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S PATIENTS NEARING THE END
of life grapple with their mor-
tality, their spiritual and re-
ligious concerns may be
awakened or intensified.!> Such con-
cerns may be the basis of patients’ medi-
cal decisions, including decisions about
life-sustaining interventions. Some pa-
tients may explicitly raise spiritual or
religious issues with physicians,®?
whereas others may not discuss them
but may be troubled by them or make
medical choices based on them that
physicians consider unreasonable. In
these situations, physicians need to ad-
dress patients’ spiritual or religious con-
cerns to provide better care. In addi-
tion, knowing these concerns helps
physicians to understand patients’ needs
and to provide them with respectful,
comprehensive end-of-life care.!1*1

As patients near the end of life, their spiritual and religious concerns may be
awakened or intensified. Many physicians, however, feel unskilled and un-
comfortable discussing these concerns. This article suggests how physicians
might respond when patients or families raise such concems. First, some pa-
tients may explicitly base decisions about life-sustaining interventions on their
spiritual or religious beliefs. Physicians need to explore those beliefs to help
patients think through their preferences regarding specific interventions. Sec-
ond, other patients may not bring up spiritual or religious concerns but are
troubled by them. Physicians should identify such concerns and listen to them
empathetically, without trying to alleviate the patient's spiritual suffering or
offering premature reassurance. Third, some patients or families may have re-
ligious reasons for insisting on life-sustaining interventions that physicians
advise against. The physician should listen and try to understand the pa-
tient's viewpoint. Listening respectfully does not require the physician to agree
with the patient or misrepresent his or her own views. Patients and families
who feel that the physician understands them and cares about them may be
more willing to consider the physician's views on prognosis and treatment.
By responding to patients’ spiritual and religious concerns and needs, physi-

cians may help them find comfort and closure near the end of life.
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Many physicians, however, feel un-
skilled and uncomfortable discussing pa-
tients’ spiritual and religious con-
cerns'®'® and therefore may avoid such
conversations  This article suggests how

physicians might respond when pa-
tients ot farnilies ratse such concerns near
the end of life. Although chaplains and
clergy typically help address these is-
sues, in sorme cases they may not be avail-
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DISCUSSING RELIGIOUS AND SPIRITUAL ISSUES

Box 1. Phrases to Help Elicit
the Patient's Concerns

1. Use open-ended questions.

Examples:

* Does your trust in God lead you
to think abeout cardiopulmo-
nary resuscitation in a particu-
lar way?

* Do you have any thoughts
about why this is happening?

2. Ask the patient to say more.

Examples:

* Tell me more about that.

» Canyou tell me how you think
she is suffering?

3. Acknowledge and normalize the
patient’s concerns.

Examples:

* Many patients ask such ques-
tions.

4. Use emphathic comments.

Examples:

* 1 imagine 1 would feel pretty
puzzled to not know.

+ That sounds like a painful situ-
ation.

5. Ask about patient’s emotions.

Examples:

* How do you feel about . . .?

* How has it been for you with
your wife in the intensive care
unit for so long?

able or the patient may not want to talk
to them. We analyze 3 cases in which re-
sponding to patients’ spiritual and reli-
gious concerns helps physicians reach
decisions about life-sustaining interven-
tions and alleviate patient distress.

CLARIFYING RELIGIOUS
STATEMENTS BY PATIENTS

When making clinical decisions about
life-sustaining interventions, some pa-
tients refer to their religious or spiri-
tual beliefs. In the following case, the
physician regards these religious refer-
ences as a distraction from her primary
task of making a decision about cardio-
pulmonary resuscitaton (CPR), thereby
missing an important clue about what
is important to the patient.!®*

Case 1
Case ] concerns religious beliefs in a dis-
cussion of do not resuscitate (DNR)
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orders. Mr R isa 77-year-old, white, re-
tired mechanic who has class II conges-
tive heart failure and coronary artery dis-
ease that cannot be revascularized. After
an emergency department visit for an ex-
acerbation of congestive heart failure, his
physician raises the issue of a DNR or-
der. After checking the patient’s under-
standing about his illness, the physi-
cian describes CPR." The following
conversation then occurs.

PHYSICIAN: In your situation, CPR is
very unlikely to succeed. What do you
think about what I have said?

MR R: Well, I want you to do what
you can. 1 trust that God will decide
when it's my time.

PHYSICIAN: Absolutely, Let me ask
you, if you were to have a heart attack,
your heart stopped, and you died,
would you want us to ry CPR?

