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Introduction: 

Developing an Interest 

My interest in the areas of overlap between spirituality and medicine began when I was14 

years old in a small and unfamiliar medical exam room. I had recently moved and consequently 

had a new family practitioner, about to have my first visit. As the doctor entered the room and 

closed the door behind her, I mentally reviewed all the answers to the usual questions about 

family history of cancer and heart disease, but instead she asked me a question I never thought I 

would hear. “How would you describe your spiritual health?” I remember wondering to myself 

what exactly that meant and if I should be familiar with the term. No other doctor had asked me 

that before. Looking back, I am sure that many patients, regardless of age, would likely have a 

similar moment of confusion when confronted with such a question. Though seemingly 

insignificant, this experience has stuck with me for several years as simply being something 

unfamiliar and interesting, providing the spark that would ignite my interest in the subject and 

push me to learn more.  

I found myself thinking about that new patient interview when I came to college and was 

taking a course on the history of medicine. There was a time period when spirituality and 

medicine were joined and a question about spiritual health wouldn’t have been unusual.  I learned 

that when medicine was in its infancy, most believed that illness was due to sin or offending a 

god. Mythopoeic medicine1 was based on the idea that all ailments have a supernatural cause and 

cure. Most practitioners were priests or shaman, whose procedure for diagnoses inevitably started 

with a series of questions regarding the afflicted person’s moral conduct, devotion to ancestors or 

deities, or whether anyone had cause to inflict evil magic upon them.  Upon diagnosis, treatment 

could include a variety of methods such as seeking forgiveness and protection from the gods, 

righting all wrongs with neighbors, the use of incantations, spells, herbal remedies, exorcisms, 

and amulets. In rare cases, trephination was used. Evidence suggests that trephination1 was a 
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surgical procedure that was used to release demons from the body by drilling a small hole in the 

skull sans the use of anesthesia.  The line demarcating where medicine ended and 

spirituality/religion began was virtually non-existent. When analyzing the history of western 

medicine, scholars often look to Greece, a society that has had great influence on our culture in 

many areas. Rome is credited with having the first hospitals, which were really temples built in 

honor of Asclepius, the first great physician, said to be half man and half god. In Greece, at the 

time of Hippocrates, there were two main thoughts on the right way to practice medicine, the 

secular and the religious.  

The secular side of medicine in Greece presented changes that were more prominent in 

philosophy and practice of medicine. By the time of Homer, people began to reject the idea that 

nature was governed by supernatural powers, but thought rather that there were laws of nature 

that governed the cosmos and were independent of the gods1. To discover these laws and how 

they worked, one would need to use logical investigation. This was the dawn of scientific 

thinking. The separation of the gods from nature was a paramount concept that would influence 

the development of science and medical thought. 

 One of Greece’s most well-known physicians was Hippocrates. It is said that 

Hippocrates was heavily influenced by the works of Socrates, Plato, and Aristotle. Completely 

rejecting the idea of divine interference was a key characteristic of Hippocratic medicine. This 

rejection is often called one of medicine’s greatest paradigm shifts.  The Hippocratic text “On the 

Sacred Disease” used satire to illustrate the point that just because people did not understand 

something did not mean that it was divine in origin. Strong emphasis was placed on diagnosis, 

prognosis, and preventative medicine that involved high standards of personal hygiene. 

Hippocrates1 told of the healing power of nature and that the body’s normal condition was health 

until the balance was disrupted, either internally or from an external cause.   

Greece is an interesting case study because it shows that spirituality/religious beliefs were 

important aspects of medicine but ultimately medicine became more and more secularized. 
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Western medicine is now largely secularized, but interestingly, symbols from the 

spiritual/religious components of Greek medicine persist as recognizable symbols in our own 

medical system. The best example of this is the caduceus, the staff of Asclepius that has two 

intertwining serpents. This symbol is often seen of ambulances, hospitals, and pharmacies. The 

image below2, for example, is the symbol for the U.S.  Medical Corp. 

   

Figure 1 

Many view the segregation of medicine and spirituality or religion to be a natural 

progression as the wealth of scientific knowledge grew; however, many traditions see spirituality 

as an essential component to medicine. Eastern medicine often incorporates spirituality in 

practices such as yoga, meditation, and acupuncture. It would be interesting to know how 

influential this is, in light of the fact that most Asian countries have dramatically better health 

indicators when compared with the United States. Shamanism in several central Asian countries, 

as well as medicine men in Native American cultures, are examples where spirituality is a central 

and thriving component of medical practice, tradition, and heritage.  

