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Abstract

Technological advances in medicine allow health care providers to diagnose diseases earlier, diminish suffering,
and prolong life. These advances, although widely revered for changing the face of cancer care, come at a cost
for patients, families, and even health care providers. One widely cited consequence of better diagnostics and
improved treatment regiments is the sense that there is always one more test or therapy available to extend life.
Such an approach to cancer care can prove detrimental to patients’ healing. In addition, these new tests and
treatments further focus attention on the body as the site of healing and cure while downplaying other aspects of
health. The absence of psychological, social, and spiritual care from a patient’s cancer care plan compromises
healing and makes palliative and end of life care more complicated. In this essay, | discuss the tensions that exist
between contemporary cancer care and spirituality and use Communication Studies scholarship to navigate the
challenges of integrating a patient’s religious or spiritual beliefs into their cancer treatment and care. In addition
to discussing the challenges of communicating about sensitive topics such as illness, spirituality, and dying, this
article uses narrative examples from a comprehensive cancer center and a hospice (both in the United States) to
understand how people with cancer and other terminal illnesses communicate their spirituality and how these
conversations influence health care choices and provide comfort. By understanding how patients communicate
about topics such as the meaning of life, quality of life, dying and death, providers are better equipped to offer
care that is consistent with a patient’s beliefs and life goals. This approach maintains that communication is
more than a means of transferring information, but is constitutive. By understanding that communication creates
our lives and shapes our worlds, lay and professional caregivers can meet patients where they are spiritually,
emotionally, and socially and offer effective care that is culturally situated. For many in Muslim societies, a
cancer diagnosis is Divine fate. Understanding a cancer diagnosis as destiny offers comfort to some, yet cancer
patients and their family members may experience isolation because of the stigmas associated with the disease.
This double-bind can lead to spiritual or existential crises, which draws further attention to the need for effective
spiritual care that ultimately fosters patient and family healing whether or not a cure is possible. Bringing
together various approaches to communicating about diverse spiritual and religious ideas may allow for enhanced
comprehensive cancer care.
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Introduction Increasing communication is a necessary step for
improving cancer care in communities where the disease
Acancer diagnosis ruptures a person’s existential amdmains proscribed. Elizabeth Kubler-Ross (1969), a
social well-being. To paraphrase cancer patient, Anatofesychiatrist, made this observation about the proscription
Broyard (1990), for the physician, illness is a routinearound dying and death in the United States more than
incident in their rounds, but for the patient, it is the crisigl0 years ago. While communication that is more open
of their life. In such times of crisis, patients look to theircan help counteract the stigma associated with diseases
physicians and other health care providers for guidanaich as cancer, effective communication is essential if
about how to heal the wounds caused by disease. Healicagre is to improve and meet patients’ needs. According to
for such patients involves more than developing a plaviingling and Keeley (2007), many medical journals call
for medical treatment, but also includes the need fdorimproving communication to advance health care, but
compassion and solace. The need for empathetic carefesv take seriously the scholarly study of communication
universally important, but particularly necessary inand wrongly assume that more communication equals
societies where a conspiracy of silence around diseasegtter communication. These studies rarely call upon the
such as cancer, leads to isolation and suffering. expertise of communication scholars (Yingling & Keeley
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2007). One reason for this oversight likely involves thekeeley, 2004; Puchalski, 2006; Keeley & Yingling, 2007;
perception that communication is simply a conduit forWills, 2007; 2009). More and more studies document the
transferring information from a speaker to a receiverbenefits of spiritual care, and the relationship between a
Communication, in fact, is a complex process thaperson’s spiritual well-being and health (Balducci, 2008;
profoundly shapes individuals’ social worlds (Craig,McClain etal., 2003; Puchalski, 2006; Schenck & Roscoe,
1999). By understanding the constitutive nature o008; Wills, 2007; 2009). These studies note that
communication, health care providers, especially thosgystematic study of spirituality is difficult because
who focus on cancer care are better able to provide f@onceptions of spirituality vary. Many scholars
patients in effective and holistic ways. operationally define spirituality, drawing clear distinctions
Around the world, advances in medical technologypetween spirituality and religion, associating spirituality
have significantly improved health care. In some case#/ith a search for meaning (Egbert et al., 2004; Hall, 1997;
these advances result in longer life expectancies and chigrmsen & ten Have, 2004; Keeley, 2004; Wills, 2007),
diminish physical suffering, but technology canwhereas organized structures and practices constitute
simultaneously undermine a patient’s emotional andeligion and religiosity. Wills (2007) contends that
spiritual well-being (Puchalski, 2006). Physicians, andspirituality is a private matter, while people enact religion
sometimes their patients, focus more on seeminglgollectively and in public settings. Religion and spirituality
objective conceptions of health, including scans and tegtform each other rather than subsisting apart from each
results rather than peace of mind or quality of lifeother. In other words, according to Hermsen and ten Have
(Balducci, 2008). | have observed patients, who with th€2004 pp. 354-355), “Religion usually expresses
support of their physicians, seek one more treatment, ors@irituality, but spirituality does not necessarily relate to
more surgery, in hopes of extending their lives. Anreligion”. The distinctions between spirituality and
emphasis on treatment and cure takes attention away frogligion acknowledge that while not everyone embraces
caring for a person’s spirit, her quality of life, and healinga religion, all people are spiritual and can benefit from
