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Abstract 

Thi s study a imed to explore the contribution reli gion/spirituality makes in th e process ofh elping 

patients in clini cal socia l service. Utiliz ing a mi x of online and paper survey research , thi s 

random sample study of c lini ca l serv ice prov iders explored parti c ipants ' attitude/perception as a 

measure of th e ir consent or di sagreement towards including th ese two concepts in practi ce and 

the ir practical use of reli gious/spiritua ll y integrated interventions. The responses obta ined from 

67 practitioners to RRSP Likert-type scale Index of 14 interventions mostly showed indifference 

on the utili zation of reli gious/spiritually integrated interventions. However, practiti oners that 

were involved in reli gious establi shments agreed mo re to the integration of re li gion/spiritua lity in 

practice, utiliz ing it in 75% of the ir cases as opposed to those working in secul ar institutions. 

Data collected throu gh surveys generated results from practitioners of governmenta l and non­

governm ental institutions that are mainl y engaged in three c linical fi e lds; menta l health , 

HIV/ AIDS and child care. Results indicate that profess iona ls in the fi e ld of child care agreed to 

use these concepts more than those in the fi e ld of mental health and HIV/A IDS. Practi t ioners' 

professional attitude toward th e ro le of re li gion and spirituality in clinical social service was 

found to be the most important predictor of intervention in thi s sample. The study includes a 

review of ex isting literature related to re li gious/spirituality in health care. 

Future researches should explore the actual need for reli g ious/spiritual integrated practice in 

Addi s Ababa and th e effective use of evidence-based spiritually integrated interventions as 

alternative ways of coping w ith health problems, especia ll y in pa lliative care. 

Key words: 

Reli gious/S piritua ll y integrated interventions, mental heal th, HIV/A IDS, child care, c lini ca l 

social work 



Integ ration of R eli gion/S pirituality in C linical Social Service 

1 INTRODUCTION 

1.1 Background to the Research 

The social work profess ion, as dep icted in diffe rent scholarl y writings, ori ginated as a 

result of re li gion and spirituality. Mid gley ( 1977) comments that "Social wo rk grew out of a 

religious phil anthropic tradi tion of charity" (Higham, 2006, p. 20) By the same token, Zastrow 

(2009) in hi s book Social Work and Social Welfare reiterates that the earli est soc ial welfare 

agencies opened the ir doors to service users in the 1800s with the " initiati on orthe clergy and 

other reli gious groups" (p. III ). The author flllth er elaborates that it is not until after the earl y 

1900s that service prov ision saw the invo lvement of workers other than members of the clergy. 

Correspondingly, Jeffrey Clark (2000) states that Ethiopia witnessed its first organi zed form of 

soc ial work practi ce through international NGOs in coll aboration with loca l church-affili ated 

agencies during its disastrous famine cri ses of 1973- 74 and 1984- 85 . 

-

Although attributed for the o ri g in of social wo rk, religion and spiri tuali ty were not widely 

integrated into soc ial wo rk practice for an extensive peri od of time. Loewenberg ( 1988) and 

Marty ( 1980) mention that the introducti on of concepts such as "secularizati on and 

professionali zati on" in soc ial work practice fo ll owing the nineteenth century, led to reli gion and 

spirituality being considered as unnecessary and irrelevant (Canda, 201 2, p. 45) The inclusion of 

reli gion and spirituali ty as an intervention method gained recognition once aga in in recent times. 

The 1980s has been highlighted by Canda & Furman (20 10) as a time when di ffe rent 

publications emerged ca lling for the return of the social work profession to its "hi stori c 

commitment to spirituality" (p. 11 2) with the trend persisting until the mid-1 990s. The Society 

fo r Spirituality and Social work was establi shed in 1990 to draw together "scholars and 

pract itioners of diverse sp iritual perspectives for the enhancement of the profess ion" (Canda & 

1 
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Furman, 20 I 0, p. 113) The two concepts were further introduced into the profess ion as a means 

of embracing the holi stic approach in practice in view of the fa ct that it is the ideal way of 

add ressi ng clients from different cultural and social backgrounds. Payne (2005) implies that the 

res urgence of the two co ncepts came into the spotlight once more in Western soc ieties, because 

of the " need to respond to ethn ic and cultural minoriti es" (No lan & Holloway, 201 3, p. 153). 

In practice, religion and sp iri tua li ty have demonstrated great purpose in the field of 

clinical soc ia l work that invo lves hea lth, pa lli ative care and mental health among other aspects. 

Consequentl y, soc ia l wo rk practitione rs began integrating reli gion and spirituality in cases that 

were inadequatel y hand led by biological interventions. 'T he importance ofrel igion and 

sp iri tua lity among patients with advanced di sease as a central component of physica l and 

psycho logica l wellbeing is increasingly recognized by profess ionals (Cooper, 2006, p. 182). 

A professo r and Dean of Social Work at Wi lfrid Laurier Univers ity, Francis 1. Turner 

(2005) states in hi s book Social Work Diagnosis in COl1lempormy Practice, that re li gion and 

spirituality can be utili zed to empower cli ents and enhance the path to recovery . In order for thi s 

to be realized and become more mainstream, the perception and attitude of social workers 

towards the inclus ion of these two concepts in practice plays a fundamenta l role. Canda ( 1988) 

claims that " the re li gious viewpoints of socia l workers may be reflected in their approaches to 

professional practice" (C ri sp, 20 12, p. 27) However, insufficient knowledge exi sts on the 

perception and attitude of social work practitioners towards the inclus ion of re li gion and 

spirituality in clinical service provi sion and the impact it has o n their practice in the specific 

context of Addi s Ababa. The impli cation proposed by Canda, can be identifi ed through assessing 

the perception and attitude of clin ica l social work practitioners in Add is Ababa versus their 

2 
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actual profess ional pract ice towards the incl usion of these two concepts in thei r interventions 

with cl ients cases. 

1.2 Statement of the Problem 

Clinica l soc ia l service prov ision should aim to address and support individuals' path to 

recovery through methods suitable to them. As clients seeking help from hea lth practit ioners 

come with d ifferent dimensions of coping mechani sms to dea l with their illness, practitioners 

shoul d optimize their kn owledge, perception as we ll as practice to attain the desired result in 

helping cl ients . Drawing attention to the different perceptions individuals may possess in 

framing their problems and the so lution to overcome them, Dorfman (201 3), describes hi s 

expression in the fo llowing manner: 

There is a tremendous variety in what individuals perceive to be prob lems or symptoms, 
their view of causality and the best way to fix it (or accept it) and their relat ionship with a 
healer. In man y cases, these perceptions are rooted in cultural values, belie fs and 
traditi ons. (p. 63) 

Reli gion and spirituality take center stage among the numerous coping mechani sms that 

cli ents opt for especia ll y in terminal illnesses and those with no biological cure. Ergo, clinica l 

interventions should be centered on a biopsychosocial approach to address these different 

dimensions. However, in the context of Ethiopia, there is inadequate literature that establi shes 

th e perception of clinical service providers on religion and spirituality and to what extent they 

incorporate it in practice. Understanding these concepts will help practi tioners identi fy ways of 

utili zing reli gion and spirituality especially in illnesses where the accomplishments of 

biomedi cine fail to be re li able. 

1.3 Significance of the Study 

The study is significant because it demonstrates the extent of clinica l service providers' 

use of relig ion and spi rituality in ca ring for their clients. It nav igates and d iscovers clin ica l socia l 

3 
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service practitioners ' perception towards integrating rel ig ion and spiritua li ty and how it affects 

their practice. Th is in turn wi ll revea l if these service providers are provid ing a culturally 

competent practice. It is inevitable that they need to be able to respond appropri ately to the needs 

of a ll serv ice users, inc luding those for whom re li g ious and spir itual beliefs are very vital. A 

culturally competent practice, accordingly, depends among other things on an understand ing and 

acknowledgment of th e im pact of fa ith and beli ef. The author of "Cultu re, theory and narrative: 

The Intersection of meanings in practice", Saleebey, describes a culturall y competent practice as 

"an intersecti on where the meaning of the worker (theories), the client (stori es and narratives), 

and culture (myths, ritua ls and themes) meet" (G reene, 2009, p.38) . Therefore, th is stud y is 

sign ifi cant as it identi fi es the current prospects in Add is Ababa on the inclusion of reli gion and 

sp irituality and recogni zes to what extent service provisions respect c li ents' d iversity and 

different views thereby, upholding the true essence of socia l wo rk in helping people. Another 

reason is the relevance of religion and spirituali ty in palliative care. Greene (2009) argues that 

including relig ion and sp irituali ty as part of cl ients' assessment helps to ident ify the appropriate 

intervention method and hasten their path to recovery. In li ght of thi s fact, thi s study is 

significant as it explores how religion/spirituality is being exp loited among clinical service 

providers in Add is Ababa as a fo rm of dealing with illnesses in palliative care and other d iseases 

with no tangible biologica l cure. Furthermore, the study is significant as it focuses on the 

concept of rel igion and spirituality w hi ch hold a distingu ished place in Ethiopia. The Ethiop ian 

population is highl y intertwined with re li gious be liefs, in view of the fact that a substanti al 

num ber of ind ividuals identify themselves with one religion or another. As dep icted in table I, 

the latest popu lation census conducted by the Central Statist ica l Agency of Ethiopia in 2007 

indicates that, out of the entire Eth iop ian population,43.5% are Orthodox Chri stians, 33.9% are 

4 
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Muslim, 18.6% are Protestant Chri stians, 0.7% are Catho li c, 2.6% are fol lowers of trad itional 

re ligions, while 0.7% fa ll und er the 'other' reli gion category. 

Table I.Addis Ababa Po~uIation b.l' Relig ion and Sex, 2007 Census 
Sex Orthodox Protestant Ca tholic Islam Traditional Other Total 

Female 1,087,268 11 5,477 6,726 2 12,623 593 11 ,477 1,434, 164 

Ma le 958,177 97,430 6,476 23 1,402 784 11 ,118 1,305,387 

Both Sexes 2,045,445 212,907 13,202 444,025 1,377 22,595 2,739,55 1 

Source: Adapted from the Central Stati sti cal Agency, Census report (2007) 

Be that as it may, research conducted on thi s issue in the spec ific context of Add is Ababa, 

are min imal. Consequently, thi s study is inherently substantial in exploring the ro le of these two 

concepts in clin ica l serv ice provision in Addis Ababa . 

1.4 Objective of the Study 

Through a quantitative stud y design, thi s study seeks to understand how clinica l socia l 

service providers in Add is Ababa, Ethiopia, perce ive the wm;ep l of rel igion and spiritua li ty as an 

intervention method and the extent to whi ch they embrace it to address the re li g ious and sp iritual 

dimensions of their cl ients. It a lso seeks to prov ide a modest contribution to the li terature on 

spirituali ty and re lig ion in clinica l soc ia l work in Addi s Ababa. 

The study 's overa ll objectives are to explore the following main points: 

• The impact of clinica l service pract itioners ' persona l facto rs (gender, age, education , 

years of ex perience, relig ious affili at ion, and tra ini ng on relig ion/spirituali ty) on the ir 

practice and attitude towards includ ing religion and spirituality in the ir inte rvent ion 

methods w ith c li ents. 

• The im pact of type of organ ization (govern mental/non -governmental) and work setting 

(re li gious/secular) on practit ioners' practice and attitude towards including re ligion and 

spiritual ity in the ir intervention methods with clients. 

5 



Integ ration of Religion/S pirituality in C linical Socia l Service 

• The att itude and pract ice difference among profess ional s across vari ous clinical service 

types in the inclusion of religion and spiritua lity. 

• The relationship between practitioners' att itude and practice in the inclusion of reli gion 

and spirituality in helping clients. 

1.5 Research Questions and Hypothesis 

The following central research questions and their corresponding hypoth eses guided th is 

study: 

I. Is attitude towards the inclusion of re li gion and spirituality in clinical social work practice in 

Add is Ababa associated with personal factors such as gender, age, educati on, years of 

experience, religious affi li at ion, and train ing on religion/spirituali ty? 

Hypothesis 1: Attitude towards the inclusion of religion and spirituality in clin ica l social 

work practice in Addis Ababa is associated with personal factors such as gender, age, 

education, years of experience, reli gious affi li ation , and training on reli gion/spirituality. 

2. Does attitude towards the inclusion of reli gion and spirituality in clinical social work practice 

differ by type of organi zation (governmental/non-governmental) and work sett ing 

(rei igious/secu lar)? 

Hypothesis 2: Attitude towards the inclusion of religion and spirituality in clinical social 

work practice differs by type of organization (governmental/non-governmental) and the work 

sett ing (re li gious/secular) the practitioner is engaged in . 

3. Does attitude towards the inclusion of religion and spirituality differ by clinical service type? 

Hypothesis 3: Attitude towards the inclusion of religi on and spirituality differs by clinical 

service type. 

6 
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4. Is th e inclusion of re li g ion and sp iritua lity in th e pract ice of c lini cal soc ia l wo rk in Addis 

A baba associated with perso nal factors such as ge nder, age, educati on, year of experience, 

re li g ious affili at ion and tra in ing on re li gion/sp iritua lity? 

Hypothesis 4: The inc lusion of re li gion and spiritua lity in the practice of cl inica l social work 

in Add is Ababa is assoc iated with personal factors such as gender, age, ed ucation, years of 

ex peri ence, reli g ious affili ati on and tra ining on re li gion/spirituali ty. 

S. Does the inclusion of religion and spirituality in soc ia l work practice differ by type of 

organi zation (governmentallnon-governmenta l) and work setting (reli g ious/secul ar)? 

Hypothesis 5: The inclusion of re lig ion and spiritua li ty in socia l work practice differs by 

type of organization (governmentallnon-governm enta l) and work setting (re li gious/secul ar) . 

6. Does th e inc lusion of religion and spiritual ity in social work practice d iffe r by clini ca l serv ice 

type? 

Hypothesis 6: The inclusion of rel igion and spiritua lity in socia l work practice d iffers by 

c lini ca l service type. 

7. Is there a re lationship between atti tude and practice in the inc lusion of re li gion and 

spirituality? 

