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Abstract
Objective. Most major Victorian hospitals include religious identity in routine admission demographic questions.

However, approximately 20% of admissions do not have their religious identity recorded. At the Royal Melbourne Hospital
this missing 20%was surveyed throughout 2014–15 for two reasons: (1) to enable patient care; and (2) to provide an insight
into the significance of religious identity for patients. There is scarce literature on this subject, so the present mixed-methods
study, including a qualitative component, will start to bridge the gap.

Methods. Mixed methods, cross-sectional survey.
Results. Thequantitative component of the study found that religious identitywas important for a significant proportion

of our diverse population and that, in general, demographics were congruent with Australian Bureau of Statistics (ABS)
census figures. The qualitative component also revealed significant complexity behind religious identity labels, which the
census is unable to capture, providing an insight into the requirements of our growing multicultural population.

Conclusions. This study illustrates that religious identity is important for a majority of Royal Melbourne’s culturally
diverse inpatients. This data would seem to give the practice of collecting religious identity data on admission new credence,
especially as our culturally and linguistically diverse populations increase. In order to understand these nuances and
provide appropriate care, skilled spiritual screening and assessment would appear to be not optional, but rather necessary
in our increasingly complex healthcare future.

What is known about the topic? A search of the literature using related terms (religious, religion, spiritual identity, care)
revealed that there is scarce literature on the subject of religious identity and its importance and meaning to patients.
What does this paper add? This mixed methods study approaches the issue of the importance of religious identity from
the patient perspective via a spiritual screening survey that included a qualitative component, so will begin to bridge a gap
in knowledge.
What are the implications for practitioners? Improved understanding of the complexity of the spiritual needs of
our Victorian multicultural population and commensurate emphasis on the need for individual spiritual screening and
assessment.
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Introduction

Major hospitals in Melbourne, Victoria, including the Alfred,
Austin, St Vincent’s and Royal Melbourne, report that approxi-
mately 20% of admissions on any given day do not have their
religious identity recorded for a variety of reasons (including
patient condition and triage pressure).1 The Royal Melbourne
Hospital (RMH) Pastoral and Spiritual Care Services surveyed
(some of) this omitted population as part of routine spiritual
screening and quality assurance throughout 2014–15, suspecting
a significant proportion were missing out on services they in fact
required. This screening also included a qualitative component,
where following the nomination of religious identity (including
NoReligionandAtheist), theseomittedpatientswere interviewed

and their individual choices recorded, assessed and appropriate
follow-up action taken.

A search of the literature using related terms (religious,
religion, spiritual identity, care) revealed that much of the
literature on religious or spiritual care in hospitals is narrative
or expositional in nature, concerning content and modalities of
possible care, or definitional. Significant exceptions are recent
studies of religious identity in mental health,2 and advanced
cancer care,3 as well as older studies from the National Health
Service in Scotland4 and, more locally, The Prince of Wales
Hospital in New South Wales.5 The present mixed-methods
study provides a different focus, approaching the issue exclu-
sively from the patient perspective via a spiritual screening
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survey that included a qualitative component as detailed
below.

Methods

All patients surveyed were listed on the in-patient management
system as ‘Not Specified’ religion and were from all care areas.
These patients were asked (within sensitive spiritual screening)
if they identified with a particular faith tradition (including
Atheist) or No Religion, or preferred to retain ‘Not Specified’
as their religious identity. Consequently, they were asked their
choice of follow-up service, or not, and these choices were
recorded and entered with their basic demographics (age, gender,
cultural background, clinical unit) under one of six categories
(see below).

Simple descriptive statistics were used to analyse the quan-
titative data and thematic content analysis with the qualitative
data, with comparisons made according to demographics and
emergent themes, exceptions and trends explored.