As Puchalski (2006 p.x) notes, by focusing on spiritualityspiritual care. It is important to note, however, that
“we open ourselves up to a type of healing that, while ngicholarly distinctions between spirituality and religion
necessarily curative, does restore us to a wholeness tiag@y reflect contemporary American discourse and not
is perhaps more significant than the cure of a physicdlecessarily mirror cultural or social practices that take
illness”. place in health care settings . For some societies, including
The separation of the spirit and spirituality frommany of those informed by Islamic faith, religion is not
matters of health is a recent development (Parrott, 2008eparate from, but informed by Islamic teachings (Nasr,
Puchalski, 2006; Wills, 2007; 2009). Hippocrates, whosd987).
influence in Western medicine is far-reaching, believed Identifying and meeting individuals’ spiritual needs
in a connection between the physical body and the sofresents several communication challenges for health care
and instructed physicians to care for the entire persoproviders (Tullis, 2009). This esay offers descriptions of
(DuPré, 2005). According to Farage (2008), in the Galendspiritual communication from a cancer center and a
Islamic tradition, “to the trained physician’s discriminatinghospice in the United States to reveal the tensions that
touch, the pulse sounded imbalances in both body arkist when providing spiritual care. These narrative
soul” (p. 23). Farage goes onto say that today the pulsevignettes serve as a foundation for understanding how
“mute, soulless, insensible and quantifiable” revealing th&eriously ill people talk about their spirituality. Analysis
contemporary relationship between physician and patie®f these interactions illuminate strategies to assess spiritual
(p. 28). Today, a patient’s pulse is not listened to for it§ieeds and communicate about spirituality with patients
texture or quality, but measured in beats per minut@nd caregivers touched by cancer. In addition to offering
(Farage, 2008) and a patient’s story is reduced to a list tories from two health care settings, this article presents
actionable symptoms (Browning, 1992; Eisenberg, 2008 definition of spirituality that is inclusive of many
Groopman, 2007; Tullis, 2009). A physician’s touch nowdifferent belief systems.
only comes in the form of palpating or navigating The perspective adopted here maintains that
diagnostic probes. spirituality is synonymous with a person’s meaning of
The benefits of medical technological advances arlife and the beliefs and goals that comprise what gives a
immense and indisputable, yet they cannot supplant tHée meaning influences a person’s approach to health.
healing power of touch or an empathetic listener. Thes@/hile not everyone would describe herself or himself as
developments do not eliminate the influence of religiougeligious, or believe in an omniscient force that guides
or spiritual beliefs on understanding disease. In factheir life, this definition acknowledges that all people are
Sachedina (2009) for example, argues for an extensiapiritual. This definition also creates space for
evaluation of Islamic moral values to guide contemporargommunicating many different types of spirituality and
medical professionals and care. Patients with access $giritual care and does not require that people label
the best, most advanced forms of treatment still seetkhemselves spiritual. As this paper reveals, numerous
compassionate care that attends to the body and the sp#firitualities exist that include a variety of activities,
(Tullis, 2009). Research demonstrated that spirituality antlehaviors, and ideas that reflect patients’ conceptions of
spiritual issues comprise a particularly important elemerivhat gives their lives meaning. Experts note the relative
of a person’s life when the ill and their caregivers struggl€ase of diagnosing and treating physical pain over other
to make sense of disease, dying and death (Kaut, 200gpes of pain people experience at the end of life (Callanan
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& Kelley, 1992; Puchalski, 2006); however, caregiversher physician begin their visit at the cancer center’s clinic.
ability to assess spiritual pain and suffering proves morehis clinic focuses on older adult patients.
difficult. According to Puchalski (2006 p.21pain is  “You look wonderful, Dr. Basilio says, “How are you
multifactorial; physical, emotional, social, and spiritual. feeling?”
Anyone of these can exacerbate the total experience 6Not too good, doctor,” she replies, with a slight accent
pain. Spiritual pain and suffering can include angst oveindicative of some place in the Northeastern United States.
unfinished business with family, fears of retribution inAs | try to commit the details of the scene to memory so |
the afterlife, or guilt about past interpersonal conflictscan record them in my field notes, Mrs. Crandall's
Health care providers may fall back on their bio-medicatesemblance to my 88 year-old great aunt captures my
training and fail recognize the connections between attention. Mrs. Crandall is in her 70s, a decade younger
patient’s suffering and spiritual pain. Spiritual pain is nothan my great aunt is, but Mrs. Crandall could easily be
necessarily invisible because as Kaut (2002 p226) notesistaken for a woman in her late 60s. She is wearing a
there isevidence [that] spirituality is likely to be expressedstriped sweater twin set, matching solid navy blue
in observable attitudes, beliefs, and behaviBeople are  polyester pants with an elastic waist, and a strand of large
capable of communicating their spiritual needs ifwhite beads hangs heavily around her neck. She is very
prompted. A patient’s spiritual self-awareness willpetite, which is probably why she reminds me of my great
influence a caregiver’s ability to offer spiritual careaunt.
because while some patients may not know, easily identiffoday, Mrs. Crandall’s chief complaint is her painful
or understand their spiritual needs, others may freelglistended abdomen. “My stomach is so big that my pants
articulate their spiritual requirements. Spiritual or religioushardly fit anymore and it's so uncomfortable | can barely
leaders (e.g., Chaplains, Imams, Pastors, Mullahs, Rabbig dancing,” Mrs. Crandall explains. | am surprised how
and Priests) and other caregivers may have to identifyuickly Mrs. Crandall’s tone has turned from light and
patients’ spiritual beliefs and needs by offering prayercarefree to almost whiny.
suggesting guided meditation, or asking patients abotVhat type of pain? Is it dull or sharp?”
their beliefs related to the meaning of life, the purpose dit's dull, achy.”
illness or disease, or exploring what matters most to ‘@oes it come and go or does it stay?”
patient on that day (Tullis, 2009). “It's usually always there.”

