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Where faith and medicine meet
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Religious faith may enter the exam room. But where do you draw the line2 And can
addressing religious issues make you an even more effective healer?

harlie sat on the edge of my ex-
amining table.

“Doc, do you remember
when you told me 5 years ago
that there was nothing more you
could do for me?”

I certainly remembered. Charlie had developed
a primary central nervous system (CNS) lympho-
ma when he was in his 30s and had a young family.
We had treated him with a high-dose methrotrex-
ate regimen to complete remission and followed
that with radiation therapy. His lymphoma had
vanished for awhile, and then returned with spinal
canal metastases. Again we treated him aggressive-
ly with repeated intrathecal chemotherapy, focal ir-
radiation, and high-dose chemotherapy with stem
cell salvage. We won for awhile, but then Charlie’s
disease recurred with CNS symptoms and cerebral
lesions that were most likely lymphoma.

The lesions progressed during our attempts at
salvage chemotherapy, as did his symptoms. Final-
ly, I sat on his bed and told him that we had run
out of options and that the lymphoma would take
his life.

“When you told me there was nothing more you
could do,” Charlie continued, “I changed the way I
prayed. Before that, my prayer was that God would
help me tolerate all the treatments you put me
through. But when you told me there was no hope,
I said to God, ‘You are the one who created me and
all the universe. You know my body far better than
any of these doctors. Please make these spots in my
brain go away.” And he did.”

I share this story not to prove that God inter-
vened but to examine the question, “What is my re-
sponsibility as a doctor toward matters of religious
faith among my patients?” For me, the answer cen-
ters around my proper place as a scientific doctor
within a world of suffering where I presume issues
of faith are important.
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A headler’s goals

Facing these issues prompts me to return to a
more basic question: “What is my responsibility to-
ward my cancer patients in all spheres?” I believe
there are three fundamental goals that we as on-
cologists should try to achieve as we seek good for
our patients:

To cure disease—sometimes possible, always worth
a tremendous effort, and always the issue that comes
to mind first when evaluating each patient.

To prolong life—often possible but a goal that
must be balanced carefully with preserving quality
in life.

10 help patients live the best life possible given their
circumstances—always important, but always depen-
dent on my ability to achieve the first two goals.

As I consider this third goal, I realize that it
means not only relieving suffering but also instill-
ing hope and value in my patients’ lives. Without
offering hope and value, I become less of a healer

than I should be.

Hope, value, faith, and the oncologist

One could suggest that religious faith has
nothing to do with our jobs as science-based cli-
nicians, but that notion both narrows our defi-
nition of “healer” and denies the truth that reli-
gious faith is a powerful tool for improving the
well-being of our patients. Many of us can cite
anecdotes of patients who are healed beyond
our expectations. Science still struggles to ex-
plain such stories of miraculous healing,'even as
some people with cancer attribute their recovery
to their faith in God and his response to their
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prayers. There does exist reason-
able scientific evidence that prayer
and faith contribute to the physi-
cal well-being of patients."? How-
ever, reasonable evidence is not the
same as definitive evidence. Stud-
ies that demonstrate significant sur-
vival advantages of attending re-
ligious services® are countered by
studies that fail to show benefits of
intercessory prayer.* Fairly strong
evidence demonstrates a beneficial
effect of faith on the emotional dis-
tress of patients.>® It will always be
difficult for science to confine the
uncontrollable spiritual aspects of
life. When it comes to faith issues,
doctors of faith will likely have to
settle for a level of reasonableness
that never reaches the same level of
confidence we have in other areas
of science.

But even if we can’t “know” the
success of faith practices in improv-
ing health outcomes, part of our
task as physicians is to help place
hope and value within our patients’
lives: hope for promise of some-
thing good in our future, value for
meaning and purpose in life. Such
promises and reasons for living may
be difficult to find within the con-
fines of life with cancer, but the ab-
sence of hope and value brings real
suffering. And existential suffering
can be just as painful—sometimes
even more so—than the physical suf-
fering that cancer causes.