When considering the intimate relationship between spiritual/religious tradition and the 

history of medicine, I found the rather apparent and widespread rejection of spirituality in a 

clinical setting in the United States somewhat surprising. I was further amazed when I learned 

that the majority of patients want their beliefs and traditions to be a part of their interaction with 

their physician.  I began to wonder whether anything had been lost with the secularization of 

medicine. 
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During my sophomore year of college I read a book entitled The Pain Chronicles: Cures, 

Myths, Mysteries, Prayers, Diaries, Brain Scans, Healing, and the Science of Suffering by 

Melanie Thernstrom3. Later that year I was lucky enough to meet Ms. Thernstrom when she 

discussed her book in one of my classes. She described an extensive survey she had conducted on 

both physicians and patients. When she asked patients if they wanted to be able to pray with their 

doctors, the overwhelming majority said yes; however, when interviewing the physicians, very 

few physicians felt comfortable with the idea.  At this point I had several questions that I wanted 

to answer. Why is there such a large discrepancy in what patients want out of their medical 

experience (as it pertains to spirituality/religion) and what many physicians are willing to 

provide? What are the reasons behind this discrepancy? Or in other words, what factors are 

involved in making the decision of whether or not to incorporate spirituality into a medical 

practice? Why has the medical community recognized the importance of the role of spirituality in 

medicine and health in recent decades when previously it was largely disregarded? After stewing 

over these questions and reading some of the literature on the subject, I realized that there was 

nothing stopping me from asking physicians about their experiences and opinions myself. 

The experiences and wisdom that the eight physicians shared with me went a long way 

toward answering my questions about the interaction between spirituality and the medical field, 

as well as raised new questions about medicine, professionalism, and the physician-patient 

relationship. In the following chapters we will review an analysis of some of the literature 

available on the subject as well as delve in to the content of the interviews themselves.  
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Literature Review 

 In recent decades, medical professionals have seen a resurgence of discussion of 

spirituality in the medical field. Some people say that “medicine is losing its soul4.” Several 

medical and academic organizations have taken action to address this issue and ensure that the 

needs of the patients are being met to the best of the medical team’s ability. In 1999, the 

Association of American Medical Colleges published a report detailing the efforts to establish a 

curriculum to address issues of communication in medicine. The issue focused on medical school 

objectives for addressing the issue of spirituality. This report reflects many of the core beliefs and 

goals of Dr. Christina Puchalsky, who founded the George Washington Institute for Spirituality 

and Health in 2001. Both groups include the following in their mission statement: 

 
“Spirituality is recognized as a factor that contributes to health in many persons. The 

concept of spirituality is found in all cultures and societies. It is expressed in an individual’s 
search for ultimate meaning through participation in religion and/or belief in God, family, 
naturalism, rationalism, humanism, and the arts. All of these factors can influence how patients 
and health care professionals perceive health and illness and how they interact with one 
another.”5 

 

It is the goal of Dr. Puchalsky and GWISH to restore the “heart and humanity to 

healthcare5” by fostering caring and compassion. GWISH has created an academic field of study 

that focuses on the interaction between spirituality/religion with health and how caring and 

compassion from healthcare professionals fosters “healing” instead of just “curing.” Their 

objective is to train physicians and healthcare professionals to more fully integrate spirituality 

into their practice in order to address the patient’s needs more completely.  

In 2001, Dr. Puchalski and Dr. Daniel Sulmasy co-authored a paper in the American 

Journal of Medicine3 that provides an explanation for the desire many patients express to have 

spirituality incorporated into their care. Here the authors assert that there are two reasons for the 

movement to make “spiritual concerns explicit in healthcare.” The first is that scientific medicine 

has come to emphasize machines and statistics, losing the human aspect. Patients, while being 

treated for their somatic ailments, are left with questions and struggles about their 
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meaning/purpose in life, why they have become ill, or dealing with reconciliation or alienation 

from family members. Having a health care professional acknowledge and respect these 

challenges may be enough to comfort the patient and relieve some of their angst. Some physicians 

think that compassionate, empathetic listening and acknowledging the spiritual aspect of a 

patient’s life is often all the support they need4. The second reason stems from several studies 

indicating that religious practice is associated with improved health. Patients are wondering how 

their religious activities could play a role in their overall health.  

The learning objectives set forth by the GWISH curriculum and the AAMC include the 

ability of the physician to elicit a spiritual history, a cultural history, obtain an understanding of 

current research on spirituality, and develop an understanding and respect for the role of clergy 

and spiritual leaders, as well as many others. GWISH and the AAMC are hardly alone in their 

endeavor. In 2004, 84 medical schools offered courses in spirituality and medicine4, including 

Harvard’s medical school, offering a course titled “Spirituality and Healing in Medicine.” 

Physicians are not the only one’s interested in the interaction between medical practice and 

spirituality. An article from the Journal of Family Practice in 1994 indicated that 77% of 

hospitalized patients wanted their doctors to consider their spiritual needs8.  

These sentiments and goals are important, but how can they be incorporated in medical 

care effectively? Various articles, studies, and models have attempted to answer this question. 

Analyzing these studies and the multiple viewpoints will provide the framework and contexts in 

which to interpret the experiences and opinions presented in my interviews with physicians. 