Identifying and caring for a patient’s spiritual needs‘Okay. Can | examine you?”
does not necessitate special skills as much as it requireMas. Crandall rises in response to Dr. Basilio’s request.
willingness to be present with a patient and attend to theis Mrs. Crandall stands, | can see that she is not very tall,
spiritual needs as they arise. The following sectiomaybe an inch or two above five feet. She does not remove
describes several examples of caregiver-patierdny of her clothing and uses the small step stool to get on
interactions that highlight spiritual communication in twothe exam table. Dr. Basilio pulls out the small shelf to
health care settings, a large not-for-profit hospice and support Mrs. Crandall’s legs and gestures for Mrs. Crandall
comprehensive cancer center both located in the lie down. Dr. Basilio lifts her shirt to reveal and palpate
Southeastern United States. The first vignette illuminateser abdomen. The skin across Mrs. Crandall’s belly looks
how one person’s love of ballroom dancing constitutestretched and pulled taut. Although my medical training
what gave her life meaning — a marker of her spiritualityost its currency long ago, | can see that this patient's body
— and influenced her health care choices. The secolgla source of discomfort and pain.
example describes how activities as mundane as househglffer palpating all four quadrants of Mrs. Crandall's
chores can hold spiritual significance. The following cas@bdomen, Dr. Basilio tells Mrs. Crandall that the mass is
comes from observations | conducted at a cancer cenferobably her disease and recommends chemotherapy