Results and Discussion

Mainstream faith groups, ‘No Religion’ and census figures

Australian Bureau of Statistics (ABS) records6 show that the
number of people reporting no religion increased exponentially
between the 1911 and 2011 censuses, from 0.4% to 22% (just
under 4.8million Australians). The only figure higher than this
group was Catholic, at 25%, with Anglican third highest at 17%.
Those identifying asAtheist, Agnostic, Humanist andRationalist
almost doubled since the 2006 census, reflecting increasing
secularisation.6 These census figures are fairly congruent with
RMH’s patient population on any given day. The survey data
from the 2014–15 pastoral and spiritual care services survey
reflect similar quotients, except that the Catholic percentage is
higher (probably due to the catchment area demographic).

In all, 2140 patients who were listed on the in-patient data
system as ‘Not Specified’ religious identity were surveyed. Of
those surveyed (spirituality screened), the single largest propor-
tion (approximately 29%) said they would like their religious
identity amended and recorded as Catholic. The second largest
proportion (approximately 23%) chose no religion. Both these
figures are roughly congruent with ABS census figures. Those
choosing to be identified as Anglican were lower than the census
figures, at approximately 13%. Others chose to be identified as
Orthodox (7.5%), Muslim (4.5%) and Hindu and Buddhist (4%).
Approximately 4% chose to be identified as non-denominational
Christian. The heterogeneous remainder included Baha’i,
Humanist, Pagan, Pentecostal, Sikh, Spiritualist and Wiccan,
among others.

Demographics

Age

The average age of the 2140 respondents who requested
amended religious identification was both as expected (congruent
with census data) and somewhat revealing, sociologically. The
average age of those identifying as Anglican was 66 years, and
these patients were predominately of Anglo descent (although
with exceptions). Over 50% of these identified initially as
Church of England (or its laconic abbreviation ‘C of E’),

indicating unfamiliarity with the name change in 1981, and
usually had no faith community participation. The average age
of Catholics was lower, at 64 years, reflecting the diversity of
RMH’s catchment area, which includes many aging post-war
migrants, as well as newer migrants from Vietnam, Philippines,
Korea, China and some African countries. This cohort also
included a significant number of younger people of Anglo
descent and descendants of post-war migrants, some of whom
maintained a ‘sacramental faith’, and others involved with
Catholic Charismatic communities. Included was a small per-
centage of Maronite Catholics (allied with Roman Catholicism
but maintaining distinct Eastern rites in Syriac/Aramaic).

Some of the 4% who identified as generic Christian were
baptised Anglican or Catholic and professed an internalised
faith or ethos without formal practice or involvement. Others
came from formative Presbyterian, Methodist or Church of
Christ traditions, with similar claims. The youngest of this
cohort, aged 20–30 years, were usually practicing and involved
with evangelical (i.e. Baptist) or Pentecostal churches, but
chose Christian for ideological reasons (i.e. no label).7

The average age of Orthodox Christians, including Anti-
ochian, Coptic, Greek,Macedonian, Russian, Serbian andUkrai-
nian, was 63 years, and many were also post-war immigrants.
The Uniting Church (of Australia; a 1977 union of Presbyterian,
Methodist and Congregationalist traditions) formed a small
cohort, with an average age of 70 years, the highest of all the
cohorts (reasons for these figures are explored below). Holdouts
from this Uniting amalgamation were ‘conservative’ Presbyter-
ians, only 4% of the total survey, which nationally are typically
an aged cohort although in the present survey they had an
average age of only 59 years. However, this lower number is
due to younger migrants, of which there is a large community
in RMH’s catchment area, the result of a convoluted history of
missionary activity in Korea, Malaysia, Indonesia etc.

The average age of Muslims, from both Sunni and Shiite
traditions, was 45 years, with the younger age reflecting
more recent migration (including asylum seekers). Similarly,
Buddhists (south-east Asian Theravadan and Chinese/Malaysian
Mahayana traditions), with an average age 44 years, reflected
this migratory pattern, but also included younger converts or
adherents of Caucasian descent, often attracted by the Tibetan
tradition. The RMH gets few patients who identify as Jewish
due to the particularity of its catchment area. The patients
surveyed were of diverse practice: Orthodox, Liberal and over
50% ‘secular’.

