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SPIRITUALITY
AND HEALING

n July 1995 Sisters of Providence Health

System (PHS), Seattle, convened an interdis-

ciplinary team to design a study that would

show the positive effect of spiritual care in

health and healing. PHS, like other Catholic
healthcare organizations, sees spirituality as an
integral dimension of human life and as an essen-
tial factor in health and well-being. Eventually,
five other Catholic healthcare systems and the
Catholic Health Association joined in sponsoring
the study.

In recent years, most healthcare providers—
whether religious or secular—have paid increased
attention to the role of spirituality in healing.
Despite this trend, however, a survey of the liter-
ature reveals that the healing effects attributed by
many patients and physicians to spirituality are not
yet reflected in scientific journals.!

The PHS study therefore sought to document
the influence of spirituality and spiritual experi-
ences on the health and well-being of chronically
ill individuals, many of whom were living with
life-threatening illnesses. Spirituality is often
defined as one’s experience of meaning and pur-
pose in life—a sense of connectedness with people
and things in the world.” Two writers have
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argued that although all people have spiritual
desires and a need to fulfill them, they feel this
especially strongly when ill. Spirituality can bring
an ill person three benefits: hope, strength, and
emotional support. As a result of meaningful spir-
itual experiences, the person will often have a
sense of peaceful satisfaction with life—satisfac-
tion even with the illness.?

It is important here to make a distinction
between “healing” and “curing.” Curing is physi-
cal, alleviating the signs and symptoms of disease
at the anatomical level. Healing, in contrast, is
spiritual, intangible, and experiential, involving
an integration of body, mind, and spirit.* This
integration gives the person a sense of peace.
Cure is concerned with wholeness of body, heal-
ing with wholeness of being. The two can occur
together or separately; it is entirely possible to be
healed without being cured or to be cured with-
out being healed.

Some studies have suggested a connection
between spiritual well-being and physical cure.®
An ideal goal for healthcare, however, would be
to ensure that all patients achieve some measure
of healing, whether they are cured or not.

The PHS Stupy

Between November 1996 and December 1997, a
team of researchers conducted interviews, each
lasting from one to two hours, with 162 people
suffering from serious chronic illnesses. The dis-
cases involved were coronary artery discase, can-
cer, HIV, chronic ebstructive pulmonary disease,
and chronic mental illness. The respondents
ranged in age from 25 to 96, with a mean age of
59 years. Some had very mild symptoms; others
had suffered great physical decline and were near
death.® Although the study focused on spirituali-
ty, participation was not limited to those of reli-
gious backgrounds. In fact, efforts were made to
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include individuals with wide-ranging perceptions
and levels of spirituality.

In each interview, the researcher asked the par-
ticipant a set of questions. The data yiclded by the
responses were qualitative rather than quantitative,
involving words rather than numbers. Qualitative
data—long employed in history, anthropology, and
political science—have in recent years been used by
social scientists in such fields as psychology, sociol-
ogy, healthcare, and program evaluation. Among
their other advantages, qualitative data have a cer-
tain concrete “undeniability™ that numbers lack
(see Box).

The participants’ responses were analyzed in
tWO stages:

o Analysis of responses to selected questions.

SECTION

This revealed individual participants’ views con-
cerning the meaning of life; the existence of a
“higher power”; the relationship, if any, between
spirituality and health; and their personal hopes
for improved health (sce Box, p. 40).

e Analysis of emergent themes. This revealed
common themes emerging in the interviews,
regardless of the particular questions asked (see
Box, p. 42).

Kev LESSONS FROM THE STUDY

The researchers drew five principal lessons from
their analysis of the interviews.

Discovering Life's Meaning To discover what makes
life worth living, a chronically ill person must
engage in an active process. Some people are able

DIFFICULTIES INVOLVED IN THE PHS STUDY

Social scientists have long been aware
of the problems involved in researching
phenomena that are essentially spiritu-
al or religious. In Scientific Research on
Spirituality and Health (National
Institutes of Healthcare Research,
Rockville, MD, 1998), D. Larson, J.
Swyers, and M. McCullough identified
four factors that impede clinical
research into religion and spirituality:

e Conceptual barriers (e.g., a lack of
consensus concerning the meaning of
such terms as “spirituality” and “reli-
gion”)