in 2005. treatment. Dr. Basilio’s delivery is matter of fact, neutral,
but not cold. With only a few clinic observations under
Spiritual Communication in the Field my belt to date, | think Dr. Basilio is telling Mrs. Crandall
“Hello Mrs. Crandall, " Dr. Basilio says, in a deep friendlythat her cancer is back. | expect Mrs. Crandall to look
Italian accent. devastated and | glance in her direction to capture her

“Oh, Hi Dr. Basilio,” Mrs. Crandall says, matching Dr. reaction.
Basilio’s friendliness. After receiving a kiss on the cheekDoes that mean I'll lose my hair,” Mrs. Crandall says,
from the doctor, Mrs. Crandall looks up at me and | smilgvith reservation and anxiety in her voice. (Your hair? |

self-consciously because of my new orthodontia. can't believe Mrs. Crandall’s primary concern is her hairl,
“Hi,” | say, as | extend my hand to Mrs. Crandall. | think to myself).

“Jillian is a professor of communication working with “Yes, that is a side effect of most types of chemotherapy,”
me,” Dr. Basilio interjects. the doctor replies. Mrs. Crandall asks for an alternative

“Pleasure to meet you,” Mrs. Crandall replies, “This istreatment several times, she is practically begging for

my friend Helen. She’s a retired RN,” she continues, witlsomething other than chemotherapy. Mrs. Crandall even

a mildly perplexed look on her face. | convince myseligoes so far as to suggest a treatment that she did not tolerate

Mrs. Crandall expression has more to do with thevell in the past.

incongruent image of a professor wearing a white lab co&Can't | take that other thing? The stuff | took last time,”

than my metal mouth. Dr. Basilio and | both greet HelemMrs. Crandall says, pleading.

and | take my place near the exam table as the patient afdrs. Crandall do you remember the side effects the last
Asian Pacific Journal of Cancer Prevention, Vol 11, 2010: MECC Supple@nt
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time?” illustrates that in some instances a person’s spirituality
“It was awful, it gave me dry heaves,” she exclaims. rises to the surface during a conversation, however, one
Confident there are few other treatment options, Drchallenge remains, how do health care providers pursue
Basilio says, “I will look into a cooling cap for you. But | appropriate medical care in light of spiritual beliefs and
doubt they are available because they are not very effectivishes? Hopefully, physician and patient can collaborate
at preventing hair loss.” on a plan of care that meets the needs of the body and the
Mrs. Crandall’s friend, Helen interjects her opinion abousoul. Mrs. Crandall easily acquiesced to the wisdom of
the chemotherapy, “Just do it Diane. Your hair will growher friend (a former RN) and her oncologist, and pursued
back.” treatment. Some patients, however, will refuse treatment
Dr. Basilio seconds Helen’s comments and tells Mrsin pursuit of life goals and quality of life (Balducci, 2008).
Crandall that chemotherapy is the only way to stop th&he next time | saw Mrs. Crandall in the clinic, she was
pain and arrest the cancer that is likely spreadingrearing a stylish wig, the distention in her abdomen
throughout the lining of her stomach. “Okay Dr. Basilio.subsided, and although she tired easily, Mrs. Crandall had
Whatever you say, | trust you,” Mrs. Crandall says. “Butreturned to the dance floor.