The RMH includes Australian Aboriginal Traditional Reli-
gion on its religious identity drop-down list. Of the surveyed
patients who identified as Aboriginal and Torres Strait Islander,
only two chose this identity, with most choosing another faith
identity (i.e. Salvation Army, Muslim). This may be due to
complex factors, which are also discussed below.

Those professing no religion, the second largest cohort, had
an average age of 53 years. This very heterogeneous group
(ranging from hurt or hostile, lapsed or ambivalent through to
agnostic and/or spiritually inclined or eclectic) is also discussed
below. Those identifying as Atheist had the same average age,
namely 53 years. Of the total survey cohort, 47% of those under
40 years of age chose No Religion, compared with 27% of those
aged over 40 years.
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Gender

Approximately equal numbers of males and females were
surveyed (a small number identified as transgender, but most
hospital databases do not accommodate gender diversity). This
equal percentage extended to the No Religion cohort also, so
there did not appear to be a significant correlation between
religious identity and gender difference. In general, post-war
migrant women seemed more engaged with religious devotion
or praxis in their Catholic and Orthodox traditions than men. In
addition, more women of younger age seemed to have assembled
eclectic spiritual beliefs and practices than their male counter-
parts. ABS figures6 show that in each census between 1911
and 1971 considerably greater numbers of males than females
chose No Religion (including Atheists, Agnostics, Freethinkers,
Socialists, Rationalists, Humanists and people who stated ‘no
religion’), although this margin has decreased significantly
between 1971 and 2011. In 1971 ‘None’ was added to the
census list as an option for religious identification and, signifi-
cantly, by 2011, over 20% of females and 25% of males chose
‘None’.

Clinical areas surveyed

All clinical areaswere surveyed, althoughcertain areashadhigher
numbers of survey respondents. Severity of condition was priori-
tised, and it may be assumed that a serious diagnosis or poor
prognosis will predispose patients to considering religious and
spiritual issues (which, of course, may influence the findings).
Very fewof the cohort surveyed in thepresent studywere from the
palliative care unit, because spiritual screening occurs routinely
and a dedicated pastoral care practitioner is part of the multidis-
ciplinary team.8

The highest cohorts were in oncology, including neurosur-
gery, trauma, including the intensive care unit (ICU), and cardiac
care, accounting for approximately 45% of respondents. The
remaining cohorts were from aged care environments, including
geriatric medicine, rehabilitation and transitional care, as well
as general medicine and surgery, orthopaedics and nephrology
including dialysis. Orthopaedics and nephrology also included
many people under 40 years of age, as did neurology and mental
health.

Minor, major and emerging trends

Congruent with census figures, and general assumptions about
the increasing secularisation of Australian society, the present
cross-sectional survey showed a decline in formal faith adherence
among traditional Anglo Protestant Christians. However,
younger people of diverse Asian descent, often with Buddhist
background, or African ancestry, the children of migrants, were
found to be often involved with Pentecostal or evangelical
Christian communities. Conversely, people of diverse Asian
descent with a Buddhist background were often found to be
not practicing, whereas a significant number of Anglo younger
people expressed an interest in Eastern philosophy and/or
practice (even if not formally identifying as Buddhist or Hindu).
Similarly, with the Catholic population, although adherence
was still high among older people, approximately half declined
formal sacramental care (and many expressed reserve regarding
church organisation and structure). Many younger Catholics

described themselves as non-practicing, although a significant
number nevertheless requested their in-patient records be
amended, for complex reasons, including affection for tradition
or parental faith, and to retain a link to internalised faith in time
of crisis. A similar picture emerged for patients identifying as
Orthodox: older patients requested amended religious identifica-
tion (and often had images of icons on their bedside tables),
whereas younger patients with Orthodox backgrounds were
often non-practicing and more preferred ‘No Religion’. Nearly
100% of patients who identified with formative Muslim faith
requested identification amendment, although with various
degrees of adherence. As with other faiths, some second-gener-
ation younger people were not practicing, although these usually
maintained cultural links and affinity.