Hypothesis 7: The more positive practiti oners' att itude is towards re li gion and spiritua lity, 

the more they incorporate them in practice. 
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2 REVIEW Of RELEVANT RESEARCH AND THEORY 

The purpose of thi s chapter is to present the concepts that are fundamenta l to c li nical 

soc ial work pract ice in the health care setti ng where the biopsychosocial/sp iritua l approach 

rema ins the basi s for whi ch all interven ti on strategy rests. 

2.1 T he Concept of Religion a nd Spiritua lity 

Vari ous scholarl y writings shade li ght on the concept of reli gion and spi rituality 

reiterat ing that these two ideal s represent guidance to one's world ly li fe. Sheridan (2000) defines 

spir itua li ty as "the search for meaning, purpose and connection with se lf, others, the un iverse, 

and ultimate rea lity however one understands it. Thi s search mayor may not be exp ressed 

through re ligious forms or instituti ons" (Sheridan , 2000, p.20) . Accord ing to Sheridan, religion is 

identified as a controll ed , prearranged set of beliefs and ritual s shared by a group of people 

associated wi th sp iritual ity. In a similar token, Hay ( 1998) defines spirituality, as "awareness that 

there is something greater than the course of everyday events" in our li ves, events such as birth, 

death, sadness, love, joy and special occasions are related to thi s definition" (Tirri, 2006, p. 8). 

A rei igious stud ies scho lar, Smart ( 1998), identified reli gion as "a human activity related to 

rituals, includ ing prayer, worship and meditation" (Nelson, 2009, p. 6). Reli gion demonstrates a 

structured way of believing and worshi ping a divine power. As Dhillon (20 I I) puts it " religion is 

order, re ligion is law. Religion represents the individual's internal law to which obedience must 

be given if that indiv idual's li fe is to live in accordance with a Divine law." (p. 26). The 

defin itions featured above demonstrate that reli gion and spiritual ity are both centered on creat ing 

mean ing of life to indi viduals and that there is a greater power than all that must be respected. 

Rel igion and spirituali ty, although two sides of the same coin, exhi bit quite a 

cons iderab le difference in the way they are reflected amo ng believers and fo llowers of the two 

-
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concepts. Sti fo ss- Hansenn (1999) stated that re li gion and spiritua li ty share some simi lar 

characteri stics, but they possess "their own areas of interest" (Tin·i , 2006, p.9) The definitions 

that ex ist in various literatures portray religion as a col lection of rituals to express one' s be lief in 

a divine power whi le spirituality is more connected to seeking a meaning to life in form s that 

mayor may not involve rituals. To highlight the demarcation between the two, Thoresen (1998) 

operationa li zed reli gion as "an organized system of beliefs, practices, ritual s and symbols" while 

spiri tuality was defined as one' s transcendent relationship to some form of higher power 

(Ambrose, 2006, p. 207) . Th is leads us to beli eve that reli gion is a concept centered on trad itions 

and shared experiences among believers ofa certain re li gion whi le spiritual ity is inclined 

towards an individual 's experience of seeking meaning to li fe. As opposed to re li gion , 

spirituality mayor may not involve the worshiping of a supreme figure. Winarsky's 1991 

definition cited in Frame (2003) emphasizes thi s argument: 

It may be an inner generated , thoughtfu l, sometime skeptical search - a process rather 
than a product - for universal connections, with no quid pro quo from a higher power 
sought or intended. People who consider themselves to be spiritual mayor may not 
palticipate in organized religion. Some may find so lace in readings, discussion groups 
and the li ke. (p.3) 

Generica ll y summarized , religions may be seen as "organizational dealing with rituals 

and ideo log ies wh ile spirituality may be seen as affective, experi ential and thoughtful and may 

involve meaning, unity, connectedness and transcendence" (Ambrose, 2006, p. 206) Despite 

these differences, religion and sp iri tuality exh ibit a very strong relat ionship . Sheridan (1986) 

cited in Ambrose (2006) describes the strong association between religion and cu lture as nearl y 

ind istinguishable. 

In terms of purpose to human be ings in general , both religion and spi rituali ty seem to 

serve correspond ing functions. Gollnick (2005) states that " religion is a transitional space which 

helps people meet cha llenges of the externa l world" (p. 18). He further hi gh lights the role re li gion 
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plays in individ uals' li fe as a concept that a ll ev iates anx iety, iso lati on and sense of remorse. In a 

similar indicati on, Jerni gan (200 1) ex plains the fun ctions of spirituality as the "organi zation 

(centering) of individua l and collective li fe aroun d dynamic patterns of meanings, va lues and 

relati onships that are tru sted to make life wo rthwhile (or at least, li vable) and death meaningful " 

(Nelson, 2009, p. 9).The human li fe passes through ri go rous transitions that invo lve good and 

bad situations for which individual s constantl y search support for, where religion and spirituality 

plays a vita l ro le. Johansen (2009) supports thi s argument: 

For some, re lig ion can be a source of comfort and healing. Man y individual s find re li gion 
and spirituali ty in times of crisis and advers ity. And peop le sometimes use them to 
resol ve trauma or other life chall enges. Genera ll y speaking reli g ion and spirituality can 
be life enriching in countless ways. (p. 46) 

Plante and Boccaccini (1997) cited in Eubanks (2006) establi shed th at the stron ger the 

reli gious faith an ind ividual possesses, the better hi s/her perception of li fe and optimi sm would 

be wh ile simultaneously reducing anxiety and depress ion. 

2.2 The Holistic Approach 

A holi stic foundation means that healthcare prov iders will assess and respond to each 

client's physical, emot ional, mental and spiritual dimensions (Koopsen& Young, 2009). 

Outlining the concept of the holi stic approach, Li shman (2007) comments that: 

The holi stic approach builds on the social model of di sability that seeks blocks to 
independence ari sing from social attitudes, di sabling systems and environments. The 
approach also stresses the need for attention to people's ethnicity, cu lture and hi story 
because together they form their identity and influence li fe opt ions (p. 103). 

Thi s indicates that the concept of illness, in thi s approach, finds its ex press ion in the 

evaluation of the entire personality, the individual' s reaction to the illness and the ab ili ty of 

bod il y functi ons to work we ll again implying that hea lth in a holi stic sense signifi es we ll being 

physica ll y as we ll as psychologica ll y. Holloway & Moss (20 I 0) in their book Spirituality and 

Social work wrote that in social wo rk, the ho li sti c approach generall y enta il s a "whole person 
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approach" to assessments, which impl ies to the practice of covering a ll a reas of a person' s li fe. 

Brand Reith and Statham (2005a) cla im that the goal of a holi stic assessment is to enhance an 

individua l' s we lfare in terms of hea lth , academ ic performance or livi ng environment. An all 

rounded focus with rega rd to the personal, soc ial and economic conditions of the cli ent is the 

main feature of soc ial work (Lishman, 2007, p. 103) 

Social wo rk as a profession that seeks to help peo ple, demonstrates its uniqueness in the 

fact that it encompasses different approaches to ass ist c li ents in their path to wellness. Hutchison 

( 1999) asserts that the unique focus of socia l work as "a profess ion is its person-in-environment 

perspective, which prov ides a holi stic, eco logical assessment and interventi on framework fo r 

practice." Lloyd (2000) argues that socia l work can maintain its origina l purpose of helping 

peop le only when it is ab le to address different dimensions of an individual's life. From the 

arguments ment ioned above, we can deduce that, the mai n goal of social work is enhancing the 

overa ll wellbeing of individua ls and in o rd er to manifest thi s obj ecti ve, the profession must 

exhaust every option ava il able to ensure the welfare of its clients, thereby helping it reta in its 

true d istinct value of existence and integrity as a profession that works for the good of humanity. 

In favor of thi s idea, Holloway et a l. (2010) remark that: 

A hol isti c approach to individua ls and fami li es which continuously shapes itself in 
response to prevailing social and po licy dynamics is the on ly way for social work to hold 
onto its core professional and ethical identity in the managerial and market-driven climate 
of contemporary health and soc ial care (p. 103) 

Equally important to helping maintain social work's un iq ueness as a profession, the 

hol istic approach serves the purpose of helping social work practitioners to comprehend clients' 

problems from different perspectives prior to implementing predetermined intervention methods. 

In assessments, Dorfman (20 13) discusses that the intricacy of a cl ient 's problems is more 

evident to practitioners through a hal istic assessment. Consequently, Greene & Lee (20 I I) argue 
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that a ho li sti c framework enables social workers to dev ise an approach and treatment technique 

best suitable for a c li ent 's case subsequent to conducting an assess ment. As Burkhardt& Naga i­

Jacobson (2005) described it, a soc ial worker will be better informed about the nature and 

meaning of suffering for a particular person if he/she has an insight of the cli ent 's personality, 

culture, religious traditions and family background which are in the inclusion spheres of the 

ho li stic approach (Koopsen & Young, 2009) Dziegielewski (2003) places an increased emphasis 

on the argument of using the holi stic approach in treatin g c l ients as she states "health care soc ial 

workers are encouraged to approach thi s type of service de li very seriously. It can provide a 

v iable and necessary way for hea lth care social workers to provide clinical service " (p. 104) 

Accord ingly, one can infer that rather than focusing on a client's internal matters alone, a soc ial 

wo rker should put into consideration the different facets and rel at ionships in an individual 's life 

along with their interaction, as they may have a great impact on hi s/her wellbeing. 

Somet imes termed as a bio-psycho-social-spiritualmodel in social work, the ho li sti c 

approach transcends the boundaries of biological intervention methods to address clients' 

spiritual and psychologica l dimension. As an illustrati on of how the holi stic framework directs 

both the assessment and intervention processes to surpass biological interventi ons in substance 

abuse, Forte (2006) articulates that although addi cti on to substances has powerful bio logical 

bases, "holi stic theories consider also psychological dimensions, social systems, and other 

factors" (p. 265). 

Among the different dimensions of an individua l's life, lies the aspect of hi s/her re li gion 

and spirituality. DeLaune & Ladnes (2006) assert that "spiritual care is a part of ho listic care" 

(Cyndie Koopsen and Caroline Young, 2009) .An individual 's perception on what could be th e 

right way to tackle a problem he faces in hi s li fe va ri es tremendously. While one person may 
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cons ider sp irituality and re li g ion as an ideal way, oth ers opt for a different choice. Drawing 

attention to the different percept ions individua ls may possess in fra mi ng their problems and the 

solution to overcome th em, Dorfman (20 13), describes hi s expression in the fo llowing manner: 

There is a tremendous vari ety in what ind ividuals perceive to be problems or symptoms, 
their view of causa lity and the best way to fi x it (or accept it) and the ir relationship with a 
hea ler. In many cases, these perceptions are rooted in cul tural va lues, be li efs and 
tradi tions . (p. 63) 

In li ght of thi s, socia l workers shou ld be receptive to using spirituality and reli gion as one 

form of intervention in the ir clients' cases. Micozzi (2006) notes that "the blend ing of spiritual ity 

with the tenets of alternative, complementary and integrat ive therapies provides individua ls with 

a means of understanding how they contribute to the creation of their illness and to their heal ing" 

(Koopsen et aI., p.32). 

Therefore, it 's a foregone conclusion that the holistic approach in assessment and 

intervention is an effecti ve method of practice in social work as it holi sti ca ll y conceptuali zes the 

person (b io-psycho-social-spiritua l) in environment. 

2.3 Bio-Psycho-Social/S piritual Model 

Social work service programs that exist to extend support to clients shou ld exhibit 

resil ience in embracing cultural competence and be entirely client and patient centered. This 

includes address ing the psychological, socia l and spiritual d imensions of a client 's problem. The 

Biopsychosoc ial model is one means of address ing thi s need, as it is a scientific model 

constructed to take into account the missing dimensions of a biomedical model. Enge l ( 1977) 

first proposed that "the biopsychosoc ial model ass umes that biological, psycho logica l and social 

influences comp ri se a complex system of interactions which determ ine an individ ual's health, 

vulnerab ility to disease and reactions to d isease" (Bennett, Weinman & Spurgeon, 1990, p. 129) 

The model fundamenta lly argues that an individ ual's health is affected by numerous facto rs that 
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bas icall y center on psychologica l, biolog ical and soc ia l aspects in interactio n. "The 

biopsychosocia l/spiritual model acknowledges that all persons have man y aspects and that these 

as pects al l interact" (Winiarski, 1997, p. 6). 

Clin ica l soc ial workers need to develop an understanding of what their cli ents' problem is 

from different outlooks prior to proceeding with treatments. Frankel, Qui ll & McDaniel (2003), 

state that the clinica l soc ial worker gathers a ll information deemed relevant with regard to the 

cli ent's background and environment to better comprehend the nature of the cli ent 's problem and 

re i ieve them from it. 

The relevance of the biopsychosocial model is more evident in palli ative care wh ich is 

usuall y in practice to dea l with di seases such as diabetes, Park inson 's disease, multiple sclerosis, 

HIV/AIDS, cancer and in severe menta l il lnesses among others. " In recent years, the model has 

been of special interest in the treatment of psychosomatic condit ions such as chronic pain , where 

it has proved effect ive" (Fagan, 2004, p. 7) In the case ofH IV/AIDS for instance, the importance 

of thi s model surpasses all others as current med ical intervent ions have fail ed to provide a cure 

for the di sease. Bennett et al. (1990) , emphasize that the model is mainl y imperative because the 

health and sense of we ll-being of peop le li vi ng with HIV is not exclusively confined to the 

accomp li shments of biomedicine. As Pierson (2008) describes it, people living with di seases that 

involve chron ic pa in such as cancer and HIV/AIDS experi ence problems that are far from being 

limited to phys ical problems and the biopsychosoc ial model proves to be very helpful in these 

cases as it " includes a conceptuali zation and suggests treatment strategies that address the 

mu ltidimensional natu re of the problems experienced by the pat ient (p. 38). The author further 

asserts that Biopsychosocia l treatments for chronic pain attempt to lessen stress that may ari se 

during the process of being ill simultaneously enhancing patients function ing. The benefits ofa 
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bio-psycho-social assessment, particularly in the case of people living with HIV/AIDS, are 

reflected beyond th e idea of taking care of their personal we llbeing to reducing ri sk of infection 

among other people. " Fo r persons with [-II V and AIDS, a thorough and a biopsychosocial 

assessment has far reaching implications not onl y for competent and coordinated ca re but also 

for adherence to medical treatment and ri sk reduction, as we ll as public hea lth "(Gorman, 2007, 

p.61). 

