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Addressing Religion in Secular Healthcare: Existential
Communication and the Post-Secular Negotiation
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Abstract: This article aims to understand why religion has proven difficult to address in secular
healthcare, although existential communication is important for patients’ health and wellbeing. Two
qualitative data samples exploring existential communication in secular healthcare were analyzed
following Interpretative Phenomenological Analysis, leading to the development of the analytical
constructs of ‘the secular’ and ‘the non-secular’. The differentiation of the secular and the non-
secular as different spheres for the individual to be situated in offers a nuanced understanding of
the physician–patient meeting, with implications for existential communication. We conceptualize
the post-secular negotiation as the attempt to address the non-secular through secular activities in
healthcare. Employment of the post-secular negotiation enables an approach to existential com-
munication where the non-secular, including religion, can be addressed as part of the patients’ life
without compromising the professional grounding in secular healthcare. The post-secular negotiation
presents potential for further research, clinical practice, and for the benefit of patients.

Keywords: religion; secular; post-secular; existential communication; healthcare; qualitative methodology

1. Introduction

Religion has proven difficult in addressing the existential communication in Western
secular healthcare, although research has found it important for patients’ health and
wellbeing (Brémault-Phillips et al. 2015; Dillard et al. 2021; Koenig et al. 2012). A reason
for this difficulty can be located in the historical relation between religion and healthcare,
namely in the privatization of religion that followed the secularization of societal discourses
such as healthcare. Scandinavian countries are often defined as highly secular countries,
creating a view of the inhabitants as holding primarily secular values and approaches to
the existential dimensions of life (Zuckerman 2008). In opposition to this view, however,
studies of Scandinavians show a more complex picture of the relationship among secular,
spiritual, and religious values, and ways to make meaning in life (la Cour and Hvidt 2010;
DeMarinis 2008; Sørensen et al. 2019).

Religion can be, and has been, defined in a multitude of ways. In this article, we take
a social constructionist approach, and understand religion to be dependent on specific
cultural and social contexts (Beckford 2003) as beliefs, experiences, and practices developed
over time within a community and perceived to have a sacred character in relation to any
form of transcendence (Koenig et al. 2012; Pargament et al. 2017).

Before the secularization, religion was an integrated and defining aspect of the societal
discourses such as law, economics, education, and health. Through modernization and the
Enlightenment heritage, the societal discourses were secularized, the influence of religion
decreased and, from then, was only practiced officially in the formal settings of institution-
alized religion or privately (Berger 2015; Eder and Bosetti 2006; Taylor 2007). According
to the theory of secularization, the advance of modernity and progress would inevitably
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lead to the demise and eventual disappearance of religion, and humanity would outgrow
religious beliefs as the processes of secularization unfurled (Berger 1999; Granqvist 2020;
Stark 1999). Something different happened, however, and religion did not go gentle into that
good night (Thomas 2017). During the last decades, the theory of secularization has come
under pressure and needs reformulation (Berger 1999; Stark 1999; Stolz 2020) in order to
encompass the pluralist character of the world and the growing presence of religion in the
public sphere (Beaumont et al. 2020; Berger 2014).

The development of the global context and the relationship between religion and
secularization is extremely complex, and secularization is not a homogeneous or universal
process (Köhrsen 2012), which is also addressed in relating conceptualizations such as mul-
tiple modernities (Eisenstadt 2000), late-secularity (Possamai 2017), multiple secularities
(Wohlrab-Sahr and Burchardt 2012), and the post-secular (Habermas 2008). The post-
secular is an emerging academic concept that addresses the critique of the secularization
theory at both the societal and individual level (Beaumont et al. 2020; Breemer et al. 2014;
Eder and Bosetti 2006; Gorski et al. 2012; Habermas 2008; Nynäs et al. 2021), and it captures
the understanding that there is a need for local contexts to address the continued presence
of religion in secular societal discourses. The philosopher and sociologist Jürgen Habermas,
one of the early ambassadors of the concept, based this argument on mainly two perspec-
tives, namely that religion is gaining influence in national and international public spheres,
and the continuing cultural entwinement of the world (Habermas 2008). The post-secular
is documenting this renewed interest in religion across the secular societal discourses,
not least across university departments, where religion have been treated with renewed
intensity from various perspectives (Gorski et al. 2012; Hodkinson and Horstkotte 2020;
Nynäs et al. 2021).