| really wish there was some other way because | don't Companions frequently accompany patients during
want to lose my hair.” visits to Dr. Basilio’s clinic and it is common for that
“We’ll schedule you an appointment at the infusion centeperson to participate in the interaction (Eggly, et al., 2006).
and I'll call up there and ask about the cooling caps. We'll have observed many levels of interactions during clinic
see you soon,” Dr. Basilio says, as he leans over to givahd hospice visits from a silent spouse to an adult-daughter
Mrs. Crandall a departing kiss. “It was pleasure to meetWho takes copious notes and asks many questions. In
he says to Mrs. Crandall’'s companion, Helen. “You are gamilies where cultural practices dictate protecting a
good friend,” he says, and walks out the door. patient from potentially devastating health information

| shake Mrs. Crandall’s and Helen’s hands. “It was nicgLipson & Meleis, 1983), identifying spiritual needs may
meeting both of you. Take care,” | say, as | walk out th@rove more challenging. In addition, some family
door. members, particularly those who are also caregivers, talk
Returning to the clinic work area, | learn, by listening toas though they are the patient, which is another type of
Dr. Basilio and his nurse Samantha that they probably deommunication prohibitive of addressing a patient’s needs
not have the cooling caps once used in an attempt tmd determining her wishes. This was the case for Mrs.
prevent alopecia, or hair loss caused by chemotheragRobertson, a 73- year old patient with a history of breast
“They don’t work,” Samantha says. cancer. During a clinic appointment, Mrs. Robertson’s
“I know, | just thought | would ask because Mrs. Crandaldaughter accompanied her and was so involved that she
is worried about losing her hair. She probably has cancebmmandeered the visit. Not only did Mrs. Robertson’s
all over her abdomen and she’s worried about losing hefaughter have a hand written list of seven questions, she
hair,” Dr. Basilio says. | am relieved to hear the doctobften used the “we” pronoun when discussing test results
share my sentiments about Mrs. Crandall’s imminent haiind the patient’s care plan. The daughter’s involvement
loss. | also learn that Mrs. Crandall is an avid ballroonin the appointment became a concern when she insisted
dancer with a history of breast cancer and Dr. Basilio ithat her mother inquire about her diagnosis and treatment.
concerned that the distended abdomen is a sign that shis better to know,” the daughter said, “so it [cancer]

now has peritoneal cancer. doesn’t take you. Surgery [if needed] is just a stop along
the way.” Mrs. Robertson’s daughter emphasizes fighting
Analysis and Interpretations for life, no matter the circumstances. In hospice, a patient’s

This interaction between Dr. Basilio, Mrs. Crandall,family members (as designated by the patient) comprise
and her friend Helen reveals several interesting insightbe unit of care, but whether formally recognized or not,
about spiritual care, health, and communication. Firstamily and caregivers greatly influence communication
upon greeting Mrs. Crandall, Dr. Basilio greets his patienih health care settings. Visibly upset and frustrated by her
with a handshake and a kiss. People frequentlgaughter’s involvement, Mrs. Robertson acquiesced and
underestimate the value of these types of nonverbalgreed to aggressive treatment.
communication. A recent article in the New York Times  Mrs. Crandall and Mrs. Robertson brought one person
reported findings from a study highlighting the benefitsto their clinic appointments, but it is not always realistic
of touch, noting that brief contact can reduce serotonito expect just one or two people to join a patient during a
levels (Carey, 2010). Second, Mrs. Crandall's reaction toisit. Family dynamics, culture, and timing all influence
chemotherapy is startling because it seems irrational the number of people who might accompany a patient. |
resist a potentially life-saving or life extending treatmenhave observed clinic visits where a patient brings as many
to avoid hair loss. Mrs. Crandall’s request for a form ofas five family members and in hospice settings the number
treatment with detrimental side effects further emphasizesf loved ones involved in a patient’s care is sometimes
her commitment to keeping her hair. Mrs. Crandall’sgreater. Family history and communication styles can
pleading is evidence (see Kaut, 2002) of her spiritualitgonstrain interactions prohibiting spiritual assessment and
because ballroom dancing gives her life meaning anclare. | have heard hospice team members report stories
purpose. The tension of course is that Mrs. Crandall alssf patients who have abandoned their religious
needs the treatment if she ever expects to return to t@bringings only to have family members and friends
activities that make her feel most alive. Third, this example@ressure the dying person to participate in rituals or insist