In his reflections on life in the
concentration camps of World War
II, Viktor Frankl cried out from the
pages of his great work, Man’s Search
Jfor Meaning, “If there is a meaning
in life at all there must be a meaning
in suffering.”” That meaning may
be quite difficult for our patients
to find as they face the last days of
their lives. Seeking meaning through
religious faith is a legitimate way to
transform the life left for a cancer pa-
tient into a life worth living. In The
Denial of Death, Ernest Becker said
that, “Religion solves the problem
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of death, which no living individu-
als can solve...religion gives the pos-
sibility of heroic victory in freedom
and solves the problem of human
dignity at the highest level...finally,
religion alone gives hope....”

Healing defined

Each of us must choose how broad
or how narrow our definition of heal-
ing will be. If we choose to focus
only on curing disease and prolong-
ing life, then the scientific question as
to whether religious faith contributes
to these goals is still unanswered.! But
once we also choose to do good for
our patients by reducing their suffer-
ing, and by adding hope and adding
value to their lives, we cannot ignore
their religious faith. “To ignore spiri-
tuality when dealing with dying pa-
tients denies the mystery of life and
prevents an adequate response to suf-
fering.” So the question becomes,
what role should clinicians play when
it comes to patients’ faith?

Let me offer a few suggestions:

Be aware: Seck an understand-
ing of your patients’ spiritual strug-
gles. Excellent methodologies have
been developed to take a spiritual his-
tory in a non-threatening way during
the initial patient interview.'® Periodi-
cally, over the duration of our care for
our patients, we should come back to
this issue with simple questions like,
“How are you doing emotionally and
spiritually?”

Be honest: Seek to be authen-
tic. Clinicians who aren’t religious
should never pretend they trust in a
God they deny. Likewise, doctors of
faith should not pretend that God is
unimportant.

Be respectful: Never infringe
upon patients’ right to autonomy
in religious matters by using a posi-
tion of power and authority. Patients’
right to autonomy doesn't mean you
should avoid open discussions of im-
portant issues within their lives. We
all know the suffering that such isola-
tion causes patients.

Be open: Doctors should be open
with their patients about their own
faith and share their faith stories,
just as they share golf or fishing sto-
ries—but only when appropriate,
with respect for patients’ own faith,
and when such stories contribute
to patients’ well-being. In an excel-
lent article that rethinks the appro-
priate relationship between doctors
and patients in issues of faith, Curlin
and Hall suggest that patients would
benefit if we offered them respect and
wisdom with candor, rather than re-
maining totally neutral in this impor-
tant area of their lives."

Be helpful: Let your patients
know you are open to helping them
with problems related to faith. Indi-
vidual doctors must decide wheth-
er the faith issues raised by patients
would be best served by personal dis-
cussion or by referral, to the clergy
or a social worker, for example. But
sometimes patients’ faith issues may
be better addressed by the wisdom
of a doctor of faith with whom they
share a covenantal relationship. Hav-
ing said that, doctors should be care-
ful not to venture into theological
discussions beyond their capabilities.

Be prayerful: Doctors of faith
should enter each patient encoun-
ter with their best scientific skills
and with the words “May God help
us” whispered to the heavens. Many
doctors also pray with patients. Al-
though this may raise appropriate
ethical concerns, many patients
want their doctors to be involved
in the spiritual aspects of their se-
rious illness. When 203 patients in
Kentucky and North Carolina were
polled, nearly half of them would
have liked for their doctors to pray
with them and 77% believed that
their doctors should consider their
spiritual needs.’? Other studies
confirm these findings. Most pa-
tients want doctors to help them
as a whole person. When doctors
and patients pray together, doctors
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strengthen that relationship and bond of
trust. Such prayer should be initiated re-
spectfully and only with a patient’s full
permission.

Each of us, as we seek to be healers,
must decide whether or not we will sup-
port our patients in their quest for a
spiritual wholeness that can help bring
hope and value back into their lives. We
certainly can choose to limit our efforts
to manipulating biological processes.
But that choice, while doing great good,
limits our role as a healer.
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