In healthcare, the post-secular can be argued as the renewed focus on the relationship
between religion and health, exemplified in the handbook of Koenig et al. (2012), where
the authors review nearly double the number of research studies about the relationship
between religion and health than in the previous edition (Koenig et al. 2001).

Communication about religion, spirituality, and existential issues in healthcare has
received great attention, and research has shown that approaching religious, spiritual, and
existential themes in healthcare is difficult (Agledahl et al. 2011; Anandarajah et al. 2021;
Andersen et al. 2019a; Assing Hvidt et al. 2017; Best et al. 2016; Carr 2010;
Gulbrandsen et al. 2016; Nissen et al. 2019b). On the one hand, healthcare profession-
als have become aware of the possible importance of spirituality and religion for patient
health (Kørup et al. 2021; Puchalski et al. 2014; Sloan et al. 1999), but, on the other, they find
it difficult to incorporate religious coping, resources, needs, and distress into care and into
doctor–patient communication in daily clinical interaction (Andersen et al. 2020; Brémault-
Phillips et al. 2015; Dillard et al. 2021; Søberg et al. 2018). Furthermore, research has shown
that patients often want these aspects incorporated in their communication with healthcare
professionals but also that the patients themselves find it difficult (Andersen et al. 2021;
Best et al. 2015; Perrin et al. 2021; Tarbi et al. 2021).

Existential communication is defined as communication about the different approaches
to the existential dimensions including spiritual and religious approaches (Andersen et al.
2019a, 2019b). In our research, we focused on existential communication between patient
and healthcare professionals, with a specific focus on religion (Andersen 2020; Nissen 2019).
We identified a line of reasoning that reflected reasons why religion seemed so difficult
to bring into the existential communication in a healthcare setting. Across our studies,
the informants regarded religion as an issue too private to address in consultation. This
was conceptualized as ‘the privacy of religion argument’ (Nissen 2019) and supports the
above-mentioned findings that religion and existential issues are difficult to approach in
healthcare. However, unresolved questions remain regarding a deeper understanding
of why religion is found to be too private to be addressed, and whether and how these
difficulties can be overcome in healthcare practice.
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The aim of this article is thus to study why religion is difficult to address in secular
healthcare and whether the analytical constructs of ‘the secular’ and ‘the non-secular’ can
deepen our understanding of and approach to existential communication.

The potential implications for healthcare, daily clinical practice, and further research
is then be discussed in relation to the thematic finding of the post-secular negotiation.

The Analytical Constructs

Theoretically, we are inspired by the work of Peter L. Berger (Berger 2015;
Berger and Luckmann 2016). We conceptualize spheres of relevance as the ability of the
individual to determine the appropriate and relevant frame of mind and course of action in
any given contextual situation. The two focal spheres of this study are ‘the secular’ and
‘the non-secular’.

We use the secular in the understanding of “not connected with religious or spiritual
matters” (Oxford Dictionary), and from two perspectives: ‘secular societal discourses’ and
‘secular activities’. Secular societal discourses encapsulate the secularized institutions in
society such as law, economics, education, health, etc. Secular activities contain activities of
the individual relating to mundane activities in everyday life.

The understanding of the secular we oppose with the concept the non-secular. The
non-secular contains discourses and activities that are oriented towards that which lies
outside the secular activities of everyday life, such as the existential, spiritual, and reli-
gious dimensions of human life. A non-secular discourse could thus be exemplified by
institutionalized religion. However, here, we are primarily concerned with the individual
activities of the human being. At the individual level, this distinction between the secular
and the non-secular implies that it is not the person who is secular, but the activity, because
the concepts refer to the nature of the specific activities an individual engages in. Although
this binary opposition of the secular and the non-secular is a simplification of the complex
interaction between the two, we employ these constructs because they reflect the analytical
findings in the data. Furthermore, positioning the secular and the non-secular as two differ-
ent spheres with related activities highlights that people move and differentiate between
these two spheres according to context and relevance, offering a nuanced understanding
of the inhabitants of the secular countries. The heart surgeon, for example, who is about
to perform surgery and who is, in this example, a religious person, knows that, for the
duration of performing heart surgery, they are undertaking a secular activity in a secular
societal discourse, and that they are not about to pause midway through the operation to
recite an appropriate religious text (Berger 2015).