This exchange is typical of DNR dis-
cussions.' This physician pursues her
agenda of settling the issue of CPR,
which seldom is a priority for the pa-
tient.*! Pressing the patient to make a
decision about CPR is unlikely 10 suc-
ceed, causing both the physician and
patient to feel frustrated.” Mr R may
feel that the physician is pushing him
to make a decision that he has not had
time to think through. Instead of push-
ing [or an immediate decision about
CPR, the physician might try to under-
stand how the patient is thinking es-
pecially in light of his comment about
God.!%3*2 Many patients want to dis-
cuss spiritual and religious issues with
physicians.®*

PHYSICIAN: What do you mean when
you say that you trust God?

MR R: Well, | place myself in God's
hands.

PHYSICIAN: Tell me more about what
it means to place yourself in God's
hands.

MR R: God has a plan about how
long I should live.

The physician may feel [rustrated that
she is no closer to her goal of clarify-
ing Mr R's DNR preferences, even
though she has tried to elicit his con-
cerns and values (Box 1}.**%* Physi-
cians vary regarding the techniques they
find useful when probing for patients’

values. For example, some physicians
or patients consider a phrase such as
“Tell me more about . . ." too psycho-
logically oriented or forced. Another
way to advance the discussion while fol-
lowing the patient's pace is to ask di-
rectly how his views of God are re-
lated to his decision about CPR.

PHYSIC1AN: You mention trust in
God. Does your trust in God lead you
to think about CPR in a particular way?

MR R: if God calls me, 1 am ready.
But when is he [God] really calling? 1
just dor’'t know.

At this point, physicians might pro-
ceed in several ways. Some physicians
might make an empathic comment such
as, “l imagine I would feel pretty puzzied
too about not knowing” or “That sounds
like a painful situation.” Such com-
ments would be particularly useful if the
physician believes that the patent’s emo-
tions are causing distress or impeding a
decision. Other physicians might invite
Mr R to say more about how his ideas
ahout God relate to his preferences about
CPR: “Do you have any ideas about
that?” Still others might be more direc-
tive, summarizing the discussion and
making the issue of CPR more explicit:
“Let me be sure I've understood. It
sounds like if you thought God was call-
ing you, you wouldn't want us to try to
revive you. But you're not sure when God
is calling you. Is that right?” If the pa-
tient agrees, the physician might then say,
“If T told you how likely it is that CPR
would succeed in various situations,
would that help you decide whether God
was calling you?” or altermatively, “When
you've known other people who have
died, what do you think helped them to
know when God was calling”? Through
such discussions, the physician can help
Mr R think through his preferences about
CPR, based on what is important to him
and the medical situation.

RESPONDING TO STATEMENTS
THAT MAY INDICATE
SPIRITUAL AND RELIGIOUS
CONCERNS

In other sitnadons, the spiritual or re-
ligious nature of a patient's concerns



/\.

may be less obvious than in case 1. Yet

hysicians need to become aware of
these concerns to respond to them ap-
propriately.

Case 2

Case 2 concerns questions about why
an illness has happened. Mrs L is a 64-
year-old woman undergoing combina-
tion chemotherapy for metastatic small
cell carcinoma of the lung. She visits her
physician 2 days after an emergency de-
partment visit for dehydration caused
by nausea and vomiting asseciated with
the chemotherapy.

Puysictan: How have you been
doing?

Mgs L: I don't know. 1 keep won-
dering why all of this is happening to
me.

PHYSICIAN: Well, as we talked about,
chemo tends to make people feel
down. Tell me, how much have you
been able to eat and drink since you
got home?

In this conversation, the physician
presses forward with biomedical ques-
tions, assuming that Mrs L is asking
why she became dehydrated. Al-
though it is important to evaluate her
hydration, the physician misses an op-
portunity to explore her concerns
first. 28 Mrs L's question, “Why is this
happening to me?” might have several
meanings. She may be asking for sci-
entific information. For example, why
did severe vomiting occur alter pre-
medication with antiemetics? Or, why
did the cancer occur after she stopped
smoking? However, Mrs L may also be
asking aboul psychosocial, existen-
tial, or spiritual issues. She may be try-
ing to find meaning in tragic events,
asking why bad things happen to good
people."?!**" The physician can distin-
guish these possibilities through an
open-ended question.

PHYSICIAN: Do you have any
thoughts about thar?

MRs L: Well, I wonder why God
would do this to me.