» Methodological barriers (e.g., those
involved in establishing appropriate
control groups, since participants can-
not simply be assigned to “spiritual”
and “nonspiritual” groups)

e Structural barriers separating reli-
gion and science (e.g., the fact that
public funds cannot be used for “reli-
gious” purposes, which makes it diffi-
cult for researchers to engage in scien-
tific research in spirituality)

e Professional disincentives to engag-
ing in work that involves spirituality
(e.g., the tendency of contemporary
social scientists to disparage such “sub-
jective” endeavors)

We who conducted the PHS study
realized that our project had several
additional limitations. The biggest was
the fact that all the interviews were

completed before analysis began.
Qualitative research is a process usual
ly composed of many intermediate
steps, enabling the researcher to peri-
odically examine the data and refine
the study design. Because the scope of
this study did not allow us to follow this
cyclical pattern, we were unable to
achieve the clarity of understanding
that a more traditional qualitative
design would have allowed.

There are also problems with qualita-
tive data. On the positive side, they are
a source of well-grounded, rich descrip-
tions and explanation of processes in
certain contexts. With qualitative data it
is possible to preserve the chronologi-
cal flow of events, so that it remains
clear which events led to which conse-
quences. It is also possible to get
beyond initial conceptions and generate
new conceptual frameworks or revise
old ones. And, finally, stories have a
concrete, vivid quality that usually
proves more persuasive than pages of
summarized numbers.

On the negative side, the reliability
and validity of our conclusions,
although the result of a labor-intensive
process, may be questioned by some
readers. A researcher uses certain well-
established conventions in working with
quantitative data. In qualitative analy-
sis, however, the researcher employs a

bank of data (in this study, 162 tran-
scribed interviews) accompanied by
only a few guidelines to shield it from
the researcher’s bias. To overcome this
shortcoming, we asked two peaple
unconnected to the study to code these
data; we asked a third person to help
clarify codes that were in question.

The PHS study findings might have
been “purer” if the interviewers had not
been spiritual caregivers. Although the
interviews may have been healing expe-
riences for some participants, they
sometimes took on the flavor of spiritu-
al care interventions, drawing both
interviewer and participant away from a
meaningful discussion of the research
objectives.

Finally, given the nature of the sam-
ple, some may question the useful-
ness of trying to generalize from the
findings. All participants received their
care from Catholic healthcare sys-
tems. This gave us a population that
was fairly comfortable with discussing
spirituality, but it also may have pre-
cluded the diversity of spirituality we
were looking for. Despite these
caveats, because of the consistent
themes throughout the transcripts, we
are confident that these data accu-
rately represent the views of most
people who face chronic and life-
threatening illness.
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to derive meaning from adverse experience in a
way that promotes a sense of well-being or heal-
ing. Spiritual caregivers can aid this process by
helping the ill person to identity, first, what he or
she has lost as a tunction of chronic illness and,
second, the new meaning he or she has gained in
confronting the limitations imposed by illness or
impending death.

Most of the study participants saw the process
of examining meaning in one’s life as a very active
one, involving a dialogue between the ill person
and God. Spiritual caregivers can serve as guides
in helping patients uncover this meaning.
Caregivers should validate whatever the ill person
finds meaningful, never imposing their own
beliefs or definitions of meaning on the patient.
Knowing what patients value, what concerns
them, and what constitutes meaning for them will
provide caregivers with the key indicators needed
to help patients toward a richer, more vibrant
end-of-life experience.

SECTION

The Role Played by Religious History A person’s religious
upbringing—whether it was experienced as a com-
fort or as an obstruction—will strongly influence
the way he or she copes with life-threatening ill-
ness. For some people, religion provides a spiritual
path to acceptance. Others, whose religious
upbringing has somehow prevented them from
finding peace, must come to terms with it as they
approach death.

Caregivers can help patients reach a point of
acceprance and peace by respecting their spiritual
and cultural diversity, helping them embrace what
is life-giving about their religious heritage, and
helping them achieve closure for that which was
wounding and in need of healing in their lives.
Because spiritual caregivers (who are often chap-
lains) tend to be perceived as religious figures, it is
important for them to seck in each seriously ill
patient an “entry point” enabling the caregiver to
help the patient see death as a life process, not just
a religious ritual.

“WHAT GIVES YOUR LIFE MEANING?”
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Participation in Religious Activities Secriously ill people
often lose the ability to participate in formal reli-
gious activities. Physical limitations may keep
them from atrending communal religious ser-
vices, for example. Profound pain may even pre-
vent them from engaging in prayer.