Furthermore, the distinction between the secular and the non-secular enables an
understanding in which the non-secular can contain the many diverse approaches to the
existential dimensions of human life, be they religious, spiritual, agnostic, atheistic, or any
other approach. This distinction promotes the understanding that neither the secular nor
the non-secular are fixed categories. This is an aspect that may contribute to existential
communication in secular healthcare.

In sum, the analytical constructs entertained are:

The secular: discourses and activities in the secular sphere.
The non-secular: discourses and activities in the non-secular sphere.

2. Materials and Methods

The methodological approach is grounded in a hermeneutic-phenomenological tradi-
tion and bears the influence of the theoretical understanding outlined above. The analytical
process was inspired by the phenomenological and hermeneutic approaches from Inter-
pretative Phenomenological Analysis (Smith et al. 2009) and the iterative and explorative
approach of Johannesen (2018).
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2.1. The Background Studies

The two studies leading to this article were focused on physician–patient communica-
tion in relation to the existential, spiritual, and religious concepts. The studies took place
in 2016–2020 in the region of Southern Denmark. Both studies used qualitative methods
and were based on semi-structured interviews with certified physicians in the medical
specialties: psychiatry, chronic pain, and multiple sclerosis. Consequently, patients in
this study refer to patients suffering from psychiatric illness, chronic pain, or multiple
sclerosis, and the healthcare settings are psychiatry, chronic pain, and neurology. The
aim of Andersen (2020) was to deepen the understanding of physicians’ experiences with
patients’ illness-related existential, spiritual, and religious needs, and how the physicians
addressed these needs (Andersen 2020). The aim of Nissen (2019) was to investigate what
characterizes the approach of psychiatrists in Danish clinical practice regarding topics of a
religious or spiritual nature (Nissen 2019).

The interviews were digitally recorded, pseudo anonymized, transcribed, and stored
together with the interviewers’ fieldnotes in a password-protected server at the authors’
university. The physicians gave written, informed consent before participating and received
no monetary compensation. The original studies were assessed for review by the regional
ethical scientific committee and exempted from the obligation to notify. The research was
conducted according to the WMA Declaration of Helsinki.

The studies are further described in other articles, please see (Andersen et al. 2021;
Andersen et al. 2020; Andersen et al. 2019b; Damberg Nissen et al. 2018; Nissen et al. 2019a,
2019b).

2.2. Data Construction and Research Question

The data material is based on a re-coding of the interviews (n = 30) of the outlined
background studies based on an original research question for the present study: What
characterizes the informants’ approach to religion from the perspective of privacy as a
reason for not bringing religion into the physician–patient communication? The secondary
loop of interpretation was then to analyze whether the constructs ‘the secular’ and ‘the
non-secular’ can deepen our understanding of, and approach to, existential communication
in secular healthcare.

2.3. Analytical Strategy

The analysis went through the following four steps (Smith et al. 2009):

a. The authors read the data individually while making initial notes;
b. The authors individually extracted potential themes followed by a discussion of each

case between the authors;
c. Each author then compiled the findings and checked the findings against the data

material to ensure the findings were grounded in the empirical data. Disagreements
where continually discussed until agreement was obtained;

d. The findings from the analysis were then discussed as a secondary loop of interpreta-
tion in relation to theory. This led to the development of the analytical constructs to
enable a deeper understanding of how the informants made sense of their approach
to the non-secular, still ensuring that the theoretical interpretation was grounded in
the data and relevant to the research question. Derived from the secondary loop of
interpretation, the final themes were established.

2.4. Researcher Reflexivity

As authors with a background in anthropology and religious studies (RDN) and
clinical psychology of religion (AHA), we obtained our Ph.D.’s in existential communication
in healthcare. Our preunderstandings stem from our Ph.D. projects interviewing physicians
specialized as psychiatrists, neurologists, and in treatment of patients with chronic pain
and multiple sclerosis.
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3. Results

Analyzing the data material and applying the secondary loop of interpretation through
the analytical constructs the secular and the non-secular, we identified three themes that
each represents answers as to why it is difficult to approach religion in healthcare. The
themes are: (1) ‘Two different spheres’, (2) ‘The physician’s personal convictions’, and
(3) ‘The post-secular negotiation’.