70 Asian Pacific Journal of Cancer Prevention, Vol 11, 2010: MECC Supplement



Bring about Benefit, Forestall Harm: What Communication Studies Say about Spirituality and Cancer Care

on display religious idols or symbols. A health carewhy cancer patients are less prone to openly complain
provider’s ability to identify and honor a patient’s spiritual about pain (personal communication, January 30, 2010).
or religious wishes proves more difficult in such Having accepted illness as part of God'’s plan does not
environments. eliminate spiritual pain or suffering completely. According
Spiritual needs for people who still have treatmento Sachedina (2009 p.8%)nmerited suffering is likely to
options available to them are sometimes different fronmake people doubt God's goodness, even if such suffering
the needs of people who know the end of their life is neaturns out to be the cause of some greater good...More
In addition, according to Long (2001), spirituality andcritically, the problem of underserved physical evil
communication are interdependent and the two conceptgnerates a struggle between hope and despair —an inner
are so enmeshed that it is difficult to know where oneonflict arises often in the face of the grim reality of
ends and the other begins. One patient | met whilthherited diseases like cancéks a result, patients may
conducting hospice research illustrates this point. Marpave fears that go unexpressed and unaddressed for fear
was dying of chronic obstructive pulmonary diseaseof appearing less than righteous and unfaithful, whereas
which prohibited her ability to clean houses, somethinghAmericans may question God and seek answers to those
she did for a living for years. She regularly mentionedjyuestions from spiritual or religious leaders. In some
her desire to clean house when her hospice social workktuslim societies (and some Christian traditions),
and | visited. On the surface, it seems that cleaning housmderstanding that good and evil both come from God
is a superficial act easily given up when iliness becomestill impede medical treatment because true believers
prohibitive. Cleaning houses, however, gave Mary'’s lifevould rely on God for healing (Sachedina, 2009). Second,
purpose, meaning, and a sense of order and control; thftg those who do seek medical care there is fear of stigma
cleaning was a spiritual act (Tullis, 2009). Kellehearand isolation. For example, according to Silbermann,
(2000) called this type of spirituality, situational women [may] hide the fact that they suffer from breast
transcendence, which can arise out of such issues as duncer, because of the fear that their daughters would
physical side-effect of symptoms, foreign environmentshave less of a chance to marry. Further, women hide the
and the loss of familiar work and home surroundingsfact that they suffer from the disease since their husband
Although Mary recognized the limits the illness placednhas the right to get another wife without any difficulty
on her ability to carry out a central element of her life, hefpersonal communication). While serious iliness can result
inability to do such meaningful work allowed the traumaticin social isolation for people in the United States, public
psychological dust to settle. Kiibler-Ross (1969) arguetlealth campaigns, non-profit organizations, and patient
that those of us not actively dying need to take the time tdemands for inclusion and compassion have changed how
sit listen and share, but this process is a two-way streajociety once viewed many stigmatizing diseases. These
By taking advantage of a captive audience, Maryapproaches hold communication in common and
supervised the cleaning of her spiritual house througkecognize that talking about iliness is a necessary step for
storytelling or life review (Tullis, 2009). promoting cultural and social change essential for
Writing about spirituality in hospice care, Kellehearindividual spiritual and physical health. Organizations,
(2000) notes that people who are not religious haveuch as the Middle East Cancer Consortium are making
concerns about forgiveness and closure that are mostrides to influence attitudes and beliefs about cancer.
synonymous with religious discourse than we might The ability to identify spiritual needs is challenging
expect. The tendency is to assume that religiouander social constraints and proscriptions. Yet, effectively
approaches are sufficient for resolving a patient's moratommunicating about spirituality in the context of
and ethical dilemmas as well as spiritual suffering, bupotentially life limiting illness is possible if we consider
this is not always the case. The observation makes cleahat gives a person’s life meaning and acknowledge that
the need for spiritual rather than religious interventionswhat makes life meaningful will guide health care choices.
The examples above come from a predominatel{Despite research that supports the benefits of freely
Judeo-Christian perspective in the United States. Yet, theyommunicating about illness, dying, and death, people
are relevant to non-Christian societies and health cafeil to talk (FitzSimmons, 1994-1995; Zhang & Siminoff,
settings because they articulate the relative ease @003). According to Zhang and Siminoff (2003), families
identifying spiritual concerns when care providers moveavoid talking about iliness and dying, hoping to maintain
away from exclusively religious understandings ofpositive attitudes and to sustain the health of the ill family
spirituality and spiritual pain. Although not often observedmember. Miller and Knapp (1986) further observed that
in the United States, there two factors that influencenany people feel unprepared to communicate with people
spiritual issues for cancer patients in the Middle Eastwho have a terminal illness (see also, Ellis, 1995).
According to Professor Michael Silbermann, ExecutiveProfessional and lay caregivers avoid these conversations
Director of the Middle Eastern Cancer Consortium, “Manyin part because they do not know what to say or for fear
Moslems [sic] believe in destiny, and accept the notiomf saying thevrong thing. Simple questions can begin a
that getting cancer is a matter that is controlled by Goddialogue or encourage storytelling locally and these
Allah and one has to accept it” (personal communicatiorgonversations become the first step in affecting change
January 30, 2010). The role of Islam in understanding globally (Frank, 1995). Miller and Knapp (1986)
disease such as cancer influences patients in two importanterviewed professional caregivers, specifically chaplains
ways relevant to communication. First, ill people are morand hospice volunteers, about their experiences
likely to accept God's role in disease, which may explaitommunicating with terminally ill people. Through
Asian Pacific Journal of Cancer Prevention, Vol 11, 2010: MECC Supplefiknt
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Table 1. Spiritual Conversation Starters Callanan M, Kelley P (1992). Final Gifts: Understanding the
Special Awareness, Needs, and Communications of the
Dying. New York: Bantam Books.