Pierson (2008) believes that the integration ofa biopsychosocialmodel to help cli ents 

should be freq uented and incorporated into general clinical practice to become an effective 

method of treatment. In the case of people living with HIV/A IDS, social work services that fail 

to address the bio-psycho-social-spiritualneed of a client can be termed as having fallen short of 

providing a comprehensive support. Ambrosino, Heffernan , Shuttlesworth & Ambrosino (20 II), 

affirm that "Service programs should be cu lturall y competent, lingu isticall y appropriate, and 

client and patient centered" (p. 243). 

Correspondingly, in the case of mental illness, the problems are believed to be the 

outcome of "the interplay among the biological , psychological and soc ial factors that affect the 

li ves of the individual" (Rosenberg, Weissman & Wong, 2014, p. 56) Incorporat ing bio-psycho­

social assessment and treatment therefore goes further than alleviating the mental di stress of the 

client alone. Concerning the youth that suffer from mental illness, Steele (2006) explains that 

"Multimodal therapies are meant to address not on ly to address and resolve the underl ying issues 

of presenting clinical problems, but also to teach more socially adaptive skills to maintain the 

yo uth in their homes, schools and communities." (p. 135) 
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2.4 Strength Based Approach 

The strength based approach draws attention to a cli ent's vital assets that can be used as a 

means to dea l with problems in the cli ent's life. McQ uaide and Ehrcnri cch ( 1997), descri be 

strength as: 

The capac ity to cope with diffi cul ties, to maintain functi oning in the face of stress, to 
bounce back in the face of sign ifica nt trauma, to use external chall enges as a st imulus for 
growth, and to use social supports as a source of resi lience. (Greene & Lee, 20 11 , p. 10) 

Rippe (20 13) comments that, "a strength-based approach a ims to capita li ze on things that 

patients are already do ing well that can contribute to im provements and wel l-being" (p. 56). 

Simil arl y, Rosenberg et a l. (2014) accentuates that as opposed to foc using on a person's 

weakn ess and problems, the strength based model is aware of the client' s needs, aims, 

asp irations and hopes as well as working on hi s or her internal and extern al resources to 

acco mpl ish his or her goa ls. In li ght of thi s idea, it is recommendable to des ign and implement 

cl ini cal interventions on the bas is of the client's strong coping mechanisms, once identified, 

rather than building a whole new method to help clients. The cop ing mechani sm of a cli ent may 

di sp lay a clea r distincti on from others; whil e one's strong asset may center on family 

relationships fo r instance, others may look upon their re lig ion and spirituality as a support 

mechani sm to pass through the troubles of li fe . Cashwe ll (2005) outlines that "the spiritual 

beli efs and values of clients can be a resou rce fo r strength-based approaches such as wellness" 

(p . 37). Doka (20 I I) remarks that spiritual beli efs and practices can be sign i fi cant fo undations 

for cli ents' strength (Reese, 201 3). A similar argument is raised by Ashman & Hull (2008), who 

fo rward the idea that a "cl ient's spirituality may be a great source of strength" (p. 72) Furness & 

Gilligan (2009) reiterate that socia l workers should recogni ze reli gious and spiritual be li efs as an 

important resource and to use it as an intervention method. As put fo rward by Lee (2009), the 

strength based app roach will empower c li ents to dea l with the ir problems and also lessen their 
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dependency on professiona ls in search of so lu tions . The author further elaborates the strength 

based approac h from a spiritual aspect stating that "uti lizing spirituality in human exi stence 

therefore goes beyond so lving the problems at hand but expands the cli ent's life hori zon and 

brings the prospect of achieving personal growth and transform at ion" (p. 196). 

Th is implies that given the fact that re li gion and spirituality is found to be a client' s one 

form of strength when carrying out an assessment, the social work practitioner should proceed to 

include these two concepts to help the c li ent and hasten hi s/her recovery. 

2.5 Religion and Spirituality in Clinical Socia l Work Practice 

Numerous incidents in a person 's life may requ ire the intervention of religion and 

sp irituality to cope with and prevent the incident from becoming a reason to disrupt the 

individua l's entire li fe . In some occasions, these incidents may include clin ical cases . According 

to Speck, cited in Lyall (200 1) circumstances that necessitate spiritua l and reli gious issues 

comprise of severe di stress connected with mental illness or substance abuse, resentment towards 

God or lack of the sense of God which may result from the passing away of a loved one and a 

sense of guilt or shame because ofa certain phenomenon in a person's life among other matters. 

In addition to thi s aspect, Healy (20 14) cla ims that spirituality and religion is particularly 

important in palliative care. Clinica l social work practitioners may regularly encounter clients 

that present issues they think is best handled by reli gion or spirituality. In thi s case, Canda (20 12) 

states that even though the practitioner recogni zes the need for a religious or spiritua l 

intervention , he or she may perceive that it is inappropriate to address, considers them irrelevant 

or may lack know ledge on how to handle them . This leads to an intervention that lacks all 

roundedness, neglecting an important aspect of clients' cases. Edwards (2002) argues that 

"attending to the re li g ious and spiritual needs of service users is a key dimension of holi sti c care" 
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(p.83) Hea ly (20 14) supports thi s c la im restating that an understanding of spiritual and re li gious 

beliefs and practices is a lso important to culturall y sensiti ve practi ce. Practit ioners, therefore , 

should be aware of how their clients frame their prob lems and be willing to bring spiritua li ty and 

re ligion to the table whenever the need ar ises . Out lining the role of the soc ial worker in spiritua l 

care, Koopsen et al. (2009) w rote in their book " Integrative Health: A Holi stic Approach for 

Health Profess ionals", "Social workers may assist in the spiritual care process in many ways, 

from helping families organize their care support system to guiding the c lient and famil y in 

meeting th eir emotional, spiritual, psychological, and bereavement needs" (p.52). From the 

outset, a social work practitioner should gather information on the c li ent' s reli gious or spiritual 

background prior to implementing any sort of interventions. Doka (20 II ) hi ghlights that, 

un derstanding the client 's be lief system a ll ows the social worker to gear interventions toward the 

cli ent 's point of view. 

T he social worker will want to inqu ire about reli gious background and current affi li ation 
with organized re li gions, any ritu als or practices that the client or family members want 
integrated into the care plan, and any reli gious leaders or supports that the client wou ld 
like to be in volved. Th is is necessary in order to respond in a manner that is appropri ate 
to the cI ient's needs and may be an important source of comfort. (Reese, 20 13, p. 129) 

Correspondingly, Lee, Siu-Man, Leung, Chan & Leung (2009) argue that workers need to 

reveal their spiritual values and beliefs in order for them to recognize an y potential assumptions, 

prej udice, strengths or limitations that cou ld ari se during the helping rel ationship and to identi fy 

how these va lues and bel iefs may have impacted their own practice. 

As a form of reli gio us and spiritual intervent ion , various practices are exercised in the 

fo rm of prayers or med itations, touching clients for healing purposes, recommending spiritual 

writings or books, recommending forgiveness, amends or peace, helping clients clarify re li gious 

values and performing exorcism in some instances. Recommending reli gious or spiritua l 

forgiveness, amends, or peace can serve a great purpose in creating a tranquil mental state among 
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cli ents. For exampl e, in the case of people li ving with HIV/A IDS, deve lop ing forgiveness is 

considered as a sign ifi cant part of the acceptance process. 

Fo rgiveness is a prom inent issue not on ly in the interpersonal context of how the 
infection was acq uired but also in relation to subseq uent relationships, especia ll y in 
response to negative att itudes of fami ly and friend s who may be perce ived as abando ning 
the PLWHA. (McCull ough, 200 1, p. 56) 

In support of thi s argument, Reese (20 13) forwards the idea that "c lients may have a need 

to ask for forgiveness from others or may need to forgive someone else for a past hurt. 

Forgiveness releases pain , guil t, shame and anger toward the self or other" (p. 138) 

Prayer Or med itation is also used as a different means of intervention in cl in ical social 

wo rk. 1n fact, Tr ivieri& Anderson (2002) claim that prayer is "the most common form of 

spiritua l practice" (Koopsen et aI. , 2009, p. 43) Collins, Jord an & Coleman(2009), state that 

"Spiritual rituals such as prayer and meditation or the support ofa spiri tual or reli gious 

community ca ll provide strength duri ng difficult times" (p. 156) Reese (20 13) recommends 

med itation, keeping a di ary and di scuss ing dreams and drawings, as one way of finding meaning. 

Ev idently, prayer can strongly in fl uence a cli ent 's hea ling process. Re li gious practices such as 

participating in a worship ceremony and prayer has great positive impact on the physical and 

emotiona l hea lth of individuals. Tay lor (2002) states that "although experimental ev idence of 

prayers curative effect is inconclusive, there have been several correlational studies that 

demonstrate relationships between prayer and psychologica l health benefits" (Koopsen et a I. , 

2009, p.43) However, thi s type of method is deemed suitable for cases in which the cl ient is 

comfortab le with the concept of praying or medi tati ng. " If it is an area that we and the c li ent are 

comfortab le explorin g, and if it is something we can call upon to aid in our intervention with 

cli ents, then prayer can be an appropriate techniq ue" (Turner & Rowe, 2013, p. 332). Aside from 

he lping clients th rough prayers, the social wo rker is also encouraged to use the client ' s be lief 
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system and clarify thei r re li gious va lues to find means of coping with the prob lems they face in 

their li ves. In do ing so, th e practitioner must be careful not to impose hi s/her own re li g ious and 

spiritual bel iefs upon the client. Hugen& Scales (2008) mention that "as long as workers are not 

im posin g spi ritual convictions, they are merely faci li tating client se lf-determinati on, helping 

clients make their own dec isions" (Barsky, 2009, p. 36). 

Reli gious rituals are a lso mentioned among interventions that can make the path to 

recovery considerab ly speedy for c li ents. Helping clients develop a spiritual ritual as a cl ini cal 

intervention such as houseblessing and visiting graves of relatives among other practices is 

considered v ita l in the hea ling process . Turner et al. (20 I 3) exp lains that rituals can be a sou rce 

of comfort to c li ents . The author e laborates on the advantages of rituals as practices that can 

nurture a sense of security, make the cl ient fee l empowered to own the who le help ing process 

and participate in it whil e a lso supportin g him/her to create hi s/her own identity. Reese (20 I 3) 

encourages c li ents to develop the ir own rituals, whether re li gious or speci fi call y developed for 

the cl ient's case, to find a reso lution for di stress ing ex periences in individua ls' li ves. " In some 

cases re ligious ritual may help the c lient to resolve guil t, if the client is interested, the social 

worker should make a referral to the appropriate reli gio us leader" (Reese, 20 I 3, p. 138). 

In a research conducted on the inclusion of religion and spiritua li ty by clinical social 

workers in Virginia, Bull is (20 I 3) fo und out that social workers and their c li ents placed great 

emphas is on the two concepts dominantly using four intervention methods that are exp loring a 

client's spiritua l background , exp loring the client's re li gious background, c larifying the client's 

sp iritua l values and recommending palticipation in spiritual programs. He further concluded that 

there were three interventions used most infrequentl y whi ch comprised of perform ing exorcisms, 

touching cl ients fo r healing purposes, and read ing scriptures wi th c lients. 
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The advantages of re li g ion and spirituality are not on ly a id ing the client to hi s/her path to 

recovery but provid ing so li d support even when recovery is not the anti c ipated end result. 

The implications of effect ive spiri tual care are that, even where the source of the 
prob lem, pain or oppression cannot itself be removed, the service user is able to transcend 
the situati on such that it no longer has a problematic, pa inful or oppress ive im pact. 
(Holl oway & Moss, 20 I 0 , p. 10 I). 

In support of thi s argument and in the speci fi c context of spiritual pract ice for hea l ing 

purposes, Matthews and Clark (1998) c larify that every human is mortal and not every illness is 

fo ll owed by a recovery but even when ph ys ica l recovery seems unattainable, some leve l of 

im provement is frequentl y observed in fac ing a seri ous illness or di sab ility when spi ritua l 

interventions are integrated as one method in clients' cases. (Koopsen et a I. , 2009, p.43) 

Converse ly, some scholars argue that reli gion and spirituality as opposed to being a 

source of strength for clients, occasiona ll y present themse lves as a maj or source of di stress in 

some ind ividuals' cases, creating what is te rmed as a psychospiritua J. problem. Bullis (2013) 

defined this concept as " Psychosp iri tual problems are experi ences that a person finds troubling 

or distressing and that in vo lve that person's re lationship with a transcendent being or force" (p. 

17). For this reason, social work practitioners must take the proper precautio ns prior to 

introducing reli gion and spirituality as an intervention meth od in cl ients' cases given that the 

outcome may take a negative turn. 

Religion may encourage magical thinking as peop le pray for and expect physica l healing 
as if God were a g iant geni e at the beck and call of every human whim. Then , if physical 
healing does not come immediately, the person may be di sappointed and di sheartened, 
claiming that the prayer was not answered and that God does not care, or wo rse, that the 
illness was sent by an angry, venge ful God as punishment (Koenig, 2007, p. 109) 

Adjacent to thi s argument, Koenig (2007) in hi s book Spirituality in Patient Care further 

e laborates that the effort peop le make to go in accordance with a "prescri bed li festy le" by their 

religious gro up wo rsens thei r state of being as these lifestyles may entail "se lf-sacrifi ce, 
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nonparti c ipatio n in certa in kinds of acti v ities, o r avo idance of certain kinds of people". 

Accord ing to thi s author, fai ling to abide by these usuall y hi gh standard va lues, such as "sexual 

mora li ty, honesty, generosity, forgiveness, humil ity or kindness", causes fee lings of se lf­

resentment, remo rse and depression. 