The excerpts used in the following analyses are anonymized examples representing
the general understanding located in the data. All excerpts were translated from Danish to
English by the authors.

3.1. Two Different Spheres

The theme establishes the presence of what the informants saw as two different
spheres, namely that which was grounded in the secular societal discourse of healthcare
and that which was not.

Excerpt 1. Health-professionally we are grounded in evidence, and that is sort of the opposite of
religion.

Excerpt 2. . . . I don’t think you should learn it [to address religion and faith], I don’t think you
should wake a sleeping bear, which I think religion is. We should stick to our scientific grounding
. . . It’s a no-go these days to talk about religion, and that is why we should go ahead with ease here
. . . we need to let these two things sail side by side, so to speak.

In both excerpts, the informants explain that the fundamental premise of their work
as physicians is the natural scientific discourse, which is “grounded in evidence”. In
opposition to this is the religious discourse, which the informants explain as grounded in
the opposite of evidence and as “a sleeping bear”.

Analyzing the quotes through the analytical constructs deepens the understanding of
the physicians’ approach to the religious: They see the two discourses situated as different
spheres: the secular and the non-secular. According to the informants, the non-secular is
not something that they should learn to address, because they need to be true to the secular
societal discourse of healthcare, which does not necessarily nor automatically include
addressing the non-secular aspects of the patients. However, this leads to an uncertainty
for the informant in Excerpt 2 about what to do with the non-secular, since there is no
doubt that the non-secular is present (in both excerpts). The non-secular is recognized, but
best left outside of the secular (“to sail side by side”), or at least to be approached with
great caution, as if to avoid waking “a sleeping bear”, when entering dialogue about the
non-secular.

3.2. The Physician’s Personal Convictions

Establishing that the informants are working in a cross-field between two different
spheres, makes it clearer as to why it is a complicated challenge to recognize the presence
of the non-secular and how one should address the non-secular in secular healthcare.

Upon analyzing the data, a further consequence of this challenge was located, namely
that the informants did not address the non-secular actively unless the patients brought it
up themselves. In such cases the analysis showed that the informants’ personal convictions,
being either a non-religious or a religious physician, influenced how they would address
the non-secular aspects of their patients. However, regardless of their different personal
convictions, the same uncertainty about how to address the non-secular was located.

3.2.1. The Non-Religious Physician

A characteristic of the non-religious informants’ approach to religion was that they
based their reasons for not actively addressing religion on their own non-religiosity or
lack of experience with religion. Their ability to empathize with the patient and to have
something to offer them in relation to the patient’s religiosity seemed to depend upon the
informants being religious themselves:
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Excerpt 3. Maybe I am not the best to talk about religion, because it is not something, I practice
much myself.

Not being religious him/herself, the informant concludes that s/he should not engage
in the topic and emphasizes a need to identify with religion in order address it. This
understanding differs from when the physician is addressing a topic that can be contained
in the secular, such as, for instance, a diagnostic aspect, where the physician’s approach
is not based in personal experiences with the diagnosis but in the medical education. So,
why does this need to identify appear when it comes to religion as part of the non-secular
sphere? Part of the answer might be found in the fact that the physicians are trained in how
to address the secular aspects that patients present in consultations as part of the secular
sphere. However, since the non-secular is a different sphere, the secular activities does not
suffice and, consequently, the physician’s experience a need to personally identify with the
non-secular in order to address it.

Where the informant in Excerpt 3 does not feel equipped to talk about religion, the
informant in Excerpt 4 argues the necessity of distinguishing between and separating the
two spheres:

Excerpt 4. . . . I can empathize with a patient and tell some things about myself to show that I
understand and to identify with the patient. That is not religion I know, but it would be completely
over the line for me to confess to something, which I basically think is opium for the people.