The following section concerns the qualitative component
of the survey, where patient choices of follow-up intervention, or
not, were notated and actioned. The ABS census suggests in its
section on religious activity that ‘reporting a religious affiliation
is not the same as actively participating in religious activities’.6

As the figures above indicate, the present survey corroborates
this opinion, although with an important subset. As the following
section emphasises, individual spiritual beliefs and praxis do
not always conform to cultural origin. Brief case vignettes are
provided to illustrate the diversity of belief and practice discov-
ered in the course of the survey.

Patient choice

All patients surveyed, including those identifying as ‘No
Religion’, were asked whether they required any follow-up
attention. Their choices were noted, placed under one of the
following six classifications and actioned if need be. The six
intervention codes used to classify choices were: (1) pastoral
care by RMH staff, including an explicit religious or spiritual
dimension; (2) pastoral care by RMH staff plus faith community
involvement; (3) faith community involvement only; (4) pastoral
care by RMH staff for emotional or personal needs only; (5) de-
clined any pastoral care; and (6) other, including referral to other
RMH services.

Of the 77% of patients who identified with a particular
religion (including Atheist), 29% requested attention by a rep-
resentative from their own faith tradition. A large proportion
of these (>40%) did not have access to their own community
representatives due to a variety of reasons, including lapsed
involvement, distance from home (many from country Victoria)
and palliation (sometimes requiring urgent attention, including
rites); these required referral to RMH network of faith chaplains
(all credentialed by Spiritual Health Victoria).

Of our largest population, namely those identifying as
Catholic, only 14% requested attention from their own faith
representative exclusively. Fifty-three per cent requested sacra-
mental care from licenced ministers as well as spiritual care or
counselling from RMH generic spiritual care practitioners. Most
of the remainder requested amended religious identification
but declined sacramental care for a variety of reasons,
including disenfranchisement from the organisational structure,
‘disillusionment with God’, ‘loss of faith’ or diversified faith
(charismatic, spiritualism, eclectic praxis etc.). Of these, 4%
declined any support. Several of this total number identified as
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Aboriginal or Torres Strait Islander: RMH’s Aboriginal Liaison
Officer (ALO) suggests it is not uncommon for these to also
identify with a Christian denomination (often due to a history of
living on missions or experiencing missionary activity, such as
Lutheran, Salvation Army). If a person chooses to identify with
Australian Aboriginal Traditional Religion, the ALO suggests ‘it
could very well be dependent on their cultural strength and
identity in this area’ and that Aboriginal spirituality and other
religion canbe ‘very closely aligned and intertwined’.Oneperson
surveyed, a young woman with serious postnatal complications,
identifiedwith herAboriginal cultural identity, but also expressed
affinity with her formative Catholic upbringing and the Muslim
faith of her partner, and requested attention from all three
representatives.

Of the Anglican population, over 40% declined any specific
religious care, describing themselves as not formally practicing,
although most were receptive to emotional support. Only 7% of
the total number declined any kind of support. As expected,
serious illness or trauma affected decisions: for example, a
non-practicing woman in her late 70s with a terminal renal
condition requested formal re-induction and sacraments in the
ICU.9 Several younger oncology patients, from formative
Anglican traditions, requested guided mindfulness practices for
physical symptoms and psychological coping. One of these,
a failed bone marrow transplant, requested formal rites by a
Buddhist monk as she deteriorated. Another oncology patient
identified culturally with her indigenous Maori Ratana tradition,
as well as with her formative Anglican tradition, requesting
formal baptism (birthplace too remote for an Anglican church).