The negati ve effects of reli gio n and sp iri tua lity are also refl ected in patients' re fusal to 

incorporate biomedica l and relig ious/spiritua l interventions s imultaneously. Koeni g, Kin g & 

Carson (20 12) state that "with good intenti ons, re ligious persons make seek to rely on the ir fai th , 

trust in God, and prayer rather than medicine, when dealing with a medi cal condition" (p. 63). 

The authors conti nue to e laborate that re li gious indi viduals may not comprehend and realize that 

medi c ine is a "gift from God" and that re li gion and medic ine can work we ll jo intl y. 
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3 RESEARCH METHODS 

This study plans to examine the attitude and use of religious/spiritually integrated 

interventions of clinical service providers in Addis Ababa. Based on the literature review, the 

study seeks to di scover what practitioners' perception is towards re li gious/spiritual interventions 

and whether they report that they make frequent use of it with clients that seek sp irituality or 

re li gion in their recovery. The methods are described here. 

3.1 Research Design 

This study is based on positivist approach which bases on the idea that there is an 

objective 'rea lity' which can be accurately measured, and which operates according to natural 

laws that can be ' discovered' by rigorous, objective research (Marlow, 1998). Accordingly, this 

study used quantitative cross sectional research design, with descriptive, explanatory and 

predictive function. It is descriptive because it presents detailed picture of the specific situation 

which has been hi ghl y developed in previous works; taking explanatory role, it answers why 

things are the way they are; and it is also predictive because the regression analysis forecasts 

outcomes. 

3.2 Sampling Plan 

3.2.1 Units of analysis 

This research takes as its primary unit of analysis individual clinical soc ial serv ice 

providers in Addis Ababa. Individuals that have been characteri zed in terms of membership in 

clinical serv ice providing organizations and have been active in the field for at least a year have 

been considered as a subject. 
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3.2.2 Recruitment and sampling frame 

The sampling frame for thi s research initiall y included members of the Ethiopian Society 

of Socio logists, Soc ial Wo rkers and Anthropo logists (ESSS W A). The population of interest was 

members engaged in clinica l services. ESSSWA is an associati on with more than 500 members, 

but not a ll of them are engaged in a clinical/direct social service. A li st of members and their 

email addresses was procured from the assoc iati on following the approval of its pres ident. From 

a li st of 500 identified members, a letter of invitati on and a web link was email ed to potenti al 

partic ipants requesting them to participate in the web survey . Out of the 500 potential 

parti cipants, onl y 46 fill ed the online survey. I tried to reso lve the issue of inadequate num ber of 

samples by approaching clinica l service prov iders in di fferent institutions randoml y. Fina ll y, 

sixty-seven clin ical service providers participated in the current stud y. 

3.2.3 Inclusion criteria 

In o rder to be included in the study, participants had to meet the following criteri a: 

Clinical serv ice prov iders (c linica l social workers, nurses, psychiatri sts, psychologists, health 

officers); currently working or has actively worked with clients with health issues for at least one 

year of their professional practi ce in Addi s Ababa; had face to face contact with patients durin g 

their practi ce . 

3.3 Operational Definition 

The operational defi nitions of key terms used for the study are described below. 

Religion/spiritua lity: Reli gion is defin ed as an organized, structu red set of beliefs and practices 

shared by a community related to spirituality. Spiritua li ty is defined as the search for meanin g, 

purpose and connection with se lf, others, the uni verse, and ul timate reality however one 

understands it. Thi s search mayor may not be ex pressed through reli gious forms or institutions. 

--
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Respondents se lf-reported if they have a religious/spiritual affiliation or not and it was coded as 

I for Yes and 0 for No. 

Clinical social service/work: Clinica l social service/work is a hea lthcare profess ion based on 

theories and methods of prevention and treatment in providing behavioral health care (mental 

health and substance use di sorder) services, with special focu s on bio-psychosocial problems and 

disorders. 

Clinical social service providers: In thi s study, Clinical social service providers are 

profess ionals that are engaged in counselling their clients for the prevention , diagnosis, and 

treatment of mental, behavioral, and emotional di sorders in individuals, families, and groups. 

Their goal is to enhance and maintain their patients' phys ical , psychological , and social function. 

Attitude of practitioners: Respondents selected if they agree or don ' t agree towards integrating 

religion/spirituality in dealing with clients' physical and psychological hea lth problems. This is a 

14 item Likert type scale. 

Practice: Clinical social service providers se lected the number of times they integrate 

reli gion/spirituality in their practice on a scale of 0-1 00%. This is a 14 item scale measure. 

Type of organization: respondents described if they work in a governmental , non-governmental 

or private institution and they were coded 1, 2 and 3 respectively. 

Type of work setting: participants described if they work in a reli gious or secular work place. 

Religious work place was coded as I while a secular one was coded as 2. 
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Primary work setting: parti cipants selected from a li st provided th eir area of spec iali zation such 

as menta l hea lth , family and children, substance ab use, J-1IV/A lDs and self-reported their work 

setting in cases that are not incl uded in the list. 

3.4 Instrumentation 

3.4.1 The data collection Instrument 

The instrument for thi s stud y is a three part questionnaire, incorporates the "Role of 

Religion and Spirituality in Practice" Scale (RRSP) developed by Sheridan (2000) and a 

demographic section. They are described briefly here . 

3.4.2 The "Role oj Religion (lnd Spirituality in Practice" Scale (RRSP) 

The RRSP is des igned "to measure profess ional att itudes toward the rol e of reli gion and 

spiri tua li ty in soc ial work practice" (Sheridan, 2000, p.2). The RRSP contains 14 Likert-type 

scaled items asking practiti oners' views about the appropriate role of re li gion or spirituality in 

social work practice. "The possib le range in scores is 14 to 70, with higher score indicating more 

positive attitudes towards the role of reli gion and spiritua lity in practice" (Sheridan, 2000, p.2). 

To eva luate the extent of the inclusion of relig ion and spirituality in profess ionals' practice, the 

same 14 item scale was used containing percentage indicators for each item (0-1 0%, I 1-20%, 2 1-

30%, 3 1-40%, 41-50%, 5 1-60%, 61 -70%, 71-80%, 81-90%, 91-100%). I f a respondent used a 

particular intervention with at least 10% of hi s o r her clients, the response was coded with a " I ". 

Ifthe use of intervention exceeded to 20%, the response was coded with a "2". The coding 

continued as such sequentially until " I 0", meaning the practitioner used a particul ar intervent ion 

with 100% of hi s or her c li ents. If, on the other hand , a respondent indicated that he or she used a 

particul ar interventio n with less than 10% of hi s clients, hi s or her response was coded "0" 
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meaning he or she does not use the intervention. The hi gher the score is fro m 0-100%, the more 

it proves the inclusion of re li gion and spirituality in practice. 

The RRSP Scale has been used in previous studi es with re lat ivel y hi gh re li abi lity and 

demonstrates internal co nsistency, w ith alpha coefficients rang ing from .8 1 to .91 (Heyman, et 

ai., 2006) . A second study (Quatt lebaum, 2002) found s imilar results for the RRSP, with an 

internal consistency of .80. The scale " possesses good face and content validity" as reported in 

Sheridan's (2004) study with practitioners. 

Results of my study conducted with a sample of 67 respondents indicated the RRSP has 

an internal consistency of .79 to .88. 

Table 2.1nstrument Characteristics and Reliability Coefficients 
Instrument and Example Items Response # of 

Role of Religion and Spirituality in Practice 
(RRSP): general attitudes about the role of 
religion and spirituality in clinical social service 

Recommending religious or spiritual 

forgiveness, amends or peace, 

recommending participation in a 
religious or spiritual progrom, gathering 

in/ormotion on the client 's religious or 
spiritual bockground 

Rol e of Religion and Spirituality in Practice 
(RRSP): Extent of rel igion and spiritua lity 
inclusion in individual practice 

helping clients develop a spiritual ritual 

as a clinical intervention (houseblessing, 
visiting graves o/relatives), sharing their 

own religious or spiritual beliefs or 
views, praying or meditating with a 

client 
Demographi c survey 

age, gender, year 0/ experience 

Format Items 

Likert type 

Percentage 
scale 

Check from a 
li st and fill in 
the bl ank 

14 

14 

10 

Cronbach's 
Alpha 

.81 to .91 (.79) 

.81 to .91 (.88) 
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The survey included an introduction informin g participants that the purpose of the study was to 

better understand soc ial wo rkers' opinions and practices regardin g the role of religion and 

spiritua lity when working with chi ldren and ado lescents. The following definitions were 

provided to ass ist participants in answerin g the survey questions based on Sheridan (2004). Both 

of these defin itions have been consistent ly used in the social work literature. 

• Spiritua li ty was defined as "the search for mean ing, purpose, and connection with 

self, others, the un iverse, and ultimate reality, however one understands it. Thi s may 

or may not be expressed through reli gious forms or institutions." 

• Reli gion was defined as "an organized set of beliefs and practices shared by a 

community related to spirituality." 

3.4.3 Background Questionnaire 

The Background Quest ionnaire is a 10-item survey designed to obtain routine 

demographic data. This questionnaire compri sed the first part of the su rvey and took 

approx imately five minutes to complete. Information such as age, gender, religious affiliation , 

level of education, professional background, religion/spiritual training acquired, work and 

practice setting were obtained. 

3.5 Data Collection 

3.5.1 Data Collection procedure 

The overall design approach for thi s quantitative study of clin ical service providers' 

attitude and reli g ious based pract ices was to coll ect data using Qualtrics, a web-based survey 

research tool. Qualtrics is an onl ine survey so ftware and insight platfo rm that provides a process 

for building a database or on line survey and has an intuiti ve interface for collecting and 

va lidating data that is downloadable to common statistical packages such as SPSS. Respondents 
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were able to complete the survey online, thus reducing the costs, time limitations, and travel and 

scheduling issues of both the respondents and researcher. Once logged on , the database did not 

collect any identifying data about the participants. The research participants were asked to fill 

out two separate instruments, including a background questionnaire. The overall estimated time 

for instrument completion was 20 minutes. 

3.6 Data Analysis 

Since the data collected was quantitati ve, it was analyzed using univariate, bivariate and 

multivariate data analysis. Data was analyzed using Statistical Package for Social Science 

(SPSS) Version 20 computer app li cation program. 

3.6.1 Univariate Analysis 

Categorical variables such as gender, education, religious orientation, type of 

organization, type of work setting, major service type and train ing received on 

religion/spirituality were measured at nominal level and analyzed using absolute frequency and 

percentage. Those continuous variables like years of work experience and the major research 

variables attitude and practice of profess ional service providers were measured at ratio level and 

univaritely analyzed using measure of central tendency (mean) and measure of variabi lity 

(standard deviation). 

3.6.2 Bivariate Analysis 

In order to analyze the association and causality of variab les, a bivariate analysis was 

conducted. It involved looking at if the variab les such as gender, type of organ ization, type of 

work setting, training received on religion/spirituality contributed to the attitude of practitioners 

towards religion/spirituality and their practice via the use of an independent samples t-testTo 

ex plore the difference in attitude and practice of practitioners in utilizing religion and sp iri tuality 
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as an intervention method among different major service types (HIY/AIDS, mental heal th and 

ch il d care), a one way ANOYA between groups was performed. The outcome variable was the 

attitude and practi ce of cl in ical service providers. A Pearson's correlation was also computed to 

exp lore the st rength and direction of the relationship between attitude and practice among 

clinical service providers. 

3.6.3 Multivariate Analysis 

A multi variate analys is was also conducted in cases where there are more than two 

variables. Linear regression analys is was conducted with personal factors such as age and year 

of exper ience to determine the two variables contribution in predicting attitude and practice. 

3.7 Ethical Considerations 

Informed consent of participants has been obtained before involving them in the study (see 

Appendi x A). Members of the sample grolJr have not been subjected to coercion in any way. 

Privacy of the research parti cipants have also been ensured, so that no personal data were 

co ll ected form respondents. Research parti cipants have been debriefed about aims and object ives 

of the stud y before the primary data co llection process . I initia ll y had no plans to provide 

incenti ves to participants and invo lvement in the study fully rested on their good will. However, 

upon the request of some respondents, 50 ETB was given to 14 participants each fo r fillin g a 

questionnaire. I have witnessed that accepting compensation in exchange for information is 

becoming a thriving trend particularly among HIY/AIDS careg ivers. 
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4 FINDINGS 

This chapter repo rts the findin gs of this quantitative study. Demographic descriptive 

about the sample and stat istica l data on the " Ro le of Religion and Spirituality in Practice" 

(RRSP) Scale used in the study wi ll be presented and discussed. 

4.1 Univariate Analysis 

Thi s su rvey had a total of67 respondents, of which 22 were mental health practitioners, 

23 are in volved in HIV patient care and 22 are engaged in family and child care. More than two 

quarters (58.2%) of the respondents who part icipated in this survey were fe male, while the 

remaining 41.8% were male. The participants' age range from 24 to 56 years (M=34.60, 

SD=7.70) . Their work experience period extends from one year to fifteen years (M=5.63, 

SD=3. 14) in soc ial services related to mental hea lth , HIV patient care and child care. A little 

more than half(53.7%) of the respondents worked in Non-governmental institutions whil e 44.8% 

were from government institutions. The remaining 1.5% were from privately owned 

organ izations. More than a third quarter (83.6%) of the participants worked in secular 

organizations while the rest (16.4%) were from religious estab li shments. 43 respondents (64.2%) 

identified "Bachelor's Degree" as their highest education level; 12 respondents (17.9%) 

indicated the ir highest education level to be "Diploma" while the remaining 12 participants 

(17 .9%) held a "Masters Degree and above" . 

With regard to acqu iring formal and non-formal training on re li gion and sp irituality, 

58.2% of the respondents had non-formal train ing on the two concepts while 41.8% had attended 

formal train ing. In terms of reli gious affiliation and spiritual orientation, all of the respondents 

( 100%) claimed to have been affili ated with one reli gion or another. More than half(56.7%) of 
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the serv ice prov iders were Christian Orthodox , 28 .4% were Evange lica l Christian , 7.5% were 

Christian Catho lic, 6.0% were Muslim, and 1.5% were Jehova's witness. 

