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Abstract

Religion and spirituality have been linked to medicine and to healing for centuries. However, in the early
1900's the Flexner report noted that there was no place for religion in medicine; that medicine was strictly a
scientific field, not a theological or philosophical one. In the mid to the latter 1900’s there were several lay
movements that started emphasized the importance of religion, spirituality and medicine. Lay religious movements
found spiritual practices and beliefs to be important in how people cope with suffering and find inner healing
even in the midst of incurable iliness. The rise of Complementary and Alternative Medicine as well as the
Hospice movements also influenced attention on the spiritual aspect of medicine. The Hospice movement, founded
by Dr. Cecily Saunders, described the concept of "total pain"--- i.e. the biopsychosocial and spiritual aspects of
pain and suffering. Since the 1960’s there has been increased research done in the area of religion and health
and spirituality and health. Most of the studies are association studies which demonstrate and association of
religious or spiritual beliefs and practices and some healthcare outcomes. More recently, studies on meditation
have demonstrated significant improvement in health care outcomes and suggest meditation as a therapeutic
modality. There are also numerous surveys that demonstrate patient need for having spirituality integrated into
their care. Finally, a recent study demonstrated that patients with advanced illness who have spiritual care have
better quality of life, increased utilization of hospice and less aggressive care at the end of life. In spite of all these
studies, we still do not have a biological evidence base for mechanisms of beliefs and practices. There is considerable
controversy over whether spirituality and religion can or even should be measured as criteria for integration
into clinical care. Many believe that healthcare professionals have an ethical obligation to attend to all dimensions
of a person’s suffering, including the psychosocial as well as the spiritual and that ethical obligation is sufficient
to require integration of spirituality into clinical care. Over the last twenty years, there has been an increase in
the number of required courses in spirituality and medicine in US medical schools giving rise to a new field of
medicine. In February of 2009, a national consensus conference developed spiritual care guidelines for
interprofessional clinical spiritual care. These guidelines as well as the educational advances, research and
ethical principles have supported the newly developing field of spirituality and health.
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Introduction was no division between body, mind and spirit. Thus,
healing was focused on all these domains as one.
Religion and spirituality have been linked to medicine  Historically, spirituality was an integral part of the

and to healing for centuries. Healing was in the realm ofission and practice of healthcare institutions and
shamans, witch doctors, as well as religious figures sughtoviders. The medical model of practice in healing prior
as Christ and many saints. Healing was and is considengdthe 1900's was service-oriented compassionate care.
a gift. Healing has played a significant role in theMedical care was primarily supportive and palliative, with
development of humankind. In the neo-Paganism traditidimited options for curing disease. Healers utilized a
there were a variety of healing methods via herbal, or folkolistic approach of physical, psychological, social, and
remedies. Eastern traditions have focused on the changiggritual care.