Moving across religious traditions (or conversion as it is
sometimes referred to) is not always confined to younger
patients.7 A striking example was a stroke patient exhibiting
existential distress and fear of punishment in the afterlife
inherited from his formative Seventh Day Adventist tradition
who discovered an attraction to Buddhist Philosophy (after
attending guided meditation in the Sacred Space interfaith
program). Furthermore, some aged patients with Italian sur-
names, creating an assumption of Catholicism, were found to
have become Jehovah’s Witnesses or Pentecostals.

A higher percentage of Orthodox patients requested attention
from their faith community representatives only, sometimes due
to lack of facility in English. As with other Christian cohorts,
the younger population was more likely to be not practicing,
although usually retaining affinity and requesting amended iden-
tification (also usually declining a visit from the Orthodox
chaplain). Again, this general preference was not limited to the
younger patients: for example, a colorectal patient in his early 80s
identified as Greek Orthodox, but requested attention from the
Uniting Church representative. He wished to retain his cultural
identity, but felt more affinity with Uniting Church liturgy and
spiritual praxis.

Language also featured significantly in the choices of patients
identifying as Muslim, as did gender. Muslims from diverse
backgrounds (including asylum seekers) sometimes had little
English, but were usually able to indicate their religious identity
verbally or symbolically, and the Islamic Chaplaincy Council of
Victoria were able to advise and allocate visiting spiritual carers
appropriate to gender and language group (these are usually
multilingual, able to recite formal prayers in Arabic, the language

of the Quran, as well as converse in English and their native
language, such as Turkish). The Sacred Space Muslim Friday
Prayers (Ju’maa) is by far the most well attended of the weekly
program, which includes Ecumenical Christian and Buddhist
meditation, and attracts a more diverse social stratum, from
cleaners to medical staff. As with other religious cohorts, there
is a wide variety of belief and requirements within the label
‘Muslim’, including end-of-life care preferences and advance
care plans.10 For example, of twopatients fromdifferent language
groups who were dying in the ICU and palliative care unit, the
former wanted to face Mecca as life support was withdrawn
whereas the latter didnot, preferring private prayer and life review
with the palliative care pastoral carer.11

Of the second largest cohort, namely those identifying with
no religion, 23% declined any pastoral and spiritual care support.
Of the remainder, 48% were receptive to generic supportive
counselling, and a significant number wanted to discuss dis-
engagement from formative religious tradition, and internalised
ethical values, or alternative expression, such as mindfulness or
eclectic practices.12 Most of these were of Christian descent,
although an emerging trend seems to point to second-generation
migrants from other religious faiths describing themselves as
not practicing (e.g. a female Hindu patient married to a Sikh, with
both retaining affinity with their cultural background but not
formally involved). Many expressed interest in ecological con-
cerns, and a small percentage requested commensurate rituals,
such as a man in his 30s who identified as Pagan who requested
space andmaterials to create a formal ritual for his dying father.13

One patient, with a chronic degenerative condition, who was
non-verbal and using a communication pad requested her identi-
fication be amended toAtheist and formal referral to PastoralCare
to discuss end-of-life choices and to express anger at religious
opposition to physician-assisted euthanasia.10,14

A significant number of these patients identifying with no
religion (approximately 20%) also requested referral to other
RMH services, including social work, psychology and music
therapy, which was arranged.

Cultural diversity and pastoral and spiritual care services

As mentioned above, most major hospitals are increasingly
aware of cultural diversity and employ an officer (usually a
trained social worker) to write policy and educate staff in issues
such as diet. (One of the few Victorian studies to include religion
in demographics concerned rates of colorectal cancer, finding
that Jewish was the highest and Orthodox the lowest, with diet
perhaps a factor15). As the figures from the present survey show,
cultural diversity with regard to spiritual belief or practice is
complex. Two brief vignettes (below) further illustrate this.