T a b le 3. Demograph ic cha r acter istics of the res[londen ts 
Variab les Frequency Percent 

Gender Male 28 4 1.8 
Female 39 58.2 
Diploma 12 17.9 

Education Degree 43 64.2 
Masters Oegree& 

12 17.9 
above 

Religious Affiliation Christian Orthodox 38 56.7 
Muslim 4 6.0 
Evangel ical Christian 20 29.9 
Christian Catholic 5 7.5 

Type of organ ization Governmental 30 44.8 
Non-governmental 36 53.7 

Type of work sett ing Reli gious II 16.4 
Secular 56 83.6 

Major Service type Mental Health 22 32.8 
Child care 22 32.8 
HIV/AIDS 23 34.3 

Training Received on Formal 28 41.8 
ReI igion/Spiritual ity Non-formal 39 58.2 

The att itude possessed by soc ia l service providers towards reli gion and spiritua lity 

reveals that they agree about in it iat ives re lated to recommending religious or spiritual 

forgiveness, amends or peace (M=3 .99, SO=0.977), recommending participation in a religious 

or spiritual program (M=3.73, SO= 1.024), gathering information on the client 's religious or 

spiritual background (M=3.69, SO= I .047), referring clients to a religious or spiritual counselor 

(M=3.66, SO= 1. 1 09), praying privately for a client (M=3.61, SO= I.243) and using or 

recommending religious or spiritual books or writings (M=3.S7, SO= 1.076) . 

32 



-Integration of Religion/S pirituality in C linical Social Serv ice 

Table 4. Item by item ana lysis of attitude towards religion and spirituality 
Items N Min Max Mean Std. D 

Recommend ing religious or spiritual forgiveness, amends, or peace 67 5 3.99 0.977 
Recommending partic ipation in a reli gious or spiritual program 67 5 3.73 1.024 
Gatheri ng information on the client ' s religious or spiritual 

67 5 3.69 1.047 
background 
Referring clients to a religious or spiritual counselor 67 5 3.66 1. 109 
Praying pri vately fo r a client 67 5 3.6 1 1.243 
Using or recommending religious or spiritual books or writi ngs 67 5 3.57 1.076 
Using reli gious or spi ritual language or concepts with a client 67 5 3.48 1. 185 
Helping cli ents clari fy their religious or spiri tual va lues 67 5 3.39 1.205 
Helping cli ents develop a spiritual ritual as a clinical intervention 

67 5 3.33 1.260 
(housebless ing, visiting graves of relat ives) 

Sharing your own reli gious or spiritual beliefs or views 67 8 3.00 1.557 
Praying or med itating with a client 67 5 2.81 1.1 71 
Performing exorcism (expelling evil spi rits) 67 5 2.72 1.24 1 
Participating in client 's rituals as a clin ical intervention 67 5 2. 61 1.086 
Touching cli ents for healing purposes 67 5 2.54 1.105 
Overall attitude to religion and spirituality 67 3 1 67 46. 10 8.396 

As revea led in Tab le 4, the practitioners exh ib ited an indiffere nt outlook, in terms of 

att itude , towards using religious or spiritual language or concepts with a client(M=3.48, 

SD= 1. 185), helping clients clarify their religious or spiritual values (M=3.39, SD= 1.205), 

helping clients develop a spiritual ritual as a clinical intervention (houseblessing, visiting graves 

of relatives) (M=3.33, SD= I .260), sharing their OWI1 religious or spiritual beliefs or views (M=3, 

SD= I .557) , praying or meditating with a client (M =2 .8 1, SD= I .17 I), pel/orming exorcism 

(expelling evil spirits) (M=2.72, SD= 1.241), participating in client 's rituals as a clinical 

intervention (M=2.6 I, SD= 1.086) and touching clients for healing pU/poses (M=2 .54, 

SD= J.I 05). 

As indicated in Table 5, in practice, the participants implied the frequent li se of 

recommending religious or spiritual forgiveness, amends or peace (M=5.46, SO= 3.59) more 

than any other reli gio ll s and spi ritual interventi on methods integrating it in a li tt le more than ha lf 
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of the ir cli e nts' cases . Gathering religious or spiritual background in[ormationji-om clients was 

also more prominently used in a s li ghtl y over ha lf o f clients ' cases as compared to other methods 

(M =5.27, SO=3.9 1). In third place, intervention methods such as recommending participation in 

a religiolls or spiritual program (M=4. 19, SO=3 .3 1) and recommending religious or spiritual 

books or writings (M=3.52, SO=3.1 7) were exercised in close to 40% of the interventions with 

c lients. 

Table 5.Item by item analysis of religion and s~irituality integrated ~ractice 
Items N Min Max Mean Std. 0 
Percent of clients the profess ional recommended 

67 0 10 5.46 3.59 
religious or spi ri tual forgiveness, amends, or peace. 
Percent of clients the practitioner gathered reli gious or 

67 0 10 5.27 3.914 
spiritual background information from 
Percent of cli ents the profess ional recommended to 

67 0 10 4.1 9 3.3 18 
participate in a reli gious or spiri tual program 
Percent of clients the practiti oner recommended 

67 0 10 3. 52 3. 174 
reli gious or spiritual books or writings 
Percent of cl ients the practiti oner prayed pri vately for 67 0 10 3.46 3.5 13 
Percent of clients that were handl ed using reli gious or 

67 0 10 3. 19 2.432 
spiritual language or concepts 
Percent of clients helped to develop a spiritual ritual as 

a cli ni cal intervention (house blessing, visiting graves 67 0 10 3. 19 3. 163 
of relatives) 
Percent of clients helped to clari fy reli gious or spiri tual 

67 0 10 2.96 2.93 1 
values 
Percent of clients the practitioner shared his/her own 

67 0 10 2.58 2.996 
religious or spiritual beliefs or views with 
Percent of clients the practitioner touched for healing 

67 0 10 1.84 2.428 
purposes 
Percent of clients' rituals the profess ional participated 

67 0 9 1.79 2.39 
in as a clinical interventi on 
Percent of cl ients the practitioner prayed or meditated 

67 0 10 1.78 2.066 
with 

Percent of clients the professional perform ed exorcism 
67 0 5 0.97 0.8 16 

(expelling evil spirits) for 

Overall attitude to reli gion and spirituality 67 0 100 44 .40 25 .860 
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In close to 30% of cl ients' cases, pract itioners opted for the practice of praying privately 

for clients (M=3.46, SO=3.SI), using religious or spiritual languages or concepts (M=3. 19, 

SO=2.43), helping clients develop a spiritual ritual as a clinical intervention (house blessing, 

visiting graves of relatives) (M=3. 19, SO=3. 16), clarifying reli gious or spiritual va lue (M=2.96, 

SO=2.93), and sharing their own religious or spiritual beliefs or views with clients (M=2.S8, 

50=2.99). Touching clients for healing purposes (M= I. 84, SO=2.42) and participating in 

clients' rituals as a clinical intervention (M=1.79, 50 =2.39) were implemented by practitioners 

in close to 20% of the ir cases. Praying or mediating with clients is exercised in less than 20% of 

the cases handled by the social servi ce providers (M= I .78, 50=2.06). Peljorming exorcism 

(expelling evil spirits) was the least used intervention method in practice (M=0.97, SO=0.8 1) 

with practitioners in favor of applying it in less than 10% of the cases they encounter. 

4.2 Bivariate Analysis 

Thi s sect ion of the data anal ysis in volved conducting an independent samples t test and a 

Pearson 's correlation to di scover the association and causa li ty of variables . The independent 

samples t test was conducted to determine the influence of vari ab les such as gender, age, type of 

organization, type of work setting and formal/non-formal training of reli gion and spirituality on 

the attitude and practice of clinica l social service providers in incorporating reli gion and 

spiritua li ty as intervention methods when dealing with clients' issues . 

With the assumption that gender might contribute to the attitude and practi ce of 

practit ioners, J conducted an independent t test. As shown in table 4 above, there was no 

significant mean difference in att itude; t(6S)=.767, p> 0.05 between male (M=47.04, SO=6.936) 

and fema le (M=4S.44, 50=9.335) service providers. With the understanding that attitude and 

practice go together I d id an independent sampl es t test for practice. There is no stati st ica lly 
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In close to 30% of cl ients' cases, practitioners opted for the practice of praying privately 

fo r clients (M=3.46, SO=3.5 1), Zlsing religioZis or spiritual languages or concepts (M=3. 19, 

SO=2.43), helping clients develop a spiritual ritual as a clinical intervention (house blessing, 

visiting graves of relatives) (M=3. 19, SO=3. 16), clarifying religious or spiritual value (M=2.96, 

SO=2.93), and sharing their own religious or spiritual beliefs or views with clients (M=2.58, 

SO=2.99). Touching clientsfor healing pUll)oses (M= 1.84, SD=2.42) and participating in 

clients' rituals as a clinical intervention (M= I.79, SO=2.39) were implemented by practi tioners 

in close to 20% of their cases. Praying or mediating with clients is exercised in less than 20% of 

the cases handled by the soc ial service providers (M= I .78, SO=2.06). Pe/forming exorcism 

(expelling evil spirits) was the least used intervention method in practi ce (M=0.97, SO=0.81) 

with practitioners in favor of applying it in less than 10% of the cases they encounter. 

4.2 Bivariate Analysis 

Thi s sect ion of the data ana lysis invo lved conducting an independent samples t test and a 

Pearson's correlation to discover the assoc iation and causa lity of vari ables. The independent 

samples t test was conducted to determine the in fl uence of variables such as gender, age, type of 

organi zation, type of work setting and fo rma l/non-formal training of reli gion and spirituality on 

the attitude and practice of clinical soc ial service providers in incorporating reli gion and 

spirituality as intervention methods when dea ling with clients' issues. 

Wi th the assumption that gender might contribute to the attitude and practi ce of 

practitioners, I conducted an independent t test. As shown in tab le 4 above, there was no 

significant mean difference in attitude; t(65)= .767, p> 0.05 between male (M=47.04, SO=6.936) 

and fe male (M=45.44, SO=9.335) serv ice prov iders. With the understanding that atti tude and 

practice go together I did an independent samples t test for practi ce. There is no stati stica ll y 
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mean difference in both the practice percentage of the use of relig ion and spiritua lity t(65)=-.250, 

p> 0.05. The result obta ined ind icated that both ma le (M =43.46, SD=24.306) and fema le 

(M=45 .08, SD=27.2 14) practitioners used re ligion and spirituality in thei r practice in less than 

50% of the t ime. 

Table 6.An inde~en dent sam~les t test of ~red icting factors on attitude a nd ~ractice 
Independent Value Dependent N Mean Std. D Std . Error t p 
Variable Variab le Mean 

Gender Male Attitude 28 47.04 6.936 1.311 .767 .446 
Female 39 45.44 9.335 1.495 

Male Pract ice 28 43.46 24 .306 4.593 -.250 .803 

Female 39 45.08 27.214 4.358 
Type of Governmental Att itude 30 44.50 5.057 .923 -1.354 .181 
Organ ization Non-governmental 36 47.31 10.362 1.727 

Governmental Practice 30 40.37 16.859 3.078 -1.171 .246 
Non-governmental 36 47.89 31.599 5.267 

Type of work Religious Attitude 11 56.00 6.753 2.036 4.990 .000 
sett ing Secular 56 44. 16 7.27 1 .972 

Religious Practice 11 75.09 25.022 7.544 5.038 .000 
Secular 56 38.38 21. 524 2.M76 

Training Formal Att itude 28 48 .25 8.6 14 1.628 1.802 .076 
Received on Non-formal 39 44.56 7.993 1.280 
Religion/Spirit Formal Practice 28 49.54 27.767 5.247 1.386 .170 
uality Non-formal 39 40.72 24.090 3.857 

I have also conducted an ind ependent-samp les t-test to co mpare the att itude and practice 

of social work prov iders in the inc lusion of religion and spiritua lity w ith practitioners that are 

active in governm enta l institutions and practitioners who work in non-governmenta l 

estab lishments . The re was no statistica ll y significant mean d ifference in att itude; t(65)=- 1.354, 

p> 0.05 among both governmental (M=44.50, SO=5.057) and non-governmental (M=47.31 , 

SO= I 0.362) organi zation employees. To di scover if pract ice had a s imilar or opposite 

imp li cat ion, I did an independent samples t-test for practice. The re is no stati stically mean 

difference in both the practice percentage of the use of reli gion and sp irituality t(65)=-1 .17 1, 
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p>0.05. The result obtained ind icated that both governmental (M=40.37, SO= 16.859) and non­

govern menta l (M=47.89, SO=3 1.599) institution practitioners used religion and sp irituality in 

their practice in less than 50% of the t ime. 

With the hypothesis that the kind of work sett ing (reli gious or secul ar) practitioners' are 

engaged in influences their att itude, I a lso carried out an independent samples t-test for att itude. 

The result gained showed that there was a statistically significant mean difference in att itude 

t(65)=4.990, p< 0.0 I. Practitioners in re li gio us institutions on average agreed to the idea of using 

re li g ion/spirituality (M=56, SO=6.753) whi le those in secular institutions (M=44.1 6, SO=7.27I) 

showed an indifferent stand . Assuming that there is a pos itive re lation between attitude and 

practice, I al so condu cted an independent samples t test for practice. The result revealed that 

there was a stati stically signifi cant mean di fference in practice t(65)=S .038, p< 0.01 . Clinical 

servi ce providers in re li g ious institutions (M =7S.09, SO=2S .022) integrated reli gion/spirituality 

in 75% of their cl ients' cases wh il e practitioners in secular instituti ons (M=38 .38, SO=2 1.S24) 

utili zed the two concepts in less than 40% of the time. 