of the body’s energy fields; Native American and shamanic The first hospitals in the United States were started
techniques were present in Western traditions. Within aly religious and service organizations whose service and
major religions, people believed in the power of prayer asalling were manifest in a focus of care on the whole
healing. The understanding of the body and spirit algserson. Men and women choose careers in the health
impacted how healing was viewed. In ancient times thefgrofessions out of a calling to care for others, a desire to
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serve, and a commitment to make a difference in the walyork. In the first conference sponsored by the Association
being of their patients(C. Puchalski & Lunsford, 2008).of American Medical Colleges, academic educators in
In the 1900's, with the development of science andnedicine and clinicians developed a definition suitable
technology, a biomedical model developed that focusef®r clinical care. The focus of this definition was on
on “cure” as the leading practice in the view of the wester@pirituality as the way people understand meaning and
world. There was a shift away from spirituality with a purpose in their life and that this understanding can be
resultant separation of body ad spirit and a focus on tHexpressed in many ways, religious as well as non-
more physical body as the target of healing practices. THeligious. This definition also related spirituality to the
philosophy of present medicine began with Rengvay patients and clinicians understand health and iliness
Descartes, in the 19th century, who alleged that the worldnd how they relate to one another in the clinical context.
operated according to mechanical laws without mentiot his definition is:
to meaning and purpose. As a result of this, discussion of “Spirituality is recognized as a factor that contributes
spirituality and religion has long been consideredo health in many persons. The concept of spirituality is
inappropriate in the study and practice of medicine(C. Mfound in all cultures and societies. It is expressed in an
Puchalski, 2001). In the early 1900's the Flexner reporindividual’s search for ultimate meaning through
noted that there was no place for religion in medicineparticipation in religion and/or belief in God, family,
that medicine was strictly a scientific field, not anaturalism, rationalism, humanism, and the arts. All of
theological or philosophical one. The Flexner Reportthese factors can influence how patients and health care
written by Abraham Flexner and published by the Carnegiprofessionals perceive health and illness and how they
Foundation in 1910, was a study of medical education iteract with one another”(Association of American
the United States and Canada .The Report called dviedical Colleges, 1999).
American medical schools to use higher admission and In 2009, over forty US leaders in palliative care, as
graduation standards, and to adhere strictly to the protocokgll as spirituality and theology convened to develop
of mainstream science in their teaching and researdnodels and guidelines for interprofessional spiritual care
(Flexner, 1910). This report reinforced the separation dfPuchalski et al., 2009). In this conference, the definition
body and spirit, focusing on scientific evidence of physicafleveloped is:
health, disease and treatment. Suffering was largely looked Spirituality is the aspect of humanity that refers to the
upon as physical pain. way individuals seek and express meaning and purpose
In the late 1900’s there was resurgence in the interegnd the way they experience their connectedness to the
in spirituality and holistic care with the advent of themoment, to self, to others, to nature, and to the significant
religious healing practices, as well as mind-body an@r sacred.”
integrative practices. In the mid to the latter 1900's there Again, meaning and purpose was considered an
were several lay movements that started emphasized tifeportant element of spirituality but also how people
importance of religion, spirituality and medicine. Lay experience their connectedness to others, to nature, the
religious movements found spiritual practices and beliefioment or how they define the significant or sacred. What
to be important in how people cope with suffering andoth definitions emphasize is the necessity of an inclusive
find inner healing even in the midst of incurable illnessdefinition--- that all people are spiritual and the expression
The rise of Complementary and Alternative Medicine agnd understanding of that is broad.
well as the Hospice movements also influenced attention
on the spiritual aspect of medicine. The HospiceResearch in Spirituality and Health
movement, founded by Dr. Cecily Saunders, described
the concept of “total pain”--- i.e. the biopsychosocial and ~ Since the 1960’s there has been increased research

spiritual aspects of pain and suffering (Puchalski et aldone in the area of religion and health and spirituality

20009). and health. Most of the studies are association studies
which demonstrate and association of religious or spiritual
Definitions beliefs and practices and some healthcare outcomes. In