Carey B (2010). Evidence that little touches do mean so much.
New York Times.

,praigRT (1999). Communication theory as a field.

. Communication Theor®, 119-61.

Pré A (2005). Communicating about Health : Current Issues

and Perspectives. Boston: McGraw-Hill.

t ti If ts th . f cEj,gbertN, Mickley J, Coeling H (2004). Areview and application
retrospective seli-reports, these caregivers ONeredr ¢ .., scientific measures of religiosity and spirituality:

examples of what Miller and Knapp called wrong  assessing a missing component in health communication
behaviors as well as advice for effective communication researchHealth Communicatiorl6, 7-27.

with the dying. Poor timing, offering false hope, platitudesggly S, Penner L, Albrecht TL, et al (2006). Discussing bad
and withholding feelings were some of the examples of news in the outpatient oncology clinic: Rethinking current
wrong behavior. Advice included such suggestions as communication guidelines.Clin Onco) 24, 716-9.

|istening more and ta|k|ng IeSS, Showing emotionaEisenberg EM (2008). The social construction of healthcare
commitment, and not worrying about saying the wrong teams. In C. P. Nemeth (Ed.), ‘Improving Healthcare Team

. . . : Communication: Building on Lessons from Aviation and
thing. Based .u_pon research with thplce’ Tablg l lists Aerospace. Burlington, VT: Ashgate Publishing Company
several additional recommendations for spiritual (pp. 9-20)
conversation starters appropriate for health care settings;s'c (1995). Speaking of dying: An ethnographic short story.
that anyone willing to provide spiritual care can use (Tullis,  Symbolic Interactionl8, 73-82.

> What gives your life meaning/purpose?

> What activities or hobbies make you feel most alive?

> What is important to you today?

> Would you like prayer? Show me how you pray?

> Tell me about a time in your life when you were most happy
> What are some things that you would like to do, but you can’[Du
because of your illness?

2009). Farage, S. (2008). The Ethics of the Physician in the Galeno-
Using the phrasevrong thingdraws attention to Islamic Tradition. In J. E. Brockopp & T. Eich (Eds.), Muslim

presumption that there igight or correctthing to say to medical ethics: From theory to practice (pp. 21-37).

someone who is seriously ill. Columbia, S.C.: University of South Carolina Press.