In the fall of 1989, an article titled “Development of a Model for Spiritual Assessment 

and Intervention” was published in the Journal of Religion and Health9. This article 

acknowledges that the way the health care professionals conceptualize spiritual care is strongly 

influenced by their own experiences, biases and beliefs. The goal behind the model presented is 

to view spiritual care as an applied science. Knowledge from the fields of philosophy, theology, 
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physiology, psychology, and sociology were drawn from to build this model. Prior to starting, 

authors Farran et. al distinguished spirituality from religion in following way: 

“The Spiritual dimension is differentiated from religiosity, in that the spiritual dimension 
is more commonly associated with the ‘state of being,’ while religiosity is more commonly 
associated with a ‘state of doing’ or a specific unified system of practices associated with a 
particular religion or denomination9.” 

 

 

Figure 2 

Additionally, models for how the spiritual dimension interacts with the other aspects of 

an individual’s life are illustrated in Figure 29. An integrated approach to the spiritual dimension 

treats it as an additional and separate category for the types of experiences we have as people, 

depicted in the image on the left. The unifying approach treats the spiritual dimension as a 

component of all the experiences we have, depicted in the figure on the right. Both of these 

concepts fit into the proposed model of assessment and intervention.  

 The article identifies several major categories physicians can consider in assessing 

spirituality: 

Belief and Meaning9:  This category requires the physician to identify the patient’s perception of 

the meaning of life, their view of the spiritual dimension, their understanding of their illness, and 

the fate due to that illness. The patient is also asked to identify any experiences that have led to or 

altered their perception of their spirituality. 

Authority and guidance9: Where does the patient find the authority for their beliefs? Examples 

such as religious texts, a supreme being, a leader, family member, or friends were cited. 
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Experience and emotion9: What religious experiences has the patient had throughout their life? 

What are the feelings associated with these experiences? How has the patient’s hospitalization 

impacted these feelings? 

Fellowship9: What kinds of relationships does the patient have with the larger community? 

According to this assessment model, these relationships should be characterized by an openness 

and willingness to share their concerns about their condition or broader concerns about life, 

family, etc.  

Ritual and practice9: The physician should assess what rituals have been important to the patient 

in their history, and whether those practices have been interrupted due to illness. Do they 

continue to provide structure and support for the patient? Does the patient have any special 

requests regarding these rituals? 

Courage and growth9: This category of assessment necessitates that the physician identifies what 

gives the patient hope and how they have grown spiritually in the past. The physician is also 

charged with determining how spiritual growth can be fostered in the future.  

Vocation and consequences9: This focuses on how the spiritual dimension is expressed in a 

patient’s everyday life and how their illness has impacted that.  

 Despite the well thought out nature and fine detail of each of the categories, this 

publication serves to highlights many of the challenges of addressing spiritual issues in a medical 

setting. One claim the article makes is that it is a practical approach to addressing spiritual issues; 

however, how practical is it for a physician to identify a patient’s perception of the meaning of 

life, why they believe it, the experiences that led them to believe this, the relationships 

influencing them, and how they have grown spiritually in the past all within the confines of a 

medical visit? The United States has a healthcare system in which it is profitable to have visits 

with as many patients as possible, often referred to as assembly line medicine. This often reduces 

the time a physician can afford to spend with a patient. This effect can be compounded by the fact 

that the patient may not have identified all of these factors or be able to articulate them in a way 
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that is relevant to the model. This may lead some to question the validity of the claim that it is 

practical.  

Additionally, the experience and emotion category asks the patient to analyze their 

religious experiences and the emotions associated with them. It is curious that this category of 

assessment does not also call for the analysis of spiritual experiences. This aspect of the model 

may exclude individuals who are spiritual but not religious, limiting the usefulness of the model. 

A critique that I have of this model is that it requires the physician to identify how the 

patient has grown spiritually in the past in order to help them grow in the future. This may be 

troubling to some people because it mandates that the patient has kept a “measurement” on their 

spirituality for much of their life. Many people do not interpret their life experiences in this 

context on a daily basis. If we are asked to analyze our past experiences to determine how they 

have affected our outlook on spirituality, it is important to realize that the way we recall our 

experiences can deviate from reality. Because this information may be less than reliable, should 

physicians make “prescriptions” from it? Furthermore, does a physician have the authority or 

training to make such assessments?  

DE King, in his article in the New England Journal of Medicine8, asserts that 

practitioners lack the training to engage in in-depth conversations with their patients about their 

spiritual concerns. It also appears that this model focuses on patients who have been hospitalized. 

Can the assessment and intervention be applied in other scenarios, such as primary care or 

preventative medicine? Because this issue can be so complex and nuanced, it is no surprise that it 

is so controversial.  

Several other attempts have been made to develop models and procedures for assessing a 

patient’s spirituality. In 1988, the Journal of Psychiatric Medicine published a paper on a spiritual 

inventory for medically ill patients10. As in the model above, very qualitative terms were used. 