The informant in Excerpt 4 is invoking empathy directly by involving personal convic-
tion as a tool to address and understand the patient as part of building the patient–physician
alliance and relationship. When confronted with religion, the informant’s empathy seems
to be challenged, and the informant argues that s/he would have to “confess” to something
s/he does not identify with. Since the informant argues by quoting Marx, s/he also seems
to have a negative opinion about religion. This might further challenge the informant’s
empathy, especially since the informant feels that s/he must identify with religion in order
to address it. When identification is used as an important part of the approach to the patient,
the informant is challenged, since identification with religion, as part of the non-secular,
seems to compromise the boundaries of the secular sphere and the specific discourse of
healthcare in which the informant is grounded as a professional, and the empathic approach
of the informant reaches its limits.

This does not mean that the non-secular is a closed topic to the informants, however.
It is, as mentioned above, recognized, and an open approach is stressed throughout the
data, often on the understanding of meeting the patient where the patient is, with empathy
as the primary professional approach, as illustrated in Excerpt 5:

Excerpt 5. I don’t ask about spirituality or religion. As a person, I don’t have that much to say
personally about religion, but if a patient brings it up then we can talk about it . . . I think that I
am professional in that aspect, that I need to be able to contain and work with whatever the patient
presents me with.

That the informant does not actively bring the non-secular into conversation is coun-
tered by the ambition to meet the patient where the patient is, even though the informant
does not have much to offer when it comes to religion. The informant stresses the responsi-
bility to be professional and, through this professionality, thinks that s/he should be able
to be with the patient where the patient is, and “contain whatever the patient presents me
with”. The informant is attempting to show an openness towards the non-secular when
addressing it from the secular sphere, although the informant does not have much to offer
when it comes to religion.

3.2.2. The Religious Physician

A characteristic of the religious informants’ approach to religion was that they based
their reasons for not actively addressing religion on their own religiosity. In doing so, they
seemed to equate their own practice of religion with a risk of proselytizing, in the sense
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that their ability to identify with religion compromised their position as professionals in
secular healthcare.

Excerpt 6. I am very aware of this [being Christian] and to not influence the patients with this. I
am very careful not to do this. So, I let the patient start. If they want to talk about it [religion], then
I am happy to talk with them, but I am not the one who starts. . . . If they ask, then I tell them that I
am Christian, and we talk about it if they want. If they have another faith, then we can talk about
that. I also think this is part of the alliance building, they feel they have someone to talk with about
topics that may be hard to talk about in their social context.

The informant explains a carefulness when trying not to “influence the patients” with
their own religiosity, leading to a reluctance to ask about religion. However, if a patient
brings up religion, the informant discloses their own personal belief while focusing on the
patients’ faith and wants. The physician defines the secular activity as an openness toward
topics that might be difficult for the patient to talk about, as a way to build the alliance.
However, the physician is concerned about the risk of proselytizing but is apparently
willing to leave the secular grounding and enter the non-secular sphere to further the
dialogue with the patient. However, the informant stresses: only if the patient brings it up.

The informant in Excerpt 7 also voices a concern about proselytizing, while emphasiz-
ing the need to be with the patient of where the patient is:

Excerpt 7. I am religious myself, . . . but I am afraid to, how can I put this, to force something on
the patient. So, I can listen for what helps them, and if it helps to pray, well then support that, but I
do not suggest it, that is not part of my job, because I am a physician. I have to be with people no
matter where they are, and not try and move them in a specific religious direction or way to handle
their religious beliefs. I think that is outside my role.

The informant is reflecting on his/her own role as a physician in the asymmetric
relationship with patients to figure out how to address the non-secular in secular healthcare.
To keep the professional secular approach, the informant is very aware of who is suggesting
what when the topic is of a non-secular character. The informant is recognizing the
potential and possibility of entering the non-secular sphere in order to be with the patient
where the patient is, while conscious about the difficulties that might occur when having
to navigate the non-secular through the secular activities of being a physician. These
difficulties are expressed in the concern of proselytizing or moving the patient in a specific,
non-secular direction.

3.3. Employing a Post-Secular Negotiation

The first two themes established during the analyses saw the secular and the non-
secular, founded as two different spheres, as the main reason why the informants expressed
uncertainty and difficulties when addressing the non-secular in the secular sphere. Both
the religious and non-religious informants expressed this uncertainty and, although from
different perspectives, the result was the same: the informants did not actively address the
non-secular. Through the analysis, we found a third theme, showing that, even though
it was difficult for the informants to engage with the non-secular, the presence of the
non-secular was recognized, and the informants tried to negotiate ways to address it while
keeping their ground in the secular sphere. This came to constitute the third theme: ‘the
post-secular negotiation’, as the attempt to interact with the non-secular in the secular
sphere (here, the secular societal discourse of healthcare and related secular activities).