Sincelslam does not divide the public space intoFitzSimmons, E. (1994-1995). One man’s death: His family's
ethnographyd Death Dying30, 23-9.

spiritual 'and Secqla}r. d(_)malneﬁgchedlna, 2009.) these Frank AW (1995). The Wounded Storyteller : Body,lliness, and
suggestions for. |n|t|at!ng spiritual conversa.ltlons.are Ethics. Chicago: University of Chicago Press.

respectful of a wide variety of cultural and social beliefs ;oooman JE (2007). How Doctors Think. Boston: Houghton
The principle oMaslahag forestalling harm and bringing Mifflin.

about good requires that we treat all people withHall SE (1997). Spiritual diversity: A challenge for hospice
respectfully, but that we must act with the interests of the chaplainsAm J Hospice Palliat Card 4, 221-3.

other in mind. In this essay, | have used examples frofdermsen MA, ten Have HAMJ (2004). Pastoral care, spirituality,
both a hospice and a cancer center in the United States to @nd religion in palliative care journafsm J Hospice Palliat
discuss the role of communication in providing spiritual auct:aKrg (2216325)3-F62éligion spirituality, and existentialism near
care and illuminate effective ways to assess and oftdt™| B 1Rk BEGRL SEH S P

spiritual care. Effective communication in cancer _Car?eeley MP (2004). Final conversations: Survivors' memorable
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Macmillan.
Lipson, J. G., & Meleis, A. I. (1983). Issues in health care of
Acknowledgements Middle Eastern patientsVest J Med139, 854-61.
Long (2001). Sparring with spirituality issues of entangling
| would like to thank Ms. Jill Munyan, Margaret M. spirituality and communication. In A. Rodriguez (Ed.),

Quinlan Ph.D., and Liz Edgecomb, Ph.D. for their = Essays on communication and spirituality: Contributions to

thoughtful comments on this essay. | would also like to @ new discourse on communication (pp. 37-46). Lanham,

thank Lodovico Balducci M.D., for encouraging me to  Maryland: University Press of America.

write about these experiences. McClain, C. S., Rosenfeld, B., & Breitbart, W. (2003). Effect of
spiritual well-being on end-of-life despair in terminally ill
cancer patients. The Lancet, 361, 1603-1607.

References Miller VD, Knapp ML (1986). The Post-Nuntio Dilemma:
Approaches to communicating with the dying. In M. L.
Balducci L (2008). And a time to di@ Med Persop6, 99-103. McLaughlin (Ed.), Communication Yearbook 9: Sage.
Browning LD (1992). Lists and stories as organizationalNasr SH (Ed.) (1987). Islamic Spirituality (Vol. 19). New York:
communicationCommunication Theor, 281-302. Crossroads.
Broyard A (1990). Doctor talk to me. New York Times, 26 Parrott, R. (2004). "Collective amnesia:" The absence of religious
August. faith and spirituality in health communication research and

72 Asian Pacific Journal of Cancer Prevention, Vol 11, 2010: MECC Supplement



Bring about Benefit, Forestall Harm: What Communication Studies Say about Spirituality and Cancer Care

practice Health Communicatiorl6, 1-5.

Puchalski CM (2006). A Time for Listening and Caring:
Spirituality and the Care of the Chronically Il and Dying.
Oxford: Oxford University Press.

Sachedina A (2009). Islamic Biomedical Ethics: Principles and
Applications. New York: Oxford University Press.

Schenck DP, Roscoe LA (2008). In search of a good déath.
Med Humanities30, 61-72.

Tullis JA (2009). Communicating spirituality, dying and a “good
death” at the end-of-life: The role of hospice interdisciplinary
team members. Unpublished Doctoral Dissertation.
University of South Florida, Tampa, FL.

Wills MA (2007). Connection, action, and hope: An invitation
to reclaim the "spiritual" in health car&Religious Health
46, 423-36.

Wills MA (Ed) (2009). Communicating Sprituality in Health
Care. Cresskill, NJ: Hampton Press.

Yingling JM, Keeley MP (2007). A failure to communicate: Let's
get real about improving communication at the end of life.
m J Hospice Palliat Care24, 96-7.

Zhang AY, Siminoff LA (2003). Silence and cancer: Why do
families and patients fail to communicatéf2alth
Communication15, 415-430.

Asian Pacific Journal of Cancer Prevention, Vol 11, 2010: MECC Supplef@gnt



Jillian A Tullis

74 Asian Pacific Journal of Cancer Prevention, Vol 11, 2010: MECC Supplement