Purpose, belief, the capacity for love and forgiveness, and the use of prayer are all examined in 
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the inventory, and not surprisingly, this model faces many of the same challenges as the first; 

however, one paragraph stood out that left an impression: 

 “It is generally recognized in our society that spiritual factors play a role in illness and 
health. One major deterrent to including these factors within the purview of “scientific medicine” 
is the spirit does not lend itself easily to objective scrutiny and measurement. The modern 
physician lacks the methodology and even the vernacular to examine and diagnose the health 
status of spiritual elements as can be done for the psychological, biological, and social 
elements…7” 

 

This statement made several lasting impressions, the first of which being that it seems to 

contradict the claims made in the model above, which seeks to make the issue a matter of 

“applied science”. Secondly, this statement lends support to the critique that is made by King 

above, that physicians lack expertise in the spiritual realm. This is something that comes up 

several times in my interviews with physicians. Lastly, acknowledging the obstacles that 

physicians face when addressing spiritual issues only serves to highlight more the importance of 

matter. Had the topic been trivial, there would be no attempt to surmount the obstacles presented 

by the task. Many studies indicate that the majority of the United States’ population consider 

themselves religious7, and others consider themselves spiritual without being religious. Most of 

us will be in a situation in our lifetime where hospitalization is necessary, and many people want 

their beliefs to be considered by physicians when decisions about care must be made. This is the 

entire premise of a study that was published in 1999 in the Archives of Internal Medicine, titled 

“Do Patients Want Physicians to Inquire about Their Spiritual or Religious Beliefs If They 

Become Gravely Ill11?”  

This study surveyed 177 patients of a pulmonary facility at a teaching hospital in 1997. 

Without defining the term “gravely ill”, the patients were asked if they would want their 

physicians to ask if they had “spiritual or religious beliefs that would influence your medical 

decisions if you became gravely ill?” This was accompanied by questions about whether or not 

they would want their physician to discuss such beliefs. Some people responded that they did 

have such beliefs and others responded that they did not, but in total, two thirds of respondents 
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indicated that they would want their physician to ask about it. 45% of respondents who denied 

having beliefs that would influence medical decisions expressed a desire to have their doctor 

discuss it with them11. Few, however, will ever have this experience. While as much as 95% of 

the American population profess to be religious9, only 64% of physicians claim to be. This 

number is strikingly lower in the mental health professions, with only 39% of psychiatrists and 

35% of psychologist claiming a belief in God. These numbers can translate to disparate ideas on 

the role of spirituality and religion in the health care setting.  

 The S.P.I.R.I.T and FICA tools for spiritual assessment are the most popular assessments 

used by physicians. They are fairly simple and composed of open ended questions that are 

designed to give physicians an idea of where the patient is at on the spectrum of spiritual health.  

 As you might expect, S.P.I.R.I.T.12 is an acronym. The “S” stands for Spiritual Belief 

System. Here, the patient is asked to describe a religious affiliation or any spiritual/religious belief 

system that they have. The “P” represents Personal Spirituality12. The purpose of this section is 

answer question about the specific tenets or practices that are important to the patient, what 

spirituality/religion means to them, and how those beliefs are manifested daily. Integration in 

with a spiritual community is the third component of the tool. Determining the groups that 

provide support to the patient and how/if they contribute to making health decisions is the 

primary purpose of this segment. The Ritualized practices and restrictions unit is used to identify 

what practices or lifestyle activities are encouraged or discouraged by your religion/spirituality. 

Additionally, it is important to determine if the patient complies with these practices. The last two 

sections apply specifically to how these beliefs affect healthcare. The “I” stands for the 

“implications for medical care.” Does the patient want the physician to discuss their beliefs with 

them? Will these beliefs pose a barrier to the relationship? Should the physician keep specific 

aspects of the patient’s belief system in mind during care? One area where spirituality comes up 

often is during terminal event planning or end of life care. This is the subject of the final section. 

Any aspects of care that the patient wishes to forgo or have withheld because of faith are 



12 
 

elucidated here. As is with virtually every spiritual assessment tool available, the S.P.I.R.I.T. tool 

has followers who find it helpful in discussing spiritual issues and others who find it unnecessary 

or unhelpful.  

  Lastly, we will discuss the FICA spiritual history tool. This tool was developed by Dr. 

Puchalski from GWISH to serve as a guide for physicians when engaging in conversations 

regarding spiritual issues in a clinical setting.  

F: Faith and Belief 
I: Importance 
C: Community 
A: Address in Care 
 

 In 2010, an evaluation of the FICA tool was published in the Journal of Pain and 

Symptom Management12. The goal of the study was to determine the feasibility of using the FICA 

tool in palliative care. To do so, researchers assessed 76 patients with solid tumors from 

ambulatory clinics. Patients were asked to rank the importance of faith or belief in their lives 

from 0-10 in addition to answering the questions on the assessment tool. The average response 

was an 8.6, indicating that incorporation of spirituality into treatment can be very important in 

some settings. This is likely why spiritual care is one of the eight clinical practice domains for 

The National Consensus Project for Quality Palliative Care. Feedback was taken from the 

physicians after the patients had completed the assessment. Overall, the feedback indicated that 

physicians found the tool helpful in getting in-depth knowledge about the patient’s beliefs and 

what the patient wanted from the physician in regards to those beliefs. The results of the paper 

stated that it was feasible to incorporate the FICA tool into treatment and it aided in Quality of 

Life (QOL) assessments standard in palliative care. An additional article, published in the 

American Family Physician in 2012, also featured the use of FICA in spiritual assessment. 

