being 

able to freely 

discuss spirituality 

Because as it's been like, as it's such a core thing, for me, it's really important for me to be able to, 

it's been really important for me to talk about that in therapy. 

 

I just think to emphasise that the engagement when I was able to speak about faith was completely 

different.  

 

Katherine 3.16 

 

 

Katherine 28.49 

Faith being 

important in 

supporting and 

understanding 

context of mental 

health 

But it was Yeah, so then it was fundamental for me to talk about faith in therapy because well, I 

always I always describe it as like OCD will take things that you really care about and kind of 

twists and makes them into something else and makes them into something that causes harm and 

anxiety to you. 

 

Well, a lot of mine (mental health diagnosis) was wrapped up with my faith. 

 

 

 

 

Katherine 4.46 

 

 

Alice 8.57 

 Worry about pay 

being 

misconstrued as 

problem because 

of therapists lack 

of knowledge  

I feel more like more confident that my faith would be protected. And people would be able to 

understand that OCD was doing something different to what my faith stood for. 

Katherine 12.51 

Lack of alignment 

between therapy 

suggestions and 

faith beliefs  

a lot of what was being suggested to help me was mindfulness that was like the feeling is that 

almost every session, I was being told to practice mindfulness. And I hadn't made up my mind 

myself, if I felt comfortable doing mindfulness, because there's some Christian beliefs that say that 

they don't agree with the practices of mindfulness or like, suggest finding Christian alternatives. 

 

 

So I would only ever kind of do it half heartedly, so but not really can fully admit that either 

because at the same time, I didn't want that to give my faith a bad name of why don't you want to 

do mindfulness? 

 

 

Katherine 13.56 

 

 

 

 

 

Katherine 14.28 
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Importance of 

understanding 

individual 

convictions  

So I would only ever kind of do it half-heartedly, so but not really can fully admit that either 

because at the same time, I didn't want that to give my faith a bad name of why don't you want to 

do mindfulness? 

 

And then they if they were allowed to, that's in a circumstance where I think it would be really 

important to be able to potentially say, I know that your this is your religion, is this something that 

sits comfortable with you or not? 

Katherine 17.57 

 

 

Katherine 18.30 

Increase in 

engagement and 

therapeutic 

outcomes when 

able to speak 

about faith 

I just think to emphasise that the engagement when I was able to speak about faith was completely 

different. 

 

not talking about my faith would be like, keeping such a huge percentage of myself to myself. And 

I feel at least speaking from my own experience, to to really get something out of therapy, you need 

to be completely transparent, completely honest and share your whole self, which is difficult to do 

and very vulnerable to do. 

Katherine 28.49  

 

 

Katherine 29.00 

 

Beliefs and faith 

not explored even 

though presenting 

problem had 

aspects of religion 

No I dont think  Christianity was brought up at all, or my beliefs, I do not think, 

 

I wouldn't say that it was brought up at all. I wasn't really asked, they didn't mention church, 

although I still went to church or what my faith was, why I had given up believing in it, no that 

subject wasn't brought up at all. 

Alice 7.33 

 

Alice 8.04 

 

Feeling abused by 

NHS system by 

overall treatment 

I tried to take them to court at one time. I think there's been many erm, cuase they had sectioned 

me. I was really angry with being sectioned so I tried to find someone to take them to court. So I 

spent many hours to trying to write exactly what they did to me because they held me down and 

injected me. And so I was very angry about that. 

Alice 13.21 

Inability to 

distinguish, 

between health 

spirituality and 

mental health 

related delusions.  

So I suppose it was brought up a lot more conversation if we had had the talk on my ,Yeah. my 

thoughts, my spirituality, which gets a bit confusing, because you think you're having a spiritual 

experience. And that's your illness, isn't it? Well it can be? 

Alice 23: 44 

Therapists 

avoiding 

discussion around 

faith 

So I suppose it was brought up a lot more conversation if we had had the talk on my ,Yeah. my 

thoughts, my spirituality, which gets a bit confusing, because you think you're having a spiritual 

experience. And that's your illness, isn't it? Well it can be? 