With the assumption that practitioners' att itude may vary based on the kind of training 

they have acquired on Religion/S pirituality (formal or non-formal), I did an independent samples 

t test. The result obta ined showed that there was no stati stically sign ificant mean difference in 

attitude t(6S)= 1.802, p> 0.05 among practitioners that have acqu ired formal (M=48.2S , 

SO=8.6 14) and non-formal (M=44.S6, SO=7.993) tra ining. Similarly there was no statisticall y 

signi ficant mean difference for practice t(6S)= 1.386, p>O.OS . however, clin ical service providers 

that have recei ved formal training (M=49.S4, SO=27.767) used religion/spirituality in almost 

50% of the time whil e those who received non-formal train ing (M=40.72, SO=24.090) used it in 

less than 50% of the time. 
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Table 7.Correlation between attitude and practice 
Att itude Practice 

Attitude Pearson Correlation 

Practice Pearson Correlation .698'" 

** Correlation is significant at the 0.00 I leve l (2-tai led) . 

With the assumption that there is a positive relationship between attitude and practice of 

social service providers towards the inclusion of religion and spirituality in practice, a Pearson 

correlation coefficient was computed. As indicated in the table above, the Pearson's correlation, 

(1= 0.698 , p<O.OO I) revea ls that there is a statistica ll y significant positi ve and strong correlation 

between practitioners ' att itude and their practice. This imp li es that 99.9% of the time, as the 

value for att itude for the inclusion of reli gion and spirituality in soc ial service provision 

increases; the practice variable also increases in value. Similarly, as the att itude of practitioners 

towards including reli gion and sp irituali ty in their practice becomes less favorab le, they show a 

reduced amount of flexibility towards including it in their practice. 

4.3 Multivariate Analysis 

Mu ltivariate ana lysis was conducted to exp lore cases such as the association of personal 

factors (age and year of experience) with attitude and practice. The difference in att itude and 

practice of professionals in utili zing religion and sp irituality as an intervention method is also 

presented and discussed in th is section. 

4.3.1 Practitioners' attitude and practice by service type 

In terms of attitude, the descriptive statistics indicated that on average those in child 

care(M=49.59, 10.308), agreed on the use of religion and spirituality in practice whi le 

practitioners in the field of mental health (M=45.45, 6. 131) and in the field ofJ-l IV/AIDS 

(M=43.39, 7.341), both showed an indifferent att itude towards rel igion and spirituality. 
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In practice, on average 49% of the t ime, practitioners in childcare responded that they 

include re ligion and spi ritual ity in interventions. In the fi e ld of mental hea lth, service providers 

on average incorporated religion and spirituality 42% of the time. In HIY/A IDS, practi t ioners 

used the two concepts in 41 % of cl ients' cases . 

Table 8 .Practitioner·s' attitude and practice by serv ice type 
Please identifY your primary work setting Attitude Practice 

Mean 45.45 42.36 

Mental Health N 22 22 

Std. Deviation 6. 131 20.643 
Mean 49.59 49.50 

Child care N 22 22 
Std. Deviation 10.308 3 1.867 
Mean 43 .39 4 1.48 

H IViA IDS N 23 23 
Std. Deviation 7.34 1 24 .310 

Mean 46. 10 44.40 

Total N 67 67 

Std. Deviation 8.396 25.860 

To determine if there is any difference in attitude and practice among practitioners 

between different types of work setti ng (menta l health , HIY/AIDS and child care), I conducted a 

one-way ANOYA between gro ups. 

As indicated in the table below, one way ANOYA indicated that at least two of the 

groups (the mean difference between the two groups) is statisticall y signifi cant for attitude F (2, 

66) = 3.393, p <0.05. But when it comes to practice, there is no statisticall y signifi cant mean 

di ffe rence between the three groups F(2, 66) = 0.636, p >0.05. 
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Table 9.A one wal' ANOVA between grou ~s 
Sum of 

Of 
Squares 

Mean Sq uare F Sig. 

Between Groups 446.0 18 2 223.009 3.393 .040 

Attitude Within Groups 4206.251 64 65.723 

Tota l 4652.269 66 

Between Groups 859.789 2 429.895 .636 .533 

Practice With in Groups 43276.330 64 676. 193 

Total 44 136. 11 9 66 

I had to do a post hoc ana lys is to locate where the difference li es among the three groups. 

Therefore I conducted Bonferoni ana lysis. The post hoc analysis showed that there is a mean 

difference between HIY/AIDS (M=43.39, SD=7.341) and child care (M=49.59, SD= 10.308). 

Table 10. Post hoc anall'sis for service ty~e (HIV/AIDS, mental health & Child care) 
(I) Primary work (1) Primary work Mean Std. Sig. 95% Confidence Interval 
setting setting Difference Error Lower Upper 

O-J) Bound Bound 
-10. 15 1.87 
-3.88 8.0 1 

Mental Health 
Child Care -4. 136 2.444 .286 

HlY/AIDS 2.063 2.4 18 1.000 
-1.87 10.15 

.26 12. 14 
Child Care 

Mental Health 4.136 2.444 .286 
HIY/AlDS 6.200' 2.4 18 .038 

*. The mean difference is significant at the 0.05 level. 

4.3.2 Linear regression analysis for age and year of experience predicting attitude 

With the assumption that age and year of experience might have a relationship with the 

attitude of a practitioner towards the app lication of religion and spirituality, I did a simple linear 

regress ion. As indicated in the tab le below, both age (~=.060, p>0.05) and year of experience 

(p=-.544, p>0.05) were not found to be significant pred ictors of attitude. 
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Table 1l.Linear regression analysis for age and year of experience predicting attitude 
Model Unstandardized Coefficients Standardized 

(Constant) 
Age 
Number of years as a 
soc ial serv ice provider. 
R' 

a. Dependent Variable: Att itude 

B 
47.085 
.060 

-.544 

Coeffici ents 
Std. Error Beta 
4.884 
.167 .055 

.408 -.204 

.03 1 

Sig. 

9.64 1 .000 
.36 1 .720 

-1.33 1 .188 

The result obtained showed that 3 1 % of change in att itude is attributed to change in age 

and year of experi ence. When look ing at the percentage, it was not found to be statistica ll y 

sign ificant. The unstandardi zed coefficient for age (B=.060) and year of experience (~=-. 544) 

means that for every year increase in age of the profess iona l, there is a 0.60 point increase in 

attitude. For every year increase in work experience, there is -.544 point decrease in attitude. 

Table 12.Linear regression analysis for age and yea r of experience predicting practice 
Model Unstandardized Coeffi cients Standardized t Sig. 

(Constant) 
Age 
Num ber of years as a 
social serv ice provider. 
R' 
F 

a. Dependent Variable: Practice 

B 

59.415 
-.282 

-.934 

Coefficients 
Std. Error Beta 
15.042 3.950 
.5 13 -.084 -.549 

.126 -.11 3 -.742 

.031 

.001 

4.3.3 Lil/ear regression analysis for age and year of experience predicting practice 

.000 

.585 

.46 1 

With the assumption that age and year of experience might have a relationship with the 

practice of clinica l social service prov iders incorporating re li gion and spirituality, I did a simple 

linear regress ion. As indicated in table 10, both age (B=-.282, p>0.05) and year of ex perience 

(B=-.934, p>0.05) were not fo und to be signi ficant pred ictors of practice. T he result implies that 
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3 1 % of change in practice is attributed to change in age and year of experience. When we look at 

the percentage, it was not found to be stat istically signifi cant. The unstandardized coefficient for 

age (p=-.282) and year of experience (p=--.934) means that for every year increase in age of the 

professional, there is a -.282 point increase in practice. For every year increase in work 

experien ce, there is -.934 point decrease in practice. 

In add ition , a mu ltiple regress ion was run to determine the inclusion ofreligion and 

spiritual concepts in practice from the att itude of practitioners . The R value is .698 which 

demonstrates a slightly high degree of correlation. TheR2 value indicates that there is a 48.7% 

vari ation in practice that can be explained by the change of attitude possessed by practitioners. 

4.3.4 Multiple regression analysis for attitude predicting practice 

Table 13.Multiple regression analysis for attitude predicting practice 

Model Unstandardized Coefficient Standardi zed t Sig 

B Std .Error 

I ( Constant) -S4.6S0 12.826 

Attitude 2.148 .274 
R2 .487 

a. Dependent Variable: Practice 

b. Predictors: (Constant), Attitude 

Coefficient 

Beta 

.690 

-4.261 

7.848 

.000 

.000 

The table above indicates that the regress ion model predicts the dependent variable, 

which is the inclusion of religion and spirituality in social service provision (practice), 

s ignificantly well. The statistical significance of the regression model that was run shows that 

p<O.OOOS , which is less than O.OS , and indicates that, overa ll, the regression model statist ica lly 

sign ificantly predicts the outcome variab le. 
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5 DISCUSSIONS AND CONCLUSIONS 

5.1 Discussion of Major Findings in th e Context of Previous Literature 

Th is study constitutes three main parts. The demographic survey, the attitude survey and 

the practice survey. The demographic survey is designed to determine factors that cou ld 

influence respondents' choice of answers and entai l information about gender, educational 

quali ficat ion, current area of work and institutional work setting. The att itude survey was 

included to assess the outlook held by social service prov iders in terms of incorporating reli gion 

and spi rituality as one form of intervention in clients ' cases. The last one, the practice survey, 

reviews the extent to which social serv ice providers embrace religion and sp iritua li ty as one 

method of helping clients in practice. The surveys provide answers to the research questions 

rai sed. 

5.1.1 Major Descriptive Finding.~ 

A total of 67 respondents participated in the survey. The demograph ic data revea led that 

the profess ionals who responded to this survey were predominantly fema le accounting for more 

than half of the cl inica l serv ice providers. Th is cou ld be an indicat ion that a profession in social 

service provision is more preferred by women. With respect to age, the finding reveals that 

organ izat ions that provide clinica l soc ial service are staffed with adults. Almost half of the 

respondents comprised of people between the ages of30-40. The overall respondents age range 

from 24 to 56. Close to half of the respondents have been serving as a clin ica l service provider 

for 5 to 8 years. This suggests that the considerab le year of experience observed provides 

practitioners the opportunity to develop essential skill s for a good social service provider. 

Although both age and year of experi ence were not found to be sign ifi cant predictors of att itude, 

the result obtained showed that 31 % of change in attitude and practice is attributed to change in 
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age and year of experience. For every year increase in age of the professional, there is a 0.60 

poin t increase in attitude and -.282 point increase in pract ice. Thi s may be a resul t of the inherent 

human nature to grow more reli gious or spi ritual as one' s age increases which is in turn refl ected 

in their attitude. " Research to date seems to SUppOlt the common-sense observati on that 

inclination to spir itual matter increases with advancing age" (Moody, 2006, p.2). On a different 

note, the stud y' s finding shows that for every year increase in wo rk experience, there is -.544 

decrease in attitude and - .934 point decrease in practice. Thi s suggests that clinica l service 

prov iders have the tendency to strictl y fo ll ow a secular model as they stay longer in clinical 

service programs rather than accommodate reli gion and spirituality as an interventi on method. 

All of the parti cipants of the survey claimed to have a specific reli g ious ori entation. Thi s 

finding suggests that clinical service prov iders in Addis Ababa have evident attachment to 

organi zed form of reli gion than merely describing themselves as spiritual. In terms of education, 

43 respondents (64.2%) identified " Bachelor' s Degree" as their highest educat ion leve l; 12 

respondents ( 17.9%) indicated their highest education leve l to be "Diploma" whil e the remain ing 

12 p3lti cipants ( 17.9%) held a " Masters Degree & above". This reveals that most practitioners in 

Addi s Ababa may not fee l the need to advance their studies beyond first Degree and hence do 

not specialize in one particular subject. The prospects of advancing to a higher education such as 

masters or doctoral degree, seems to be limited among service providers leav ing room for an 

outdated knowledge in the fi eld. More than a third quarter (83.6%) of the parti cipants worked in 

secular organi zati ons while the rest (1 6.4%) were from reli gious establi shments. Thi s implies 

that the number of sectari an instituti ons as clinical service prov iders is small when compared to 

secular organ izati ons in Addis Ababa . A lthough a more consoli dated stud y is required to assert 

this clai m since th is fi nding could be a resul t of the study's sampl ing method. Wi th regard to 

--
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acq uiring forma l and non-formal training on reli gion and spirituality, 58.2% of the respondents 

had non-formal training on the two concepts whil e 41 .8% had attended form al training. This is 

an indication that education prov ided to health profess ionals does not adequately address the 

issue of religion and spirituality in form all y organi zed courses. Accordingly, clinica l service 

prov iders have limited exposure to formal trai ning on the two concepts whi ch may lead to lack of 

proper knowledge on how to handle the issue and force them to refrain from engaging in these 

sorts of interventions. 

This research attempted to look at practitioners' att itude towards re li gion and spirituality 

as a potential predi ctor of their pract ice. Respondents fill ed out Sheri dan's 14 item instrument 

using " Strongly agree", "agree", "neither agree nor disagree", "disagree" and "strongly 

di sagree". The descriptive data indicated that practitioners agreed to the use of interventions such 

as recommending religious or spiritual forgiveness, amends or peace, recommending 

participation in a religious or spiritual program, gathering information on the client's religious 

or 5pirilual background, referring clients to a religious or spiritual, praying privately for a client 

and using or recommending religious or spiritual books or writings. This could be for the reason 

that interventions such as gathering information on the client's religious or spiritual background 

is mandatory in some clinical services. This finding supports the ex isting li terature and a study 

conducted by Bu lli s (20 13) "The interventions rated by the highest percentage of respondents as 

being profess ionall y ethi ca l and personall y comfortable inc luded exp loring the client's spiritual 

background". The rest of the intervention methods mentioned above (recommending religious or 

spiritualforgiveness, amends or peace, recommending participation in a religious or spiritual 

program, referring clients to a religious or spiritual, praying privately for a client and using or 

recommending religious or spiritual books or writings) are more ut ili zed than others perhaps for 
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the main reason that they do not require an in -depth knowledge of rel igion or spiritua lity from 

the practitioners side. They are mostly centered on recommendations and wou ld not create any 

inconveniences and make professional s fee l that they are exercising beyond their area of 

expert ise. 