Similarly, the article stated that many physicians found the FICA tool helpful in building an open 

discussion with the patient. It also noted that the open discussion could help to build trust and 
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rapport, which could have further benefits such as increased adherence to treatment plans or of 

making physician-recommended lifestyle changes.  

FICA is the assessment tool that I presented to physicians during my interviews, which 

we will discuss later on. The components of FICA are very similar to those described in the 

S.P.I.R.I.T. model, asking the same or similar questions for each segment. The physician 

response to this guide has been mixed. Some find it helpful to have the open-ended questions that 

allow the conversation to be “patient-centered”, an important aspect according to GWISH. Some 

feel that the guide is too general and only brings out information that comes up naturally when 

addressing spiritual issues. We will dissect a broader array of opinions when discussing the 

physician responses.  

The complexity that arises at the intersection of spirituality and healthcare is part of what 

makes this topic interesting and important. It is also why I wanted to hear from physicians who 

had first-hand knowledge and experience handling such complexity. After reviewing some of the 

models, assessment tools, and institutions that are dedicated to assisting physicians who are 

addressing spiritual issues in the healthcare setting, we have established a context that will help us 

to better understand and learn from the experiences shared in the interviews. 
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Interviews 

After analyzing some of the literature on the topic, I came to realize that addressing 

spiritual issues in a clinical setting is hardly as cut and dry as addressing high blood pressure or 

setting a broken bone. In order to answer some lingering questions I had about spirituality in the 

medical field, I interviewed eight physicians from diverse backgrounds. This group of physicians 

consisted of both males and females, from osteopathic and allopathic training, and from a wide 

range of ages. Primary care practitioners, specialists, and physicians with extensive backgrounds 

in hospice care were all represented. I wanted to have a diverse group of physicians to interview 

so that I might have the most diverse set of opinions to consider when thinking about how I might 

approach similar situations as a physician in the future.  

It is important to note that all of these doctors practice medicine in the Willamette Valley. 

Psychologist, sociologists, and anthropologists all agree that the regions in which we live, and the 

cultural components of that region, contribute to the way that we understand the world around us. 

This is evident in that certain regions of the United States are known for various predominant 

beliefs, most notably the “Bible-belt” in the southeastern US. Though the nation as a whole is 

believed to be rapidly secularizing, this is especially true in states such as Oregon and California, 

with Oregon having a small churched population that is roughly 34% percent of its residents. This 

may be responsible, in part, for the fact that I saw spirituality rarely incorporated into medical 

practice.  

After reflecting on the extensive conversations I was able to have with these physicians, I 

came to fully appreciate the wealth of knowledge and experience that was shared with me. I was 

struck by how unique every approach to spirituality/religion was, and that even the most similar 

of approaches were based on what appeared to be very different reasons. I found myself drawn in 

by each conversation, agreeing, at least in part, with what they had to say. I think this is because 

each physician’s reasons for how they addressed spiritual issues were grounded in a genuine 

understanding that they needed to do what was best for the overall health of the patient. They all 
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had the best of intentions. Though this chapter focuses primarily on the challenges that these 

physicians have faced in regards to spirituality in medicine, one should not conclude that they 

believe these two spheres should have no overlap, but rather that the majority recognize the 

obstacles still in place to incorporating spirituality effectively. Every physician I spoke with 

conceded that there are important instances where spirituality, religion, or personal belief systems 

are going to be an important factor when deciding on how to proceed with medical treatment. 

 In order to portray the content of my interviews without simply providing a transcript, 

however fascinating they may be, I will describe several themes present in the interviews, some 

quotes to support these themes, anecdotes from the physicians, as well as some important outliers.  

Biases 

One important theme that came up time and time again was the issue of biases. The 

concept of tabula rasa appears in many fields, including philosophy and psychology. Tabula rasa 

is the idea that we are all born as “blank slates”, leaving our experiences to shape our perspectives 

and outlooks on life. Because we all have a unique set of experiences, we approach every 

situation differently and with our own biases. The physician-patient relationship is certainly no 

exception to this observation. Throughout my interviews with physicians, the idea of biases came 

up frequently. Here are some of the things physicians had to say on the matter in regards to 

discussions of spirituality and the challenges they have faced:  

“I think that the physician or the nurse, whichever is involved, must be very adept at not 
inserting his or her own beliefs or biases into that conversation, but instead finding out what 
works for the patient and their beliefs in order to encourage them. I have seen colleagues that 
have attempted to incorporate spirituality into their care but struggled keeping out biases.” 