Excerpt 8. I had a young girl, and she was sitting very quietly the first time I met her. Then
suddenly she leaned over and asked me: ‘Do you believe in angels?’ Then I said, ‘I believe that
they are real if you believe it, why do you ask?’ And this was because she felt that angels were
watching over her at night and she asked if I believed that and I said, ‘I believe that is what you are
experiencing and it sounds really nice, so you should hold on to them’. I don’t think we should try
to get rid of that, because that is not necessarily psychotic or anything.
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The informant takes the patient’s question at face value and accepts the non-secular
nature of the question. The informant accepts and appreciates the patient’s positive ex-
perience with the non-secular without entering the non-secular and without explaining
the metaphysical belief away or reducing it to aspects of something else. Thereby, the
informant negotiates a position that can contain both spheres. Such a negotiation may help
physicians to address the non-secular and, consequently, to empower the positive resources
a patient potentially finds in the non-secular experience. The informant has negotiated a
way to address the non-secular statements and experience of the patient without including
any aspect of the informants own personal religiosity or irreligiosity and without compro-
mising the informant as professionally grounded in the secular sphere. On the contrary, the
informant negotiates from the secular discourse of healthcare, as shown in the psychiatric
assessment of the belief in angels as not being psychotic.

Excerpt 9 shows a different approach with a similar result:

Excerpt 9. I have had many conversations with patients about religiosity where I in no way have
mentioned my personal values, religiosity, or lack thereof. But if someone asks me then I answer
honestly that I am not religious, that I don’t believe in God. Sometimes in therapy this becomes
productive; the way a religious patient meets me as an atheist, and this is interesting because we are
all encapsulated by the way we view the world. I have experienced some good dialogues from this,
without it becoming something like ‘I believe in this and you are wrong’. It’s more like agreeing that
we have different perspectives on the world, and this open and honest approach is actually a quite
important moment, very vulnerable and valuable, and gives a good relation.

The informant does not ground a conversation about religion in personal convictions.
However, when confronted with the non-secular, the informant is open about the personal
grounding in an irreligious understanding of the world. This is experienced as a way to
create a space where the informant can talk openly, honestly, and productively with the
patient about the non-secular, thereby also creating a good relationship with the patient,
which the informant describes can evoke an “important moment”. By being open to,
and respectful of, the situational grounding of the physician and the patient in different
understandings of the non-secular, the informant establishes his/her own grounding on
par with the patient’s in a stance of mutual respect. In this way, the informant negotiates
a way to address the non-secular, not due to the professional role as physician, but to
the physicians’ personal convictions as an atheist, thereby establishing his/her relation
to the non-secular and, through this, empowers the patient in the relevance of the non-
secular sphere.

In the physicians’ approaches, focus is on the patient’s needs and understandings, and
although personal groundings can be expressed, there is a strive to not compromise their
own professional discourse.

4. Discussion

Through the post-secular negotiation, the non-secular sphere is recognized as different
from the secular sphere, while still approached through a secular activity (e.g., physician–
patient consultation) grounded in a secular discourse (e.g., healthcare). The discussion
focuses on the post-secular negotiation, clinical implications, and research considerations.

4.1. The Post-Secular Negotiation

Analyzing why physicians in the current study found religion difficult to address
in healthcare resulted in the recognition of two different spheres: the secular and the
non-secular. The analysis thereby accentuated the theoretical point, derived from Berger,
that it is not a question of whether a person is either secular or non-secular, since the
two concepts refer to different spheres that people move between according to relevance.
The acknowledgement of the secular and the non-secular as two distinct spheres is in
accordance with research studies showing that spirituality and religion are employed
by inhabitants also in countries dominated by secular discourses as approaches to the
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existential dimension, and thus are important to address in healthcare (Büssing et al. 2007;
la Cour and Hvidt 2010; Pedersen et al. 2018). Thereby, a nuanced perspective is added to
the understanding of human beings as not being either secular or religious/non-secular,
but both secular and non-secular (Berger 2015), and furthermore, this offers a theoretical
understanding for approaching the non-secular in the secular healthcare discourse.