Practitioners had an indi fferent atti tude towards practices such as using religious or 

spiriluallanguage or concepts wilh a client. helping clients clarify their religious or spiritual 

values. helping clients develop a spiritual ritual as a clinical intervention (houseblessing. visiting 

graves o/relatives). sharing their own religious or spiritual beliefs or views. praying or 

meditating with a client. peliorming exorcism (expelling evil spirits). participating in client 's 

rituals as a clinical intervention and touching clients/or healing pwposes. The need for a 

profound knowledge and understanding of reli gion and sp iritual ity prior to engaging in these 

in tervention methods may have proh ibited practitioners from employ ing them at a ll as they have 

lim ited forma l trai ning on the concepts. 

The outcome variab le in the study was the practice of clinical service providers. To 

assess this variab le, respondents fi lled out Sheridan's 14 item instrument using percentages (0-

10%, 11 -20%, 2 1-30%,3 1-40%,4 1-50%, 5 1-60%, 6 1-70%, 7 1-80%, 8 1-90%, 9 1-100%) that 

expressed the frequency of reli g ious/sp iritual intervention implementation in clients ' cases. In 

thi s case, the most prom inently used interventions were fou nd to be recommending religious or 

spiritual/orgiveness. amends or peace (M=5.46, SO=3.59), gathering religious 01' spiritual 

background in/ormalionfrom clients (M=5.27, SO=3 .9 1), recommending participation in a 

religious or spiritual program (M=4.19, SO=3.3 1) and recommending religious or spiritual 

books or writings (M=3.52, SO=3. 17). Interventions such as touching clients/or healing 

purposes. partiCipating in clients ' rituals as a clinical intervention. praying or mediating with 
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clients and peljorming exorcism (expelling evil5pirils) (M=0.97, SD=0.81) were found to be the 

least used interventions. Thi s research 's findin g is consistent with a study conducted by Bu lli s 

(2013) on Vi rgin ia clinical social service prov iders. The study has reveal ed that the four most 

freq uentl y used interventions are exploring a client's spiritual/religious backgrounds, clarifoing 

the client's spiritual values and recommending participation in spiritual programs. The three 

interventions used most in frequentl y are peljorming exorcisms, touching clients for healing 

purposes and reading scriptures with clients. 

5.1.2 Testing the Hypothesis 

A. Personal factors in influencing attitude and practice 

The study's first and fourth research questions attempt to uncover if any of the personal 

factors (gender, age, year of experience, train ing on rei igion and spiritua li ty, type of rei igion and 

education) are associated with a practitioner's positi ve or negative attitude towards the inclusion 

of re li gion and spiritual ity in the process of helping clients and includ ing these two concepts in 

practi ce. Findings hi ghlight that there is no strong correlation between personal factors (gender, 

age, educati on, year of experience and type of rei igion) and practitioners' att itude and practice in 

including rel ig ion and spirituality in the ir interventions with clients. An independent samples t 

test shows that although there is no statistica ll y significant mean differe nce among practitioners 

that have attended formal train ing and those who attended non-formal training, those who have 

taken part in forma l training integrate religion and spirituality in practice more than professiona ls 

who have had non-form al tra ining. T hi s could be as a result of a formal tra ining being more 

potent since it is a scientifica ll y proven way of teaching about spiritual ity and religion. A 

considerab le number of profess iona ls may think that re li gion and biologica l interventions in 

medicine may not go hand in hand but when affirmed through academic trai ning, they become 
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more convinced. When it is non-form al tra in ing however, practitioners may fee l like they are 

tress passing a med ical border and be hesitant to include reli gion/spirituality in interventions. 

B. Attitude and practice by institutiollal work setting 

My second and fifth research questions seek to discover whether the att itude towards the 

inclus ion of religion and spirituality in soc ial work practice differs by institutiona l work setting 

(religious or secu lar and governmental or non-governmental). Thi s hypothes is supposes that the 

attitude of practitioners towards these two concepts and their practice is determined by their 

institu tion's work setting. Accord ing to my find ing, in cases where the practiti oners are active in 

governmental or non-governmental estab li shments, no significant difference has been observed 

in terms of attitude and practice. Professionals in both sett ings had an indifferent attitude towards 

the two concepts and they utilized them in less than 50% of their cases . This suggests that the 

ex tent to which clin icians agreed on the use of rel igion and spirituality as a help ing method with 

cli ents does not show a big variatio n regard less of the institutions work setting (governmental or 

non-governmental). Conversely, there was a noticeable difference in the attitude and practice 

among employees of re li gious versus secular organ izations. Social service providers in reli gio us 

establi shments agreed towards using religion and spirituali ty whil e those in secul ar 

estab li shments were ind ifferent about the concept. There was also a substant ial difference in 

practice as professionals in secul ar organi zations uti lized reli gion and sp iri tuality in more than 

75% of the cases they encounter wh il e those in secu lar establi shments implemented the two 

concepts in less than 50% of the time. Thi s may be a result of the phi losophy of re li g ious 

institutions being more resili ent to religious interventions and the very same motive of their 

foundat ion in what drives them to help people. The Encyclopedia of Social Work states that 

sectarian agencies' are often affi li ated with particular re li g ious denom inations and therefore are 
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fiexible to different ways of addressing clients' prob lems. " Many re li gious organ izat ions are not 

bound by red-tape and can easily experiment with new methods of care." (The Encyclopedia of 

Social Work, p. 44 1) Another explanat ion for thi s find ing cou ld be the nature ofc li ents that 

come seeking help. Peop le who come to re li gious inst itut ions in search of cu re are mostly aware 

of the organi zation's underpinning motive for estab lishment. With that understanding in mind , 

they may so licit for a religious or spi ritual based intervention and have the acceptance towards 

practitioners' incorporating the two concepts in the he lping process. It could also be that reli gion 

and spiritual ity is usuall y utili zed following a request by the client himse lf/herself rather than 

with the pract itioners' own initiation. This provides service providers a less challenging situation 

to introduce reli gion and spirituality in supporti ng cl ients given that there will be no resistance 

from the client 's side. In add ition, practitioners' engage in intervention methods based on the 

client' s area of strength. Ifre li gion and spiri tuality are fo und to be the client 's area of strength , 

the service provider wi ll proceed in implementing it. According to Zastrow, 2009, in working 

with clients, soc ial service providers focus on the resources and strengths of the clients to help 

them reso lve the ir diffi cul ties wh ile he also asserts that " reli gious and sp iritual organizations can 

be the source of support fo r clients because they can provide a sense of belonging, safety, 

purpose" (Zastrow 2009, p. 3 13) A supplementary argument is the predisposition of rei igious 

organi zations to hire people that exh ibit behavior consistent with the reli gious practices of the 

inst itution which in turn will influence their practice. 

In secular institutions however, even when the practitioners have a positive attitude 

towards the two concepts, they can't incorporate it because of the organi zation's setting and 

policies to be free of any reli gio us biases . Ergo, the result from research hypothesis two revea led 

that institutional work setting (reli gious or secular) do indeed sign ifi cantl y predict practitioners ' 
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att itude towards the inclusion of reli gion and sp irituality. This suggests that clinical soc ial 

service prov iders ' attitude is highl y adhered to the condition of their work envi ronment. A 

supportive and reassuring work environment, to incorporate religion and spirituality in 

interventio n, or lack thereof poses an im pact on the attitude of soc ial service providers. 

Therefore, we can infer that regardless of the practitioners view, the institution's philosophy is a 

determinant factor in practitioners' deci sion to use re li gious/spiritual interventions. 

C. At/itl/de and practice by service type 

My third and s ixth research questions raise the issue of difference in attitude and practice 

of clin ical socia l service providers in integrating re lig ion/spiritual ity in helping clients by service 

type. Findings from my survey indicate that practitioners' att itude did not show any variation 

regard less of the service type. However, in the specific case of integratin g re li gion and 

spirituality in practice, professionals in the fi eld of child care agreed to use these concepts more 

than those in the field of mental health and HIV/A IDS. In line with thi s finding, a substantial 

body of research suggests religion and spirituality play an important ro le in the lives ofchildren 

than adolescents. One perspective proposes that "spirituality is based on sensory experi ence and 

that childhood, in particular, is a unique time of enhanced spiritual awareness" (Hay, Nye, & 

Murphy, 1996; Levine, 1999; Nye & Hay, 1996) . 

In the specific case of mental health , reli gion is either the answer or the prob lem. Mental 

health practitioners' ind ifferent attitude towards using re li g ion and spiritual ity in practice may 

have emanated from the reason that reli gion and spirituality are sometimes the causes of 

psychological di stress in some clients rather than servin g as a so lution. This goes in line with 

Koen ig's (2009) statement that religion does not always promote better mental health and 

stronger social relationships. Koenig who has done researches on how religion affects mental 
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hea lth and well -be ing for twenty years beli eves that reli gion may " restri ct personal growth by 

promoting ri gid thin king or may foster an attitude of self-r ighteousness. Re li gion may be used 

maladaptively or neurot ically to block therapeutic interventions, and may even di scourage 

profess iona l he lp altogether. " In other instances, mentall y ill people beli eve that they possess 

some so rt of divine power making interventions using re li gion and spirituality unimaginable. 

Th is goes to show that while there has been relatively consistent support for a posi ti ve 

relat ionship between we ll -being and intrinsica ll y motivated re li gious or spiritual intervention, the 

outcome is not always positive. An additi onal argument could be the impairment of mentally ill 

people's ab ili ty to th ink logically. Clients with these kinds of cases could be rarely capable 

enough to understand and interpret the benefits of reli gion and spiritua li ty. 

In the fi eld of HIV/AIDS, practitioners have shown an indifferent att itude even more than 

those in mental hea lth. Th is suggests that although spirituality and reli g ion are often centra l 

issues for patients dea ling with a chronic illness like HIV/AIDS, a growing awareness about the 

di sease on how people can cope with it using antiretroviral drugs may have altered the society's 

view of the d isease in general and its coping mechani sms. Moreover, practitioners are less 

favorab le towards religion and spirituality intervention probably for the fear that patients may 

deviate from taking their antiretrov iral dru gs and so lely focus on religious interventions like the 

Holy water or group prayers . Relig ious leaders encourage patients to adhere to re li gious 

interventions on ly, as balancing bio logical interventions with re li g ious ones simultaneously 

shows lack offaith. In addition, clients may not be open to reli gio us and spiritual interventions as 

it may be a cause of d iscomfort to them rather than support. Koenig, 2009 argues that "Religion 

may induce excess ive guil t, shame and fear with its prohib itions against unacceptab le behav ior. 

It can foster social iso lation and low self-estee m in activities sanctioned by the re li gious 
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community." Intervention methods may also generall y be influenced by the cli ent' s attitude 

towards religion and spirituality and the integration of these two concepts may be based on the 

initiation of cl ients . 

Looking at it from the practitioners' perspective in general, they may have tended to feel 

uncomfortable or unqualified to address issues of religion and spirituality with clients. 

D. Relationship between attitude and practice 

The relationsh ip between profess ionals' attitude and their practice was the focus of my 

seventh research question . My findings highlight that the more positive a practitioner' s att itude is 

towards reli gion and sp irituali ty, the higher hi s/her integration of the concepts in practice was. 

Thi s suggests that attitude is a predictive factor of practitioner' s behavior. My finding is parallel 

to the results of three investigations made by Heyman et a I. , 2006, Murdock, 2005 and Sheridan 

2004 which suggested that "positive practitioner attitudes toward the role of religion and 

spirituality in social work were predictive of higher intervention use (Heyman et aI. , 2006; 

Murdock, 2005; Sheridan, 2004)." 

5.2 Limitations of the study 

Findings of this stud y must be interpreted from the point of its limitations. These 

limitations primarily involved sampling issues, data-collection methods, and scales used. First, 

the study utili zed a stratified random sampling of clinical practitioners. The very fact that there 

are no established groups of clinical service providers posed a challenge as to where to get a 

good enough sample to draw acceptable participation. The study relied on the membership of 

ESSSWA and randomly identified practitioners in Addis Ababa. Therefore, the sample was a 

small predom inantly female and Orthodox Christians, mostl y from secular organizations. Among 

the different clinica l service types, this stud y's data emerged from practitioners in the field of 

52 



Integ ration of Religion/S pirituality in Clinical Social Service 

HI V / A IDS, mental hea lth and ch ild care. As such , the respondents are not representative of all 

c li nica l serv ice prov iders in Add is Ababa, Ethiop ia. 

Second ly, the use of Qua ltr ics on li ne survey, employed to gather data may have impaired 

detail understanding of the questions posed. This limitation was partl y add ressed at a later stage 

of my data gatherin g as I switched to pen-and-paper survey which provided me (0 have face (0 

face conversati ons with respondents. The on li ne survey also prevented me fro m identifying 

respondents that are from Add is Ababa. 

Th ird ly, the instrument used in thi s stud y, the "Role of Reli gion and Spirituality in 

Practice" Sca le (RRSP), did not cover the aspect of number of cases that req ui re 

re li gious/spiritual interventions in Addis Ababa . This would have provided a more defi ni te view 

of the disparity between the need for re li gious/spiri tual interventions and the existing practice. 

Furthermore, a pretest was not conducted to eva luate the suitab ili ty of thi s research's instrument 

to the Ethiop ian context. 

5.3 Conclusion 

Sixty-Seven cl inical social service prov iders workin g in Add is Ababa responded to a 

questionnaire that exp lored two areas - atti tude towards religion and spiritua lity and the use of 

re li gious or spiritua ll y integrated interventions. Findings from thi s study revealed that these 

profess iona ls ' outlook on and the use of spiri tually integrated interventions are mostly 

ind ifferent. However, pract itioners in re li gious/fa ith based establi shments mostly agreed to the 

use of re li gion/spirituality in practice, ut il izing it in 75% of their cases as opposed to those 

work ing in secular institutions. With rega rd to service type, re li gion/spiritua lity were practiced 

more by practitioners in chi Idcare program than in the fi e ld of I-1IV / A IDS and mental health. 

Results from the data analys is clearly identified practiti oners' profess iona l att itudes toward the 
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role of rei igion and spiritual ity in social serv ice as the most important predictor of intervent ion in 

thi s sample. 

6 SOCIAL WORKIMPLlCATIONS 

Thi s study has various implications in terms of research , practice, education and policy. 