-Physician C 
 
“We have a hard enough time providing medical advice that is based in science and 

outcomes. We have so many biases that I don’t think we should discuss those things. It is 
important to recognize your own biases. What about politics? Should we discuss politics with our 
patients? I think that ultimately you are just putting a barrier between you and your patients. We 
should be breaking down those barriers.” –Physician A 

 
These comments focus on the biases that the physician brings to the table, but it was 

impressed upon me how impactful the prejudices of the patient can be in the physician-patient 
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relationship when discussions about spirituality and belief systems come up. Several times I heard 

of the physician getting asked about their own belief systems or faith. They described hesitancy to 

answering this question for several reasons. Why was the patient asking? Often they were just 

curious and other times the physician thought the question was a way to lead in to a discussion of 

the patient’s belief system or existing spiritual concerns.  

One reason provided for being weary of such discussions is that the patient might judge 

the medical credibility of the physician based on how congruent the belief systems of the two are, 

whether knowingly or otherwise. As it was explained to me, because doctors are charged with the 

important task of taking care of patients, patients judge the ability the physician to do so on all the 

knowledge they have. People make judgments about things all the time without even knowing it. 

If a patient realizes they don’t have very similar beliefs to their physician regarding 

spirituality/religion (as well as political etc.), they might come to the conclusion that their doctor 

is less medically credible. Such a conclusion can result in patients who are less likely to adhere to 

treatment plans or to sharing important information later on. This directly opposes the goals set 

forth by most practitioners and is counterproductive for both the physician and the patient. This is 

why several physicians I spoke with believe that it is important not to share their personal beliefs 

when (presumably) their views have no impact on the patient’s medical outcomes. I think the 

quote below succinctly represents the fact that both individuals involved do not necessarily view 

these situations objectively.  

“Be aware of the prejudices that people are going to bring to the table. You are going to 
bring them too. You can’t help it.”-Physician A 

 
 

Power 

This recurring notion of biases led to further discussion of the power differential in the 

physician-patient relationship and the possibility of imposing beliefs on the patient. Knowing that 

we bring predispositions and biases to every situation, I wanted to know why biases were 



17 
 

especially problematic in the physician-patient relationship. Multiple interviews contained 

descriptions of the unique nature of the interaction between a patient and their doctor. It is unique 

and delicate because the participants do not meet on a level playing field, but rather the physician 

has a measure of control and power. This power is manifested in the ability to write prescriptions 

or recommend therapy that the patient could not do for themselves, as well as in the inherent trust 

that a patient has for their doctor, stemming from a respect for their training and knowledge. 

Because of this inherent trust, several physicians asserted that it is necessary to take care to 

respect the autonomy of each patient and not push beliefs on to them. Several physicians 

described “pushing beliefs” to mean any situation where a physician makes their views/beliefs 

apparent and the patient might feel pressure to agree or appear to agree with those views. Simply 

sharing personal beliefs may amount to pushing beliefs because of the power differential in the 

relationship.  Not every doctor I interviewed thought this to be the case but it was a prevalent 

opinion. The feeling I got from their descriptions of this possibility was “better safe than sorry”.  

“There is a responsibility in this. Some patients are very impressionable to what I say 
because they trust me and it is a unique relationship.”-Physician F 

 
“The difference in power, between the physician who has this knowledge, amounts to a 

level of control. The difference in power in that relationship is too great to allow those types of 
conversations to come up. Those are the types of things that I think you are just better off not 
getting in to.”-Physician A 

 
“Power is a huge issue. It can be abused. It can be misunderstood.”-Physician B 
 

One physician told me how his wife, who works as an OB/GYN, had a colleague who 

was vehemently anti-abortion. When women would come in with unwanted pregnancies, they 

would be shown “grotesque images” of aborted fetuses and videos of couples who wanted to 

adopt. Abortion was never presented as a viable option. He described how his wife really 

struggled with this. She had very different opinions on abortion and believed that all options 

should be presented in an unbiased manner so that the patient could make the decision based on 

what was best for their life situation. I think that this narrative illustrates nicely the dilemma that 
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many physicians might face in their careers. Should physicians present medical options as viable 

if they believe them to be morally unjustifiable? Similar controversial situations can arise in 

regards to physician-assisted suicide. If the physician has spiritual or religious beliefs barring 

them assisting a patient in ending their own life, should that be considered? Or is the belief 

system of the patient the only one to be considered? Though a physician is not required to aid in 

ending a patient’s life, I find the implications of the question interesting because my interviews 

focused on the importance of the patient’s spirituality/beliefs and largely ignored the physician’s. 

This story also shows how a physician might use the nature of the physician-patient relationship 

to elicit an action or decision in line with the physician’s personal views.  

 

Expertise 

Relating to the idea of inherent trust in the physician-patient relationship is the concept of 

expertise, one of the most frequently stated obstacles to effectively incorporating spirituality into 

a medical practice. As I mentioned earlier, the reason that most physicians lacked a spiritual 

component to the practice was not because they believed it was not important, but rather because 

they lacked the training to assess spiritual health or address concerns in a manner that was 

beneficial to the patient. The training, and subsequent expertise, that physicians have is rooted in 

treating physical ailments. Though 84 medical schools now offer courses in spirituality, the 

physicians I interviewed largely felt that they lacked the skills and training to address spiritual 

concerns. Below are a few quotes illustrating this.  