PHYSICIAN: Tell me more about that.

MRS L: T've been active in my church.
T've tried to be a good wife and mother.
I just don’t understand it.
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The physician may feel that this dis-
cussion has reached a dead end, de-
spite his efforts to elicit the patient’s per-
spective. However, continued attempts
may help the physician understand Mrs
L's concerns, which are apparently spiri-
tual in nature, and thereby provide her
some comfort.

PHYSICIAN: It sounds like you can’t
understand why this would happen
given all that you've done to lead a good
life.

MRS L: Yes, | sometimes feel that
God is punishing me, even though I've
tried to be a good person. Why else
would God let this happen?

PHYSIC1AN: It sounds like you're
thinking about the past, trying to fig-
ure out what you might have done.

MRS L: Yes, that’s it [tearful].

This dialogue is not a digression but
an integral part of clinical care be-
cause it builds empathy and helps re-
lieve distress. Empathic comments can
be therapeutic, showing that the phy-

sician has understood the patient and .

cares about her.?®*! Patients who be-
lieve that the physician has really un-
derstood them may no longer feel alone
with their distress.”?*

The physician in case 2 avoids sev-
eral pitfalls in responding to Mrs L's
spiritual and religious concerns (BOX 2).
First, he does not try to solve her prob-
lems.!® Trying to relieve suffering is a
compassionate human response and the
goal of palliative care. Fixing problems
is the focus of biomedical training. How-
ever, spiritual suffering cannot be “fixed”
in the same way that pain may be alle-
viated with analgesics. The physician
cannot answer the ultimate question of
why good people have fatal diseases. Yet
paradoxically, patients may feel com-
forted when another person is simply
present or “walks with" them.”

Second, the physician does not step
beyond his expertise and role, 17483+
Physicians should respect patients’ re-
ligious and spiritual views and avoid ex-
pounding or imposing their own be-
liefs.11-18.353% nlike chaplains and
clergy, few physicians have the train-
ing or expertise to engage in theologi-
cal discussions about the nature of God,

Box 2. Pitfalls in Discussions
Ahout Spiritual and Religious
Issues Near the End of Life

« Trying to solve the patient’s prob-
lems or resolve unanswerable
questions,

* Going beyond the physician's
expertise and role, or imposing
the physician’s religious beliefs on
the patient.

+ Providing premature reassur-
ance.

sin, and punishment.!>!® Moreover, the
roles of physician and spiritual coun-
selor usually are best kept sepa-
rated 137838 ey oot perhaps when
a physician has also had pastoral care
or seminary training.

Third, the physician does not offer
premature reassurance. When a pa-
tient questions the worth of her life,
compassion may impel the physician to
say that cancer is not a punishment
from God. However, immediate reas-
surance may seem superficial and fail
to achieve its goal. It might also deter
patients from disclosing other impor-
tant issues and emotions.***® As a re-
sult, patients may be burdened by un-
expressed concerns and feel that the
physician has not understood them.**

Physicians may find it difficult to re-
frain from attempting to alleviate the
patient’s spiritual suffering or from of-
fering immediate reassurance. To over-
come their skepticism, physicians might
recall the last time they came home
from work and said, “I had a terrible
day.” Was it helpful if your spouse of-
fered advice about dicrating notes af-
ter each patient or reassurance that the
next day would be better? Or was it
more helpful if others listened to your
story, asked questions, and acknowl-
edged, “It does sound like a terrible
day?” Such reflections may help per-
suade physicians that they may not have
answers 1o the patient's spiritual or re-
ligious questions, but they still can pro-
vide a supportive setting that helps pa-
tients to find their own solutions.
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DISCUSSING RELIGIOUS AND SPIRITUAL ISSUES

RESPONDING TO A PATIENT'S
QUESTIONS ABOUT THE
PHYSICIAN'S RELIGION

During discussions of the patient’s spiri-
tual and religious concerns, he/she may
ask about the physician’s religion or
whether the physician believes in God
or is born-again.® Patients may have vari-
ous reasons for such inquiries. They may
wonder whether it is safe to talk about
spiritual and religious issues with the
physician. They may prefer a physician
who is sensitive to spiritual issues, is re-
ligious, or shares the same faith.'8*° In
social relationships, a disclosure by one
person often leads to a reciprocal discio-
sure by the other. More problemati-
cally, some patients may be curicus to
know personal information about their
physician or may want to engage the phy-
sician in religious discussions,

Physicians might respond in sev-
eral ways to such questions, Many phy-
sicians may feel that their religion is a
private matter and choose not to dis-
close it to their patients.'® If they are of
a different faith, they may be con-
cerned about a rift with the patient.'®
Physicians have no obligation to an-
swer questions about their religion.
However, physicians need to consider
how 1o decline without discouraging
patients from voicing their spiritual or
religious concerns, A physician might
say, “I'd like to keep the focus on you
rather than me.”