addition, there have been numerous theoretical papers
In addressing the area of spirituality and health, it igvritten on the importance of spirituality in understanding
important to note that one of the difficulties with studiesand coping with suffering. Spirituality is often a central
and discussion in this area is the lack of a unifornissue for patients at the end of life or those dealing with
definition. Are religion and spirituality synonymous? Doeschronic illness (King & Bushwick, 1994, Ehman et al.,
spirituality only refer to transcendence? Can an atheist Be999; Astrow et al, 2001; Puchalski et al., 2004). Every
spiritual? The challenge in defining spirituality is that anyindividual has to make a decision as to whether one’s life
definition does not give justice to the full complexity of has meaning and value that extends beyond self, life and
the human spirit and of the transcendent, however peoptteath. Dealing with these existential questions focuses
understand that. Consequently, it becomes difficult t®n a relationship with a transcendent being or concept
study spirituality and to find reductionist methods for(Sulmasy, 1999). Numerous surveys have indicated that
integrating spirituality into healthcare and for studying it.people turn to spiritual and/or religious beliefs in times
In two consensus conferences, one in 1999 and one @fstress and difficulty. Particularly when people are faced
2009, definitions were developed for the purposes oWith a life-defining illness, such as cancer and AIDS,
having a common unified definition for study and clinicalquestions about meaning and purpose in the midst of
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suffering arise. It is not uncommon for people to question More recently, studies on meditation have
God, fairness, and life choices. People often undergo@monstrated significant improvement in health care
life review where issues related to their life, relationship®utcomes and suggest meditation as a therapeutic
and self-worth might arise. Spiritual issues that peopl&odality. The mind has tremendous potential to impact
face include hopelessness, despair, guilt, shame, anger 41V & person perceives life, stress, illness, dying and the
abandonment by God or others. world around. There are a number of studies on meditation,
Spiritual and religious beliefs have been shown to havas well as other spiritual and religious practices that
an impact on how people cope with serious illness andemonstrate a positive physical response, especially in
life stresses. Spiritual practices can foster coping resourceglation to levels of stress hormones and modulation of
(Halstead & Fernsler, 1994; Baider et al., 1999; Robertie stress response (Benson & Stuart, 1993). The data
et al., 1997; Koenig et al,, 2001), promote health-relatedlemonstrates an association between meditation and some
behavior (Koenig et al., 2001; Powell et al., 2003), enhanc@piritual or religious practices and certain physiological
a sense of well being and improve quality of life (CoherProcesses, including cardiovascular, neuroendocrine, and
et al., 1996), provide social support (Levin et al., 1997immune function. These studies show a significant role
Burgener, 1999; Koenig et al., 2001) and generate fee|inj@l’ mind body interventions in stress management but also
of love and forgiveness (Worthington, 2001; Puchalskias an adjunct to treatment of chronic iliness as well as
2002). Spiritual beliefs can also impact healthcaré&nd of life symptoms. For example, pain and dyspnea may
decision-making (Roberts et al., 1997; Silvestri et al.effectively be managed by meditation or the relaxation
2003). Finally, a recent study demonstrated that patienf§Sponse.
with advanced iliness who have spiritual care have better Spiritual beliefs and mindfulness help people tap into
quality of life, increased utilization of hospice and lesgheir own inherent abilities to heal and cope, find meaning
aggressive care at the end of life (Phelps et al., 2009). and purpose, hope, and do well with whatever life offers
Spiritual/religious beliefs however can also be harmfuthem. By focusing only on the physical aspects of care,
(Pargament, 2007). Pargament and colleagues (Pargamdig@ithcare professionals, and as a result, the systems in
2007) have studied both positive and negative coping, atéhich they operate, often neglect the very areas that
have found that religious experiences and practices, sué@search is now beginning to find critical to care. Such
as seeking God’s help or having a vision of God, extend&Pproaches allow for the recognition of people’s ability
the individual’s coping resources and is associated wittP transcend suffering and offer opportunities for
improvement in health care outcomes. Patients showdgalthcare professionals to treat the whole person—body
less psychological distress if they sought control throughnd mind. It has been generally accepted that spiritual
a partnership with God or a higher power in a problempractices such as prayer, meditation, yoga, tai chi, and
solving way, if they asked God’s forgiveness or were ablg1any others counteract chronic stress effects on the body
to forgive others, if they reported finding strength andebalance autonomic nervous system and HPA axis
comfort from their spiritual beliefs, and if they found (Schneider et al, 2004; Puchalski et al., 2006).
support in a spiritual community. Patients had more While the data on meditation and other mind body
depression, poorer quality of life and callousness towardgtervention are beginning to show a biological effect, we
others if they saw the crisis as a punishment from God, ftill do not have a biological evidence base for mechanisms
they had excessive guilt, or if they had an absolute beligff spiritual beliefs and practices. How is it that prayer
in prayer and cure and an inability to resolve their anget€lps patients heal, or belief in the sacred of significant
if cure did not occur. Pargament, et. al. has also noté@sults in increased coping? There is considerable
that sometimes patients refuse medical treatment basegntroversy over whether spirituality and religion can or
on religious beliefs. even should be measured as criteria for integration into
There are many stories and anecdotal evidence thélinical care.
some patients are able to understand their illness as an
opportunity for growth and for seeing their life and theirEthical Obligation
relationships in a new way which enables them to find a
meaning in their life that is more profound and gratifying Many believe that healthcare professionals have an
than what it was prior to their illness (Puchalski, 2006)€thical obligation to attend to all dimensions of a person’s
Tsevat and his colleagues found from doing focus groupsdffering, including the psychosocial as well as the
with patients with HIV/AIDS that many found their lives spiritual and that ethical obligation is sufficient to require
were better than before their diagnosis (Tsevat et al., 1999)tegration of spirituality into clinical care. In a recent
The same authors also found in a previous, small stud§CP consensus conference on end of life, it was concluded
that most patients with HIV/AIDS were at peace with Godhat physicians have the obligation to address all
and the universe. Finally, in a recent study we have showdimensions of suffering including the spiritual, religious
that spirituality and non-organized religious activity wereand existential suffering and further developed guidelines
associated with HIV/AIDS patients saying their lives weregfor how to communicate with patients about spiritual and
better after their diagnosis than before their diagnosikgligious (Lo etal., 1999). JAHCO requires that spiritual
(Tsevat, 2006). These results raise the question of whethgire be available to patients in hospital settings.
attention to spiritual and/or religious issues might be Physicians, nurses, and other health care professionals
beneficial to patients with HIV/AIDS as well as otherscommit themselves to caring for patients as whole persons.
with chronic illness. That is the basis of what is currently called patient-centered
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care. lliness and injury disrupt a patient’s life in waysMedical School Objectives Project (MSOP)—to assist
that extend beyond the physical, thus caring for wholenedical schools in their efforts to respond to these
persons must involve care of the spirit as well as the bodgoncerns. The report notes that “Physicians must be
Physicians, nurses, and other health care professionalempassionate and empathetic in caring for patients . . .
commit themselves, often by oath, to caring for patientthey must act with integrity, honesty, respect for patients’
as whole persons. Because illness and injury disruptivacy and respect for the dignity of patients as persons.
patient’s life in ways that extend beyond the body]n all of their interactions with patients they must seek to
encompassing families, communities, and a patient'snderstand the meaning of the patients’ stories in the
religious commitments, a commitment to caring for wholecontext of the patients’, and family and cultural
persons must entail going beyond the care of the bodyalues”(Association of American Medical Colleges,
Human being is spiritual being. When injured or ill, 1999). In recognition of the importance of teaching
human beings naturally ask transcendent questions ab@itidents how to respect patients’ beliefs, AAMC has
meaning, value, and relationship. Because health caseipported the development of courses in spirituality and
professionals take an oath to provide compassionataedicine.