The death of a young man of Vietnamese origin, with religion
listed as ‘Not Specified’, entailed ward staff liaising with family
and arranging a Buddhist monk to bless the site and body. The
patient was not religious, but in this case his family’s cultural
framework appropriately informed decision making.

Often a person’s religious identity can fall under the desig-
nation ‘cultural’ without harm, but in other cases it becomes
more complex and requires assessment. For example, a woman
in her 80s in the emergency department, with an Italian name
probably indicating formative Catholic faith, was referred to
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Consumer and Liaison psychiatry because of confusion (which
had possibly prevented full triage admission, including religious
identity). She was, in fact, Catholic, although with an important
subcategory: very involved in the Italian Catholic Charismatic
renewal, but unable to attend following the death of her husband
and consequent move to a nursing home. She requested
amended identification and appropriate attention, which helped
in orientating and sustaining her above withdrawal and reactive
depression.

Operational practice

Because most major Victorian hospitals feature a similar figure
of omissions (‘Not Specified’, ‘None’ etc.), 20% may be a kind
of ‘natural attrition’. However, we are hoping that improved
process may lower this figure in future audits. The present data
show that religious identity is important to a large proportion of
patients (>70%) and the case vignettes reveal the complexity of
spiritual need and requirements behind these identity labels. As a
result of this project, suboptimal spiritual screening at theRMH is
in the process of being addressed through education sessions for
each ward, particularly targeting ward clerks and nurses. The
sessions, developed by Pastoral and Spiritual Care services, and
using the data and case vignettes featured herein, emphasise
the importance of capturing religious identity at the time of or
during admission.

Conclusion

The data in this paper provides ample evidence of the importance
of capturing the religious identity of hospital inpatients. Of the
2140 patients surveyed with a religious identity listed as ‘Not
Specified’, a significantly high proportion (>70%) requested
amendment on the RMH in-patient data system. This number
is a tiny fraction of the mysterious 20% of those in all major
Victorian hospitals who do not have their religious identity
captured on admission on any given day. This fact highlights
suboptimal screening processes, perhaps with a variety of sys-
temic causes, including patient condition and triage pressure
and possibly lack of understanding of its importance to personnel
(or even indifference in some cases). As shown, the figures of the
RMH survey were largely congruent with ABS census figures,
although with the caveat that behind formative religious identity
labels there was considerable variation in belief and practice.
Our ‘drill down’ case vignettes illustrate this complexity of belief
and practice, which the census is unable to capture. This com-
plexity, which lies beneath the veneer of our ‘secular’ society, is
of course informed by RMH’s very multicultural catchment area
demographics. However, it is evident that other major Australian
cities are similarly developing. This growth would seem to give
the practice of collecting religious identity data on admission new
credence as our culturally and linguistically diverse populations
increase. In order to understand these nuances and provide
appropriate care, as this study reveals, skilled spiritual screening
and assessment would appear to be not optional, but rather
necessary in our increasingly complex healthcare future.

Limitations

Limitations of the present study include the effects of crises
and existential threats on in-patient decisions, although this is

mitigated by the fact that most people undergoing hospital
admission experience this to some degree.

Recommendations

The data in the present study reveal the importance of capturing
in-patient religious identity and the case vignettes illustrate the
importance of ongoing spiritual assessment to meet the require-
ments of our increasingly complex populations. The fact that
most major Victorian hospitals continue to have significant
gaps in patient data capture, not only in religious identity, but
also in other areas that overlap, such as advance care directives,
suggests the need for more systematic processes and communi-
cation between health care providers concerning the ‘human’
aspects of health care. Therefore, our main recommendation
is for the provision of resources by healthcare organisations,
including systemic training and skilled personnel, to meet these
needs. The present study is a preliminary study, and further
qualitative studies, emphasising patient experience, are needed
to provide insight into patient requirements. These may prove
especially useful, comparatively, as the results of the 2016
census come to light.
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