Other physicians might simply dis-
close their denomination. However, in
addition to answering the patient’s fac-
tual inquiry, such physicians should
also explore why the question is im-
portant to the patient.**

PHYSICIAN; 1am Jewish, butlam cu-
rious about why you asked.

MRs L: I guess I was wondering if
you could understand my questioning
of God.

PHYSICIAN: D'll certainly try my best.
Many patients question why bad things
happen to good people. It is impor-
tant for me to know that you are strug-
gling with this and that religion is im-
portant in your life.

Physicians who disclose their de-
nomination need to set appropriate lim-
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its, The question “What religion are
you?” is not an invitation for physi-
cians to explicate their spiritnal and re-
ligious beliefs. If patients ask about de-
tails, it is appropriate to focus the
conversation back on the patient.

RESPONDING TO RELIGIOUS
REASONS FOR REJECTING
THE PHYSICIAN'S MEDICAL
RECOMMENDATIONS

Patients and their families may insist on
interventions that physicians consider
futile ##? Such insistence may result
from disagreements over prognosis, re-
jection of physician authority, dis-
trust of the medical system, or a reli-
gious belief in miracles.

Case 3

Case 3 deals with belief that a miracle
will occur. Mrs M is a 72-year-old black
woman with chronic obstructive pul-
monary disease who has been receiv-
ing mechanical ventilation for 2 months
because of acute respiratory distress
syndrome and multiorgan failure. Be-
lieving that Mrs M now has only a 1%
chance of being successfully extu-
bated, her physicians begin to discuss
limiting life-sustaining interventions.

Mrs M is unable to participate in these

discussions. She had previously indi-
cated that her usband should act as her
surrogate but did not provide specific
directives for her care. Mr M and their
2 children insist that mechanical ven-
tilation be continued.

PHYSICIAN: Let me explain again how
sick she is and that she has not im-
proved, despite all our efforts.

MRM: Weknow that she is very sick.

PHYSICIAN: Yes, she is very sick. Her
lungs are not healing. She is barely hold-
ing omn.

MR M: God has stronger healing
powers. He will answer our prayers and
work a miracle.

PHYSICIAN: You know, miracles are
rare. Most of the time they don't oc-
cur.

This exchange illustrates how phy-
sicians may seem to dismiss religious-
based insistence on interventions they
consider ill-advised. In these conver-

sations, each party may feel frustrated
and believe the other party is not lis-
tening. The physician in this case uses
common but usually ineffective tac-
tics to try to dissuade the family. First,
she tries to provide more facts or argu-
ments.* However, such insistence usu-
ally springs from different values, not
{actual misunderstandings or disagree-
ments. Second, the physician argues
that miracles by definition are un-
likely. However, faith in miracles does
not depend on their probability. Other
physicians might try to reframe the con-
cept of “miracle.” For example, they
might suggest that the miracle will not
be Mrs M's recovery but rather the gath-
ering of relatives to be with her a final
time. Although the family might reach
this reformulation on their own, they
are unlikely 1o be persuaded by some-
one who does not believe in miracles.
Furthermore, using the family’s reli-
gious terms to get them to agree with
the physician’s plan can be manipula-
tive. As tension mounts, physicians and
families may become polarized, and dis-
agreements may escalate into con-
flicts. Rather than reiterate her own po-
sition or press the issue of limiting
interventions, the physician might do
better to listen to the family and try to
understand their views.*

PHYSICIAN: What would a miracle
look like to you?

MR M: We know that he [God] will
answer our prayers. The bible says that
prayer can move mountains.

PHYSICIAN: | see that your faith is
very important to you,

MRrM: It is. Qur faith is strong that
God will work a miracle and she will
come home with us.

PHysIC1aN: T also hope she can go
home.

MR M: We just want you to do your
best, so that God's will can be done.