“They are hiring me and asking for my advice and expertise, and my expertise is in the 
medical field.”-Physician A 
 

“If I do a spiritual assessment though, it is almost implying that I am going to be able to 
do something about it”-Physician F 
 

“Theology was not my training. Spirituality was not my training. I’m a doctor. I don’t 
know. Ask me about medical things!”-Physician F 
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 The lack of training that many physicians have for assessing and addressing spiritual 

issues does not mean that they simply ignore them altogether. Most of the physicians I spoke with 

found ways of helping their patient with spiritual issues, especially at end of life, in other ways. 

Some physicians used spiritual history tools, such as the FICA tool, to determine how their belief 

systems would play into constructing a treatment plan. Organ transplants, blood transfusions, or 

abortions may not be permitted by a patient’s faith or belief system.  

Three of the doctors I interviewed had extensive background in hospice care. 

Encouraging patients and family members to participate in important rituals was one way that the 

physician can help a patient through the dying process and respect their spirituality. In some 

ways, dealing with spiritual issues as a physician in a hospice setting may be easier than as a 

family practitioner because hospice facilities generally have an entire team dedicated to this topic, 

including inter-faith chaplains. They had a well-trained resource at their disposal, so their lack of 

expertise was unimportant.  

Referring to outside resources was very common for nearly all of the physicians. This 

was most often in the form of referring to a chaplain, but other resources such as counseling, 

support groups, and even financial resources such as the food-bank were mentioned as ways that 

a physician can acknowledge the struggles their patients face and get them help when they cannot 

help directly. In both end-of-life situations and otherwise, asking if the patient had a community 

(religious, family, friends, etc.) that could help them through times of illness or hardship was key.   

“As a physician we are often asked to fill various roles and my approach is to help 
people find resources to help them, regardless of their beliefs.”-Physician F 

 
“I will frequently ask people who are at end of life if they have any spiritual concerns, 

but I am not the one who will do the exploring if they do have concerns. I ask them if they would 
like to speak to the Chaplain. Do you have someone that you would like me contact? And I let 
them have those discussions. I think that patients feel more comfortable with that anyway.” 

-Physician A 
 
“We had social workers and a chaplain who could help them regardless of beliefs. They 

could connect them with resources and people who could be a support network.”-Physician C 
 



20 
 

“I see what they have to say and I help them to determine what their resources are that 
will help them answer their questions.”-Physician E 

 
Time 

 The last theme I observed in my interviews was what the physicians described as a major 

barrier to the feasibility of incorporating spirituality, time. The health care system in the United 

States is sometimes referred to as “assembly-line” medicine, where there is a substantial incentive 

for physicians to see as many patients in a day as possible. This is exacerbated by the apparent 

shortage of family practitioners. Can we expect physicians to cram more responsibilities into their 

day and to all of these things well? Here are some of the things the physicians had to say about 

time.  

“You are limited. You have 15 minutes with a patient. You want to talk about cholesterol, 
about smoking, about a lump or spot. You have enough to talk about without getting into life after 
death, solace in prayer, or things of that nature.”-Physician A 
 

“We get 15 minutes per patient, and sometimes not even that much. It is hard to bring up 
a topic and then just drop it. That is a topic that can require a pretty long conversation. With a 
time crunch, to be honest with you, sometimes it is unhealthy to bring up a topic you can’t 
complete. There are certain topics you shouldn’t bring up. You know, if someone needs extensive 
counseling about abuse or something, it is probably not good to open up that can of worms and 
then shut it down and send them home.”-Physician F 

 
“My life is extremely busy. I work almost 12 hours a day, and to try to fit more things in, 

I am not sure that is feasible.”-Physician F 
 

 One doctor told me of a conference he had recently attended at a university in California. 

At the conference he learned that the average patient population size for a family practitioner is 

2000 patients. If the physician ensured that each patient was up to date on vaccines, had all of 

their check-ups, and were adhering to treatment plans, it would take 18 hours a day, 7 days a 

week just to keep up. Because of the limitations in time, it may be necessary to pass the 

proverbial buck of spiritual concerns to someone who is trained to specifically deal with these 

issues. I think that the limitation in time is one of the primary reasons that a physician will refer a 

patient to outside resources.  
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Patient-centered Care 

 Regardless of their approach, every physician stressed the importance of keeping 

conversations about spirituality, religion, or other types of belief systems “patient-centered”. The 

time that a physician and patient spend together should be focused on helping the patient improve 

their health or quality of life in some way. I frequently received the advice to keep these types of 

conversations patient-centered.   