In our findings, it was illustrated that the non-secular is present and recognized by
the physicians as a possible important interaction with their patients. However, when
physicians experienced patients moving between the two spheres, an ambivalent situation
occurred because the physicians were uncertain about how to interact with the non-secular
in secular healthcare. The situation became uncertain for the religious and irreligious
physician alike, and they reached the same conclusion, namely, to approach the non-secular
only if the patient brought it up and, even then, with great caution. However, if the patient
can move between the two spheres while the physician has to remain in the secular sphere,
this might be experienced as a barrier for communication, and the patient ends up in a
position where potentially important ways of living with their illness are dissociated from
their consultation and treatment. Being aware of this situation, the physicians tried to
negotiate a way to approach the non-secular without compromising the secular grounding.

The post-secular negotiation as a thematic finding enabled a focus on the physicians’
attempts to address the non-secular while keeping the grounding in the secular sphere.
Since people hold both secular and non-secular spheres in their life, the post-secular negoti-
ation showed an approach through which both the secular and the non-secular aspects of
the patients’ life could be addressed in secular healthcare through related activities. The
post-secular negotiation then exemplifies the attempt to overcome the boundaries and
difficulties while remaining grounded in the secular sphere. This is an argument against
“balkanization” (Gonsiorek et al. 2009) in the current context, suggesting that one cannot
address religion without being religious oneself. Thereby, balkanization implies a risk
of creating a fragmentation in healthcare, depending on the physicians’ relation to the
non-secular sphere, and a risk of proselytizing one’s own non-secular convictions. Instead,
the post-secular negotiation between the secular and the non-secular sphere shows that
the grounding is not the physician’s own conviction when addressing the non-secular, but
the secular grounding and competencies of healthcare. Consequently, in a secular societal
discourse such as healthcare, it is possible to recognize and respect patients’ non-secular
convictions and experiences without proselytizing their own non-secular convictions.

The non-secular as a concept that includes all diverse approaches to the existen-
tial dimensions in life is in correspondence with current research (Andersen et al. 2021;
Pedersen et al. 2018; Schnell 2011; Tarbi et al. 2021). This inclusiveness implies that religion
may be less difficult to address as it becomes an aspect of the non-secular. The physicians
and other health care professionals can approach the non-secular through the post-secular
negotiation and listen to the patients’ individual approaches to the common existential
dimensions in human life. The post-secular negotiation thereby enables religion to be
addressed from the professional grounding in existential communication in healthcare.

4.2. Clinical Implications

Healthcare is a secular societal discourse where non-secular themes are often focal
points, meaning that the non-secular is inherent in healthcare; not in the secular societal
discourse per se, but as a sphere inherent in the people who use the healthcare system,
professional and patient alike. Seeing that the non-secular is part of the common existential
conditions and that everybody is confronted with the non-secular at some point or another
could support physicians when meeting the patients with empathy, not because they share
the same convictions as their patients, but because they share the same common condition:
the non-secular as part of being human.

As a professional representative grounded in a secular societal discourse, a precondi-
tion for breaking down the reluctance to address the non-secular may thus be a recognition
of the presence of the non-secular aspects in the patients’ and one’s own life. Patients
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are reported to wish for a dialogue about the non-secular in relation to their illness, and
some patients want to talk about these themes with their relatives or a chaplain, rather
than a healthcare professional, as outlined in a review by Best et al. (2015). However,
the shift between the two spheres can be almost instantaneous; a question or a comment
referring to the non-secular can come ‘right out of the blue’, so to speak. To be prepared for
addressing the non-secular, the healthcare professional can use a post-secular negotiation
as an explicit reflection on how to answer ethically, respectfully, and empoweringly to any
kind of non-secular comment or question from a patient. The post-secular negotiation is
thus relevant because the non-secular aspects are important to patients and because the
relationship between health and the non-secular is significant and influences patient health
(Best et al. 2015; Koenig et al. 2012). Furthermore, the complex discussions mentioned
in the introduction emphasize the context for everyday life in clinical practice as cultur-
ally complex and pluralist (Berger 2014; Nissen et al. 2021). Physicians and patients may
identify with different religious orientations which may complicate addressing religion in
secular healthcare even more. The post-secular negotiation offers an approach in which the
potential religious diversity can be addressed.