The physician has defused the dis-
agreement by listening 1o Mr M’s views
on miracles, acknowledging the impot-
tance of religion for him, and aligning
with his hopes that Mrs M might re-
cover. In turn, Mr M seems more ac-
cepting of the limits of medicine in this
situation. “1 wish” or “I hope” state-



™ ments by physicians can be particu-
larly useful in such situations.*® Star-
ing a wish allows the physician to share
the family's hope without reinforcing
unrealistic expectations.** However,
framing the statement in this way also
implies that it is unlikely that these
hopes will be realized.

After finding common ground with
Mr M, the physician can explore
whether his teligious views have other
implications for Mrs M's medical care.

PHYSICIAN: As you think about Mrs
M’s illness, what else do you hope for?

MRM: We hape, we know, that God
will not let her suffer.

PHYSICIAN: Do you feel that she is
suffering now?

MR M: She has all those needles and
tubes, and she doesn't recognize us most
of the time.

After listening to Mr M’s belief in
miracles, acknowledging the impor-
tance of religion to him, and aligning
with his hopes, the physician may ap-
propriately turn the discussion to-

ward other hopes for that patient. How-
 ever, asking about Mr M's other hopes
as soon as he mentioned miracles might
seem dismissive or disrespectful of his
religious beliefs.

In addressing Mr M’s religious con-
cerns, the physician achieves several im-
portant goals (Box 3). First, clarifying
Mr M’s belief in miracles helps the phy-
sician appreciate why the family wants
to continue “futile” interventions and
how faith is a source of support and
hope to this family. Second, the phy-
sician connects with the family. Listen-
ing respectfully does not require the
physician to agree with the family or
misrepresent her own views. Once the
family feels that the physician under-
stands them and cares about the pa-
tient, they may be more willing to hear
her views on prognosis and care.**
Third, the physician works toward
shared goals. After the physician ac-
knowledges the importance of reli-
gion to Mr M, it is safer for MrM to ex-
press his ambivalence about his wife’s
condition. Subsequently, the physi-
cian and Mr M might be able to agree
on relief of suffering as a goal of care.

DISCUSSING RELIGIOUS AND SPIRITUAL ISSUES

In turn, this goal might help the phy-
sician and family agree on specific clini-
cal decisions about ventilation, vaso-
pressors, dialysis, and CPR. After such
discussions, some families or patients
may make choices that differ from the
physician’s recommendation. How-
ever, these discussions will at least re-
duce the conflict and ill will over such
decisions.

When a patient cannot speak for her-
self, her physicians need to ascertain
whether her own beliefs are consis-
tent with those expressed by her fam-
ily. In this case, the physician later
learned that Mrs M had led prayer
breakfasts and bible study groups and
had expressed views similar to her hus-
band's. The physician therefore felt re-
assured that Mr M was accurately con-
veying her beliefs.

Knowledge of their religious con-
cerns and beliefs may help physicians
mobilize support for patients and fami-
lies. Many will welcome visits, prayers,
scriptural readings, and religious ritu-
als from chaplains or clergy of their own
choosing. Equally important, how-
ever, other patients and families may
not want ministrations from chap-
lains and clergy; their views should also
be respected.

In conclusion, physicians respond-
ing to spiritual and religious concerns
that patients raise near the end of life
can keep in mind several guidelines.
First, they should respect the patient's
views and follow the patient’s lead in
exploring how these issues affect their
decisions about medical care, cause dis-
tress, or provide comfort. Second, phy-
sicians need to appreciate the limits of
their expertise, role, and training. It is
appropriate for the physician to listen,
ask clarifying questions, and explore the
patient’s feelings, as with any topic of
importance to the patient. However,
physicians should not try to convert pa-
tients and generally should not en-
gage in theological discussions or in-
vite patients to participate in religious
rituals. Third, physicians should main-
tain their integrity and not say or do
anything that violates their own spiri-
tual or religious views. These guide-

Box 3. Goals for Physicians
When Discussing Spiritual
and Religious Issues With
Patients and Families

Near the End of Life

* Clarify the patient's concerns, be-
liefs, and needs and follow hints
about spirituzal or religious
issues.

* Make a connection with the pa-
tient by listening carefully, ac-
knowledging the patient’s con-
cerns, exploring emotions, making
empathic statemenis, and using
wish statements.

+ Identify common goals for care and
reach agreement on clinical deci-
sions.

* Mobilize sources of support for
the patient.

lines may provide physicians with tools
to help patients find comfort and clo-
sure near the end of life.
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Everything ought to be beautiful in a human being:
face, and dress, and soul, and ideas.
—Anton Chekhov (1860-1904)
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