“Whatever is happening in the exam room, the patient should be, needs to be, the 
center.”-Physician B 
 

“Often people didn’t have the same beliefs as I did, but that doesn’t matter. It was not 
about me, it was about them. I was there to help them through a terrifying time. I always tried to 
keep it about them. They always seemed satisfied with that.”-Physician C 
 

“Keep the patient first.”-Physician G 
 

  I was interesting in hearing about in my interviews was how familiar these physicians 

were with spiritual history tools, and if they used or found them helpful. Several physicians told 

me that they knew there were tools available, but were not familiar with them. Some said they 

were familiar with them but didn’t use them. Only one physician I spoke with actually used one 

such tool, the FICA tool described in the literature review. She found the FICA tool helpful in 

guiding a conversation that could elicit information useful in determining how spiritual beliefs 

would be important in the treatment of patients. For the physicians who were unfamiliar with the 

spiritual history tools or did not use them, I asked them for their thoughts on the FICA tool. I 

heard multiple times that the physicians liked that the tool inquired if the patient had a community 

they leaned on during times of illness, and they like that it probed for how the patient wanted 

their physician to consider their beliefs in regards to their care; however, they didn’t, in general, 

find the tool necessary to get at this information. Several found that this information comes out 

naturally in their interactions with patients. Additionally, multiple physicians explained that they 

found tools to be restricting and artificial, making the conversation more of a checklist.  
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“Well I am familiar with them, but I didn’t really use them… because tools work to 
varying degrees. Some tools test compliance with diabetes, but it is black and white. Are you 
taking your blood sugar? Are you complying with your regiment? But when you get into 
Psychiatry, or psychology or spirituality, to me they seem artificial and restricting. I am asking 
you some important questions and it turns into a checklist. I think tools are used better when you 
have something a little more specific. Quantifiable. It seems too constricting.”-Physician B 

 
One physician I interviewed, who had recently retired from his practice, told me that he 

had wished he had been aware of tools like FICA when practicing. He thought that such a tool 

would have been helpful in dealing with several situations he encountered that involved spiritual 

beliefs. The idea of community was very important to him. He often asked his patients what gave 

them strength. Having a structured tool like FICA would have allowed him to learn more about 

what was important to his patients.  

It was very helpful for me to see the commonalities in my interviews, but just as 

important to what I learned were the outliers. One interview stood out from the others in the way 

that spiritual issues were addressed. Though some opinions were similar to the other physicians, 

her approach was novel. I didn’t find myself agreeing with everything this physician had to say 

but she taught me that you don’t need to be afraid to be different and that medicine doesn’t need 

to fit in the neat little box that we have made. She explained to me that patients want a real 

relationship with their physicians. They want to be seen by their doctors in an environment that is 

comfortable, and they wanted to be treated as people, by people, and not by “mechanics”. She 

told me that she sees people as being composed of three equal parts, the physical, the mental, and 

the spiritual. She posited that if physicians choose to ignore the spiritual concerns of a patient, 

they are ignoring a third of who that person is, and therefore cannot do their jobs to the fullest 

extent. She is more than willing to pray with any patient, regardless of their faith.  

Though some physicians feel it is necessary to maintain professional distance, I would 

describe her as completely lacking it, and happily so. All of her charts start with two questions the 

patients answer on their first visit. The first is what gives their life purpose, and the second is 

what are their life goals? She says that having these words be the first things she sees, as opposed 
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to all the things that have gone wrong medically in their lives, helps her to stay positive and see 

the patient as a person instead of a medical history. Her bubbly personality and flamboyancy are 

far from the stereotypically stoic physician, but it is clear that her patients love the intimacy of her 

practice and appreciate her willingness to really listen to what a patient wants out of their medical 

experience. Some of her approaches seemed unorthodox, but I realized that if all physicians were 

the same, it would be impossible to effectively serve the endlessly diverse population that we live 

in.  
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Conclusion 

When I started my interviews, I had the notion that when I was done I would know the 

best way that I could help my future patients with spiritual health or concerns, but ultimately that 

did not happen. I emerged from these interviews significantly more informed of the challenges 

and rewards of considering a patient’s spirituality, and as conflicted as ever. The pragmatist in me 

found it difficult to ignore the very real issue of how limited the time of a physician is, but first-

hand experience has shown me how much a patient can benefit from a simple conversation about 

their beliefs. Long after I was done interviewing, I continued to shadow. A man that I had met 

several times came in one day with sinus symptoms and left that day knowing that he had an 

aggressive form of brain cancer, with a 2% survival out to five years. At age forty-five, with a 

wife and two young children, he was shaken to the core. After two months and three brain 

surgeries, he had returned. To hear him talk to the doctor about his fears, his support group, end-

of-life planning, his family, and his walk with God was both humbling and empowering. To 

realize that we are all vulnerable and to see someone face hardship as he did was humbling. 

Knowing that such a simple conversation with a physician can go a long way to ease some of that 

suffering is amazing. Though I move forward to a career in medicine with far less than all of the 

answers, I am confident that what I have learned from the collective experiences of these 

physicians will help me to be a more compassionate physician, mindful of the importance of 

individual spirituality and its relevance in a clinical setting.  
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