This frequent fact of life challenges spiritual
caregivers to consider which rituals are likely to
be most healing for each seriously ill patient,
rather than simply assuming that sacraments or
other formal religious rituals will fill every need.
It is essential that the caregiver ask the patient
what would bring him or her comtort. When the
patient is in severe pain, the most appropriate
healing is one in which the chaplain simply sits
quietly, praying with or for the patient, and reas-
suring him or her with an occasional touch.

The Value of Storytelling People with chronic illnesses
need to tell their story in their own way and in their
own time. Storytelling serves several functions:

o It gives the patient a mechanism for organiz-
ing and shaping personal experience and thought,
enabling him or her to reflect on and make sense
of life.

¢ It allows the patient to share personal experi-
ences with another person, thereby facilitating a
sense of connectedness and intimacy.

e [t often helps the patient feel that he or she is
contributing to something bigger than himself or
herself, which in turn helps him or her to under-
stand the relationship between spirituality and
healing.

Study participants who had done this kind of
storytelling often said that even though they were
in physical pain, they were not suffering. When a
patient tells his or her personal storv through the
interview process, the suffering seems to be sig-
nificantly alleviated because the patient finds
meaning in his or her life, feels connected, and is
at peace,

Spiritual care providers, as well as the entire team

of caregivers, can best facilitate the healing process
by simply letting the patient tell his or her story, at
the same time listening for and affirming the threads
of meaning in the experience revealed there.
The Gift of Relationships Relationships are the key to
providing care and healing for people with chronic
or life-threatening illnesses. Healthcare providers
can best establish a relationship with a patient by
paying close attention to what he or she has to
say. A spiritual caregiver can act as a spiritual re-
source for the entire healthcare team, training its
members to:

¢ Ask the patient open-ended, sincerely inter-
ested questions about his or her experiences
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e Listen carefully to the patient’s replies

¢ Express compassion and respect (One PHS

study participant told researchers, “I don’t need
my doctor to believe what I believe, but I need
him to believe in me.”)
Additional Lessons In addition to these five over-
arching lessons, several others emerged from the
study. They may also lead to better care of people
facing chronic illnesses:

e There seemed to be no disease-specific
approach to caring for individuals with serious ill-
nesses. That being the case, spiritual interven-
tions should be based on the person’s needs, not
on his or her disease.

e Many patients emphasized the value and the
importance of prayer (i.e., communication with
God). They saw prayer as especially powerful
when it was done with others.

e Although participants tended to describe God
as possessing “paternal” characteristics, they saw
supportive relationships in terms of “feminine”
ones (i.e., nurturing, caring, warm). Caregivers
must somehow learn to balance these qualities.

¢ Beliefs in God and spirituality are expressed
in many ways other than through religious activi-
ties. People experience God, for example, in rela-
tionships, nature, music, art, and pets. Effective
spiritual care providers will integrate these expres-
sions of spirituality.

¢ Given the importance of relationships, hospi-
tals should make sure that patients’ relationship
needs are met. Doing so may include offering
patient support services at all times of the day and
night, as well as ensuring that patients can spend
time with family and friends as they need, not as
dictated by visiting hours or other policies.

Not Just For CHAPLAINS

Spirituality can permeate every aspect of illness
and healing for a person living with a chronic ill-
ness. Because spirituality is all encompassing, it is
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incumbent on all healthcare providers—not just
chaplains—to pay attention to mind-body con-
nections, listening closely to what patients say.

Although not everyone can master “healing
touch” therapy, or even believe in it, there is strong
evidence that touch can be healing.” It is imperative
that healthcare professionals be unafraid to touch
patients in a compassionate, sensitive manner.

Clearly, the chaplain’s role may need to be
expanded beyond that of direct caregiving.
Chaplains can play a significant part in training
other healthcare staff and volunteers how to listen
and interact with patients. As lengths of hospital
stay grow shorter, much of the responsibility for
care shifts from the staff to the family; chaplains
can also help family caregivers deal with this new
and very difficult role, as well as connect the fami-
ly with needed support services.

This role of care coordination and caregiver
training represents a different direction for spir-
itual care, one that serves a critical need for
many patients and their families. Moreover, a
chaplain playing an integral role in the life of a
terminally ill individual would undoubtedly
facilitate that individual’s journey toward heal-
ing and acceptance.

We must always remember that spiritual care is
intended not just for people who believe a certain
way or who define God according to a particular
doctrine. Spiritual care is for everyone, and each
of us expresses his or her own spirituality in a
unique way. o

The chaplain’s
role may
need to be
expanded
beyond that
of direct

caregiving.
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