Researches that probe into the effects of re li gion/spirituality in clinical social serv ice to treat 

illnesses among the population in Ethiopia can never be considered enough. Data in thi s area 

need to be conso lidated greatly to help meet public health demands and ensure optimal care 

delivery for those whose health issues are best addressed through these intervent ions. In this 

regard, thi s study has provided a clear description of clinical soc ial service providers' perception 

with regard to re li gion and sp irituality. It has also revealed the extent in which these two 

concepts are integrated in practice in the field of HIV/AIDS, menta l health and chi ldcare in 

Addis Ababa. The reasons for the presence, or lack thereof, of these interventions in dea ling with 

clients have also been di scussed in the study. With regard to its research implications, the 

findings of this study coul d serve as a spring board for future researches that seek to ask for 

anecdotal experi ences of c li ents who have requested for re li gious/spiritually integrated 

interventions from practitioners to answer decisive questions such as : Is religion/spirituality an 

effective tool in clinical service provision in Addis Ababa? Which clinical serv ice requ ires the 

support of these interventions? How can ethical issues and boundaries be addressed in the 

process of helping clients using religion and sp iritual ity? Furthermore, in terms of methods, the 

stud y provides a clear picture of what religious/spiritual interventions involve in Add is Ababa, 

through the li st of interventions incorporated in the instrument used to co llect data. 

According to the scale used for this study, cl inica l service practitioners in Add is Ababa 

seem to demonstrate a low utili zation of religious/spiritually-integrated interventions. This 
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findin g contradicts to some extent with Collins, Jordan and Coleman (2009) among the man y 

writers that claim spirituality and reli gion are particularly important in aiding patients ' path to 

recovery. Furness & Gilligan (2010) also asserted that "those affected by ill health and life cri ses 

may turn to re li gious or other belief systems as ways to support and comfort them in times of 

need, especiall y when conventional hea lth treatment has failed to cure or aid recovery" (p. 

37).Consequently, thi s stud y has practice implications suggesting that it would be difficult and 

inefficient for clinicians to provide a holi stic servi ce without tak ing the religious or sp iritual 

convictions of clients into account. In addition, it is a way of empowering clients in the helping 

process. This implies that there should be a continued emphasis on person centered planning, 

interventions and outcomes in clinical service provision in Addis Ababa. 

This stud y also has educational implications. The study revea led that most (58.2%) 

clinical service providers have not had any formal training on the topic of religion and 

spirituality. However, although not stati stically significant, practitioners that have had formal 

training have utili zed religion and spirituality more in practice as compared to profess ionals who 

had non-formal training. This could be for the reason that non-formal training does not equip 

them to work adequately with spirituality. This research 's findings indicate that consolidated 

courses on religion and spirituality as an intervention method should be offered to clinical 

service providers during their academic stay. Alternative healing practices are more likely to 

address the patient's spiritual orientation and what is of ultimate importance to them. Therefore, 

incorporating courses on religion and sp irituality can lead to a more enhanced knowledge on how 

to keep a holi stic perspective as a clinical service provider and function competently in the 

required range of clients' settings. Education provided to would be practitioners should also 

include aspects of culturally competent practice. 
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Findings of the study express that although there is no disparity seen in governmental and 

non-governmental organizations in terms of perception and attitude among service providers, 

there was a statistically significant difference among sectarian versus re li gious institutions. 

Workplace setting affects practitioners' attitude and practice. As a policy implication, thi s is 

suggestive of the fact that organizations that provide clinical services should modify their rules 

and regulations to be more receptive to the notion of incorporating religion and spirituality in 

practice and allow their practitioners the liberty to exerci se this method. This will help to address 

the issues of patients that mostly rel y on their religious/sp iritual conviction. 
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APPENDICES 

Appendix A: Consent Form 

Addis Ababa University 

Research Information a nd Consent for Participation in Socia l Work Research 

Research Title: The Use, Application and Integration of Religion/S pirituality in C linica l 

Socia l Service: The Case of C linical Socia l Service Providers in Addis Ababa 

Introduction and Purpose of Study: 

--

My name is Serkalem Tafesse. I am a graduate student of Social Work at the Addis Ababa 

Univers ity. The survey that I am conducting is about the use, appli cation and integration of 

reli gion and spirituality in clinical social service, specifically the inclusion of these interventions 

by health practitioners to assist the recovery process of cl ients. The survey wil l last for about 15 

to 30 minutes. It includes two parts with the first part assessing the perception of health service 

providers and the second focusing on the respondents ' actual practice. Demographic data wi ll 

a lso be asked to establish a profile of practit ioners. The informat ion yo u share will be kept 

strictly confident ial. Nothing with your name or other identifying information will be cited in the 

results. Once I have analyzed the survey and wri tten the final results of this study, I will destroy 

the fi lied surveys. 

By signing tit is consent form, I am indicating that I have I/Od all of my questions about the 

survey answered to my satisfaction and tltat I understood the agreement of tllis consent form. 

Palticipant's name and Signature: Researcher's name and Signature: 

Date: ___________ _ Date: -------
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Appendix B: Data Collection Instruments 

The following questi ons are the first 14 items of the Role of Reli gion and Spirituality in Practi ce 

Scale (RRSP) developed by Sheri dan (2000) to investi gate soc ial workers' beliefs on the use of 

re li gious/sp iritual interventions with clients. Contents foc us on the atti tude and perception of 

social workers towards reli gion and spirituality. 

For the purposes of thi s study, the definiti ons for reli gion and spirituality have been taken from 

thi s study's research instrument (Sheridan, 2000). Spirituality is defi ned as "the search for 

meaning, purpose and connecti on with self, others, the uni verse, and ultimate real ity however 

one understands it. Thi s search mayor may not be expressed through reli gious forms or 

institutions" (Sheridan, 2000, p.20). Reli gion is defined as "an organi zed, structured set of beliefs 

and practices shared by a community related to spirituality" (Sheridan, 2000, p.20). 

Pa rt I 

I . Please choose the extent to which you agree or disagree with the appropriateness of the 

fo ll owing acti viti es in individual therapy and fill in the table. 

Gathering information on the client' s re li gious or spiritual backgro und 

Strongly Agree Agree 
Ne ither Agree nor 

Disagree 
Disagree 

Us ing or recommending reli gious or spiritual books or writings 

Strongly Agree Agree 

r r 

Praying privately for a cli ent 

Ne ither Agree nor 

Disagree 

r 

Disagree 

r 

Strongly Disagree 

Strongly Disagree 
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Neither Agree nor 
Strongly Agree Agree 

Disagree 
Disagree Strongly Disagree 

r r r r r 

Pray ing or meditating with a client 

Ne ither Agree nor 
ngly Agree Agree 

Disagree 
Disagree Strongl y Disagree 

r r r r r 

Using reli gious or spiritual language or concepts with a client 

Strongly Agree Agree 
Neither Agree nor 

Disagree 
Disagree 

Strongly Disagree 

r r r r r 

Helping clients clarify their re li gious or spi ritual va lues 

Strongly Agree Agree 
Neither Agree nor 

Disagree 
Disagree 

Strongly Disagree 

r r r 

Recommending participation in a religious or spiritual program 

Strongly Agree Agree 
Neither Agree nor 

Disagree 
Disagree 

Strongly Di sagree 

r r r r r 

Referring clients to a religious or spiritual counselor 

Strongly Agree Agree 
Ne ither Agree nor 

Disagree 
Disagree Strongly Disagree 

r r r r 
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Recommending reli gious or spiritual forg iveness, amends, or peace 

Strong ly Agree Agree 

r r 

Neither Agree nor 

Disagree 

r 

Performing exorcism (expelling evil spi rits) 

Strong ly Agree Agree 

r r 

Touching cli ents fo r healing purposes 

Strong ly Agree Agree 

r r 

Neither Agree nor 

Disagree 

r 

Neither Agree nor 

Disagree 

r 

Disagree 

r 

Disagree 

r 

Disagree 

r 

... 

Strongly Di sagree 

r 

Strongly Disagree 

r 

Strongly Di sagree 

Helping cli ents develop a spiritual ritual as a clinical intervention (houseb lessing, visiting graves 

o f relat ives) 

Strongly Agree Agree 

r r 

Neither Agree nor 

Disagree 

r 

Partic ipating in cli ent's ritual s as a clinical intervention 

Stro ngly Agree Agree 

r r 

Nei ther Agree nor 

Disagree 

r 

Disagree Strongly Di sagree 

r 

Disagree Strongly Disagree 

r r 
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Sharing your own religious or spiritual bel iefs or views 

Strongly Agree Agree 
Neither Agree nor 

Disagree 
Disagree 

Strongly Disagree 

r r r 

Part II 

The fo llowing questions are the second part of the 14-item Role of Religion and Spirituality in 

Practice Scale (RRSP) developed by Sheridan (2000) to investigate soc ial workers ' beli efs on the 

use of reli gious/spiritual interventions with cl ients. Contents focus on the practice of social 

workers with the inclusion of reli gion and spi rituality as one form of intervention. 

I . Please choose and underline the extent to wh ich you engage in the foll owing activities 

from the percentage provided . 

hat percent of cli ents have you gathered reli gious or spiritual background information from? 

0-10%, 11-20%,2 1-30%,3 1-40%,41 -50%, 5 1-60%,6 1-70%, 

71-80%, 8 1-90%, 9 1-100%, Not applicab le 

What percent of clients have yo u used or recommended reli gious or sp iritual books or writings 

for? 

0-10%, 11-20%,2 1-30%,3 1-40%,4 1-50%,5 1-60%,6 1-70%, 

7 1-80%, 8 1-90%, 91-100%, Not app licable 

What percent of clients have you prayed private ly for? 

0-10%, 11-20%,2 1-30%,3 1-40%,4 1-50%, 5 1-60%, 61-70%, 

7 1-80%,8 1-90%, 9 1-100%, Not app li cable 

What percent of clients have you prayed or meditated with? 

0-10%, I 1-20%, 2 1-30%, 3 1-40%, 4 1-50%, 51-60%, 6 1-70%, 

71-80%, 81-90%, 91-100%, Not applicable 
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What percent of clients have you used religious or sp iritual language or concepts with? 

0-10%, 11-20%, 2 1-30%,3 1-40%, 41-50%,51-60%,61-70%, 

71-80%, 81-90%, 91-100%, Not appl icab le 

What percent of clients have you helped to clarify reli gious or spiritual values? 

0-10%, 11-20%, 2 1-30%,31-40%,4 1-50%, 51-60%, 61-70%, 

71-80%, 81-90%, 91-100%, Not applicable 

What percent of clients have you recommended to participate In a reli gious or sp iritual 

program? 

0-10%, I 1-20%, 2 1-30%, 3 1-40%, 41-50%, 51 -60%, 61-70%, 

71-80%, 81-90%, 91-100%, Not applicable 

What percent of clients have you referred to a religious or spiritual counselor? 

0-10%, 11-20%, 21-30%, 31-40%,41-50%, 51-60%, 61-70%, 

71-80%, 81-90%, 91-100%, Not applicable 

What percent of clients have you recommended religious or spiritual forgiveness, amends, or 

peace? 

0-10%, 11-20%,21-30%, 31-40%,41-50%, 51-60%, 61-70%, 

71-80%, 81-90%, 91-100%, Not applicable 

What percent of clients have you performed exorcism (expelling evil sp irits) for? 

0-10%, 11-20%,2 1-30%,3 1-40%, 41-50%, 51-60%, 61-70%, 

71-80%, 81-90%, 91-100%, Not applicable 

What percent of clients have you touched for hea ling purposes? 

0-10%, 11-20%, 2 1-30%,3 1-40%, 41-50%,51-60%, 61-70%, 

71-80%, 81-90%, 91-100%, Not applicable 
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What percent of clients have you helped develop a spiritual ritual as a clinical intervention 

(house blessing, visiting graves of relat ives)? 

0- 10%, 11-20%,2 1-30%, 3 1-40%, 4 1-50%,5 1-60%,6 1-70%, 

7 1-80%, 8 1-90%, 91- 100%, Not applicable 

What percent of clients' ri tua ls have you participated in as a c lin ical intervention? 

0-1 0%, 11-20%,2 1-30%,3 1-40%, 4 1-50%,5 1-60%,6 1-70%, 

7 1-80%, 81-90%, 9 1-100%, Not applicab le 

What percent of clients have you shared your own religious or spiritual be li efs or views with? 

0- 10%, 11-20%, 2 1-30%, 3 1-40%,4 1-50%,5 1-60%, 61-70%, 

7 1-80%, 81-90%, 9 1-1 00%, Not app li cab le 

Please feel free to use thi s space to comment on your thoughts about the issue of religion and 

spiritua lity in practice in Add is Ababa. 
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I)a rt III 

Demographic Questions 

I. Please ident ify your gender. ______ _ 

2. Please indicate your age. _______ _ 

3. Please state the type of organization you work In. (Governmental , non-govern menta l, 

private) ______ _ 

4. Please identify the type of work sett ing your organi zat ion practices. (Re li gious, secu lar) 

5. Please identify the number of years you have worked as a soc ial worker. ___ _ 

6. Please identify your primary work setti ng. (Comm uni ty Menta l Hea lth Center, Education 

setting, Hospital, Justice Agency, Private practice, Substance abuse agency, Family and 

chi ldren, 

Other (Please specify _ _________ _ 

7. Please identify and circle your social work training around rel ig ion and spi ritual ity, if 

app l icable . 

a. Took course in grad uate course on re li gion/spirituality 

b. Idea of religion and spirituality was weaved into courses in graduate school 

c. Had signifi cant coursework on relig ion and spi rituality at grad uate level 

d. Have attended training on the two concepts 

e. Have read about the top ic 

f. None 

8. Currently, do you have a reli g ious affi li ation or spiritual orientation? (Yes, No, other). If 

other, please spec ify. _ _______ _ _ 

9. If yes, please describe yo ur cu rrent relationship to organized reli gion or spiritual su pport 

group. 

10. Please choose the re li g ion(s) or spiri tual ity (ies) yo u may have identified with or 

currentl y identify with. 

r Christian Orthodox r Muslim 
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r Chri stian Catho lic r Evangelica l Christian 

r Jehovah's Witness r Other 
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