Alice 25.38 
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Assumptions that 

most therapists do 

not have views 

that align with 

spirituality 

Yeah. But I can't imagine. I imagine not many psychotherapists are Christians. Really? I don't 

know. It's not a question I've ever asked. 

Alice 27.08 
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Analysis outcomes for Engagement and DSES 
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Analysis outcomes for Working Alliance and DSES 
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APPENDIX D: Dissemination Statement  

 

 

The researcher intends to share the findings of the study with colleagues at the University of 

Exeter. Consideration will also be made on submitting findings for publication within the 

Division of Clinical Psychology in the British Psychological Society. This thesis will also be 

submitted for peer review and consideration for publication in the Journal of Psychology and 

Theology. 
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APPENDIX E: Journal of Psychology and Theology Publication Guidelines 

 

Manuscript Submission Guidelines:  

Please read the guidelines below then visit the Journal’s submission 

site https://mc.manuscriptcentral.com/jpt to upload your manuscript. Please note that 

manuscripts not conforming to these guidelines may be returned. 

Only manuscripts of sufficient quality that meet the aims and scope of Journal of Psychology 

& Theology will be reviewed. 

There are no fees payable to submit or publish in this journal. 

As part of the submission process you will be required to warrant that you are submitting 

your original work, that you have the rights in the work, and that you have obtained and can 

supply all necessary permissions for the reproduction of any copyright works not owned by 

you, that you are submitting the work for first publication in the Journal and that it is not 

being considered for publication elsewhere and has not already been published elsewhere. 

Please see our guidelines on prior publication and note that Journal of Psychology & 

Theology may accept submissions of papers that have been posted on pre-print servers; please 

alert the Editorial Office when submitting (contact details are at the end of these guidelines) 

and include the DOI for the preprint in the designated field in the manuscript submission 

system. Authors should not post an updated version of their paper on the preprint server while 

it is being peer reviewed for possible publication in the journal. If the article is accepted for 

publication, the author may re-use their work according to the journal's author archiving 

policy. 

If your paper is accepted, you must include a link on your preprint to the final version of your 

paper. 

1. What do we publish? 

 

1.1 Aims & Scope 

Before submitting your manuscript to Journal of Psychology & Theology, please ensure you 

have read the Aims & Scope. 

 

1.2 Article Types 

5 Theoretical, research and applied articles dealing with relevant issues in psychology and 

theology from an evangelical perspective. 

6 Reviews of articles in other journals relevant to the integration of psychology and theology 

7 Responses to current or past journal articles. 

8 Book reviews from the field of psychology and theology. 

Information about how to write your book review can be found in the Reviewer Guidelines. 
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Manuscripts should be no more than 25-30 double-spaced pages, including tables, figures, 

and references. The Editors reserve the right to return papers to authors where they exceed 

word limits. Submission of a manuscript to another journal while under review by 

the Journal of Psychology & Theology is unethical. Breach of this principle will result in the 

paper being removed from consideration for publication in Journal of Psychology & 

Theology. Each manuscript must be accompanied by a signed statement that it has not been 

published previously and that it has not and will not be sent for consideration by another 

journal while submitted to the Journal of Psychology & Theology. 

 

1.3 Writing your paper 

The SAGE Author Gateway has some general advice and on how to get published, plus links 

to further resources. 

1.3.1 Make your article discoverable 

For information and guidance on how to make your article more discoverable, visit our 

Gateway page on How to Help Readers Find Your Article Online. 

Back to top 

 

2. Editorial policies 

 

2.1 Peer review policy 

SAGE does not permit the use of author-suggested (recommended) reviewers at any stage of 

the submission process, be that through the web-based submission system or other 

communication. Reviewers should be experts in their fields and should be able to provide an 

objective assessment of the manuscript. Our policy is that reviewers should not be assigned to 

a paper if: 

•  The reviewer is based at the same institution as any of the co-authors 
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