holistic care, attending to the spiritual as well as the In 1999, a consensus conference with AAMC was
physical constitute a moral imperative. Attending to theconvened to determine learning objectives and methods
spiritual needs of patients is justified because spiritualitpf teaching courses on spirituality, cultural issues, and end-
is intrinsic to nature of being sick and caring for the sickof-life care. The findings of the conference were published
This imperative is based on ethical precepts not dependeas Report Il of the MSOP. The outcome goals stated in
on evidence-based for improved health outcomes. MSOP lll are that students will:

Patient-centered care enhances healing and the quality > Be aware that spirituality, as well as cultural beliefs
of care, as well as improves satisfaction of care (Epsteiand practices, are important elements of the health and
1999). The reason for this may be the attention to theell-being of many patients
spiritual aspects of people as well as the physical. Butit Y Be aware of the need to incorporate awareness of
also underscores the importance of the healing relationshgpirituality, and cultural beliefs and practices, into the care
between clinicians and patients. Building a relationshipf patients in a variety of clinical contexts
and the interaction inherent in the relationship are critical Y Recognize that their own spirituality, and cultural
factors in spirituality in healthcare. Spirituality is seen adeliefs and practices, might affect the ways they relate to,
a basis for how healthcare professionals and patiengd provide care to, patients
interact (Association of American Medical Colleges, > Be aware of the range of end-of-life care issues and
1999). This interaction is intimate and transformationalwhen such issues have or should become a focus for the
It stems from the relational aspect of spirituality, wherepatient, the patient’s family, and members of the health
the physician or other healthcare professionals see tleare team involved in the care of the patient
divine/sacred in their patients through the compassionate ) Be aware of the need to respond not only to the
interactions with their patients. As noted by Kathe, “Ouiphysical needs that occur at the end of life, but also to the
loving is a participation in the immensity of the love ofemotional, sociocultural, and spiritual needs that
the divine.” This framework allows for the ultimate occur(Association of American Medical Colleges, 1999)
expression of compassion to patients, honoring their In 2009, The George Washington Institute for
dignity as human and spiritual beings (Puchalski et alSpirituality and Health convened a group of medical

2009). educators to develop national competencies and standards
in spirituality and health education. The report of this work
Medical Education will be forthcoming in 2011.