The current study is located in the specific and different medical areas of psychiatry,
chronic pain, and neurology, which might add knowledge on an overall theoretical level,
as it implies a relevance for healthcare in general. Further research is needed to study the
relevance of the findings related to clinical practice in other medical areas.

4.3. Research Considerations

The data was analyzed through the interpretative phenomenological perspective (IPA)
to illuminate how the physicians in our data material made sense of their experiences with
religious aspects in consultations with their patients. The further analysis was based in
IPA’s secondary loop of interpretation using theoretical concepts to disclose the meaning of
the informants’ experiences (Smith et al. 2009, p. 34). This theoretical secondary loop can
be criticized for not being true to the phenomenological stance. However, throughout the
analysis, we continually revisited each case to ensure the grounding in our data material
while at the same time being open for new insights through exploration as a way to
enhance our understanding of the phenomenon of interest (Huniche and Sørensen 2019;
Johannesen 2018) as part of the iterative process that is well known in qualitative research
(Maxwell 2013).

A critique of the construct of the non-secular is the negation of the secular instead of
using a positive wording. Moreover, the binary construction might be viewed differently
from other local contexts and countries as they can be understood as Eurocentric construc-
tions not necessarily applicable in other contexts (Descola 2014; Mignolo 2021). However,
the constructs introduced in this study are not meant to be used in everyday language
but rather in analysis and theory in relation to research and current secular healthcare
practice. ‘The secular’, ‘the non-secular’, and ‘the post-secular negotiation’ are constructs
to be employed methodologically, and, as theoretical concepts, they are meant to enable a
deeper understanding of, and approach to, existential communication.

The constructs further suggest a nuanced description and an enriched understanding
of countries not as secular per se, but as dominated by secular societal discourses, healthcare
being one such discourse, with inhabitants encompassing both the secular and the non-
secular spheres. A nuanced description, understanding, and a reformulation of what
secularization means in local contexts may support existential communication in clinical
practice; if the way we speak about a phenomenon does not correspond to the way people
experience it, there may be a need to study possibilities for reformulations (Berger 2014).
Research in other areas, such as the secular societal discourses law, education, economy,
etc., might also benefit from this approach in order to study how the secular and the non-
secular interact and reciprocally influence each other and therethrough the secular societal
discourses and the inhabitants. Future research could apply the proposed constructs
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in diverse secular societal discourses to test whether they can enlighten the relationship
between the secular and the non-secular in other secular societal discourses than healthcare.

In relation to healthcare, it is important for further research to evaluate whether the
presented understanding supports existential communication for the benefit of physicians
and patients alike. This can be studied through an integration and evaluation of the
differentiation between the secular and the non-secular and the practical implementation
of the post-secular negotiation into education and further training.

5. Conclusions

The current study’s employment of the constructs of ‘the secular’, ‘the non-secular’,
and ‘the post secular negotiation’ offer a nuanced understanding of why physicians argue
religion to be private and difficult to address: grounded in the secular societal discourse
healthcare, the physicians were challenged in existential communication when meeting
religious patients in the consultation, since religious patients employ both secular and
non-secular activities and move between the two spheres according to relevance. The
analysis showed that a differentiation between the secular and the non-secular opens
for the non-secular to be negotiated through secular activities such as physician-patient
consultations in healthcare. We conceptualize the post-secular negotiation as addressing
the non-secular in a secular societal discourse through secular activities. The post-secular
negotiation thereby acknowledges the continued presence of the non-secular in both society
and individual and offers a way to address the non-secular without compromising the
professional grounding in secular healthcare.

The current study suggests future research to understand secular countries as countries
dominated by secular societal discourses and as inhabited by human beings who comprise
both the secular and the non-secular spheres. This offers a nuanced understanding of
existential communication in various secular societal discourses as practicing the post-
secular negotiation.

The understanding of the secular, the non-secular, and the post-secular negotiation
can support physicians in existential communication by emphasizing that the non-secular
includes not only religion but the diversity of approaches to the existential dimensions in
human life. Thereby, the post-secular negotiation presents potential for further research,
for clinical practice of healthcare professionals, and, most importantly, for the benefit
of patients.
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