Based on this ethical mandate to attend to the whol€linical Model
person, there has been, over the last twenty years, an
increase in the number of required courses in spirituality In February of 2009, a national consensus conference
and medicine in US medical schools giving rise to a newleveloped spiritual care guidelines for interprofessional
field of medicine. The interest in spirituality in medicine clinical spiritual care. These guidelines as well as the
among medical educators has been growing exponentiallgducational advances, research and ethical principles have
Only one school had a formal course in spirituality angupported the newly developing field of spirituality and
medicine in 1992. Now, over 100 medical schools aréealth (Puchalski et al., 2009). A practical model of
teaching such courses (Puchalski & Larson, 1998mplementation of interprofessional spiritual care was
Puchalski, 2006). A key element of these courses addressieveloped by consensus. This model advocates that all
listening to what is important to patients, respecting theiclinicians address patient spirituality and integrate
spiritual beliefs, and being able to communicate effectivelgpirituality into the care of patients. The model is based
with them about these spiritual beliefs, as well about theon a generalist-specialist model, in which the board-
preferences at the end of life. certified chaplain is the expert in spiritual care. Thus, non-

In 1998, the Association of American Medical Collegeschaplain clinicians address spirituality as part of whole
(AAMC), responding to concerns by the medicalperson care; they refer to the chaplains for treatment of
professional community that young doctors lacked thesgpiritual distress and other spiritual issues that cannot be
humanitarian skills, undertook a major initiative—Theaddressed by the clinician. This model addresses spiritual
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distress as equally important to any other type of distressalstead MT, Fernsler JI (1994). Coping strategies of long-term
physical or psychological, that the patient presents with cancer survivorsCancer Nursing17, 94-100.
and in fact calls on spiritual distress to be a vital sign iffing DE, Bushwick B (1994). Beliefs and attitudes of hospital

patient assessment. inpatients about faith healing and prayefamily Pract
39, 349-52.
Conclusion Koenig HG, McCullough ME, Larson DB (2001). Handbook of

Religion and Health. New York: Oxford University Press.
. . . Levin JS, Larson DB, Puchalski CM (1997). Religion and

Spirituality is an essential element of the care of  gyityality in medicine: Research and educatiéMA 278
patients, grounded in the whole person and patient- 792.3

centered model of care. There are ethical mandates fos B, Quill T, Tulsky J (1999). Discussing palliative care with
including spirituality in the care of patients. There is also patients. ACP-ASIM end-of-life care consensus panel.
research that indicated the role spirituality might have in american college of physicians-american society of internal
healthcare outcomes. Standards for spiritual care have medicineAnn Int Med13Q 744-9.

been developed through medical education as well aspé‘rgzm?rglil'f(ozrgogzéssg”t“a"y'”tegrate‘j Psychotherapy. New
recent Natlo.nal Consens_us Co.nference’ W.hICh de\{glOpPP%elps AC, Maciejewski PK, Nilsson M, et al (2009). Religious
a model for implementation of interprofessional spiritual

. . ; coping and use of intensive life-prolonging care near death
care. This work has formed the basis for the field of ;, patients with advanced canc#AMA 301 1140-7.

Spirituality and Health. Powell LH, Shahabi L, Thoresen CE (2003). Religion and
What is not yet known are the exact mechanisms of spirituality. linkages to physical healthm Psychologist
how spiritual and religious beliefs and practices affect 58, 36-52.
healthcare outcomes and why spiritual care increaségichalski CM (2001). Reconnecting the science and art of
patient satisfaction and quality of life and affects medicine Academic Med76, 1224-5. _
healthcare decision making such as increased hospice ﬁé&?%ﬂﬁ'é;t%\]"s gﬁgi)i_iEr?]rgr']‘i’t?e”seﬁ;dip'l”teual and medical
for patl_ents with deanced Caf‘cer' While a national mOdguchalski CM (2006). A Time for Lis£ening and Caring:
of spiritual care implementation has been developed we

., o Spirituality and the Care of the Chronically Il and Dying.
do not have specific outcomes of spiritual care, nor data ey york: Oxford University Press.

on outcomes of this model. These are areas for futugchaliski CM, Dorff RE, Hendi IY (2004). Spirituality, religion,

research and work. and healing in palliative car€linics Geriatric Med 20,
689-714.
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