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Religion and Spirituality  
in Primary Care 

Introduction
In 1999, the Association of American Medical Colleges (AAMC) 

drafted the “Contemporary Issues in Medicine: Communication in 
Medicine” report as part of their larger Medical School Objectives 
Project.1 In it, the authors wrote that “spiritualty is recognized as a factor 
that contributes to health in many persons. It is expressed in an individu-
al’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 healthcare professionals 
perceive health and illness and how they interact with one another.”

Recognizing that spirituality and/or religion may interact in a signifi-
cant way with patients’ health, the report calls for medical students to be 
made aware that “spirituality, and cultural beliefs and practices, are impor-
tant elements of the health and well-being of many patients,” and that 
they will need to “be aware of the need to incorporate awareness of spiri-
tuality and cultural beliefs and practices into the care of the patients in a 
variety of clinical contexts.” This directive to medical schools to incorpo-
rate teaching around spirituality and religion was framed as a “contempo-
rary” issue – as though it were somewhat novel. However, spirituality and 
religion have long been a part of medicine and of healthcare.

In the Oxford Textbook of Spirituality in Healthcare, Gary Ferngren 
writes, “to associate religion with healing seems to be an anachronism 
that is incompatible with scientific medicine.In fact, however, the two 
have had a close association ‘since the earliest human attempts to heal 
the human body.’”2 He goes on to provide examples of how, over time, 
people have looked to divine sources for healing and that priests and other 
religious figures often were sought out by people with illness for healing 
from their afflictions. The ancient view was that the various needs of the 
person were interconnected, and one could not attend to one need with-
out knowing about and addressing the other. Out of this view of the close 
relationship between spiritual and physical health, and also because of the 
commitment held by various religious communities to attend to the needs 
of the sick and vulnerable, came the development of hospitals and clinics 
that were founded by religious organizations. In fact, many of the nation’s 
first hospitals were started by religious organizations, and the Catholic 
Church, through their outreach, “is the largest group of nonprofit health-
care providers in the nation.”3,4

Over time, there have been formal associations between medical 
societies and religion, with the most well-known example being the 
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EXECUTIVE SUMMARY
Religion and spirituality may interact in a significant way with patients’ health. A genuine focus on the patient requires particular 
attention to their deeply held values, beliefs, and first principles. As physicians strive to provide care that is culturally competent and 
patient-centered, they must be careful to take into account their patients’ deepest human commitments. 

 z Many patients continue to use their religion and spirituality 
to understand and address their health and disease states. 
This understanding may affect how they cope with, treat, and 
communicate about the disease. 

 z In 1977, George Engle explained that the widely accepted 
biomedical model of care was reductionistic and did not 
address key determinants of disease adequately. Engle 
concluded that the biopsychosocial model takes into account 
not only the illness, but patients’ relationships with the 
physical, psychological, and social.

 z Cicely Saunders recognized that the pain and suffering  
experienced by patients has physical, psychological, social, 

and spiritual components, describing it as the “total pain” 
experience. 

 z Providers may be less likely to address the spiritual and 
religious needs of patients if their own beliefs differ. This is 
in part because providers are concerned about offending 
someone or saying the wrong thing.

 z Many physicians will encounter patients who pray during 
their medical encounter or ask the provider to pray with them. 
In these instances, if the physician chooses to lead a prayer, a 
nondenominational prayer is safest.

American Medical Association’s 
(AMA) Committee on Medicine 
and Religion (CMR). In his paper 
“Back to the Future: The AMA and 
Religion, 1961-1974,” Daniel Kim 
and his colleagues wrote that, “At its 
height, there were state-level com-
mittees on medicine and religion in 
49 states … and there were county-
level committees in over 800 county 
medical societies.” The authors went 
on to explain that “thousands of 
physicians attended annual confer-
ences for clinicians and clergy, and 
direct outreach to patients included 
a film viewed by millions.”5 The 
writers of this paper explained that 
the CMR arose out of concerns 
around declining humanism in 
medicine. The CMR came to an end 
in 1972, likely because of the AMA’s 
internal debate on abortion.6 By the 
late 20th century, the public called 
on the profession of medicine more 
broadly to approach medical care in 
a more holistic fashion, and in doing 
so, to incorporate spirituality and 
religion back into its purview.7

Since then, professional societ-
ies and regulatory bodies have rec-
ommended — and in some cases, 
required — addressing patients’ 
religious and spiritual needs in the 
course of their healthcare. The Joint 
Commission requires a spiritual 
assessment for all patients admitted 
to a hospital or long-term care facil-
ity.8 Professional societies, such as 

the American Thoracic Society and 
the American College of Critical 
Care Medicine, recommend address-
ing spiritual concerns in the provi-
sion of “comprehensive care.”9,10

Additionally, many universities 
and medical schools now have pro-
grams in religion and spirituality. 
Examples include the University of 
Michigan Medical School Program 
on Health, Spirituality and Religion; 
Harvard’s Institute on Health, 
Religion and Spirituality; Duke 
University’s program on Theology, 
Medicine, and Culture; and the 
University of Chicago’s Program on 
Medicine and Religion.

These programs have contributed 
to scholarship and consensus around 
important aspects of spirituality as 
it relates to education and patient 
care. For example, the director of the 
George Washington Institute for 
Health and Spirituality (GWish), 
Christina Puchalski, MD, along 
with Betty Ferrell, PhD, co-led the 
first national consensus conference, 
“Improving the Quality of Spiritual 
Care as a Dimension of Palliative 
Care,” in 2009, which was attended 
by interdisciplinary experts in pal-
liative care, clergy, and chaplaincy. 
The outcome of this gathering was 
an innovative model for interprofes-
sional spiritual care.11

The medical profession is not 
the only group calling for increased 
attention to the spiritual needs of 

patients. Organizations dedicated 
to the patient experience also have 
recommended addressing spirituality 
in patient care. The Beryl Institute, 
a global organization dedicated 
to improving patient experience, 
released their own white paper on 
“The Critical Role of Spirituality 
in Patient Experience” in December 
2015. That paper has become one of 
the most downloaded papers in the 
institute’s history.12

Regardless of the formal or infor-
mal associations between organized 
religion and medical societies and 
hospitals, or the recommendations 
set forth by governing bodies and 
medical societies, many patients have 
spiritual and/or religious beliefs. 
Primary care physicians should 
make every effort to attend to the 
various aspects of patients’ needs. 
Patient-centered care depends on 
the provider’s ability to communi-
cate effectively with patients regard-
ing the values and beliefs that are 
important in their lives. For many 
patients and families, spirituality is 
not only a central part of their lives, 
it is a significant factor in their abil-
ity to find comfort and healing when 
undergoing medical treatment.

Religious/Spiritual 
Openness

Spirituality, religious practice, 
and ethical commitment often are 
at the core of the identity of many 
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patients. A genuine focus on the 
patient requires particular attention 
to their deeply held values, beliefs, 
and first principles. Religious com-
mitments (especially for those not 
from the developed West) are on the 
rise — but such commitments often 
are poorly integrated into the cur-
rent practices of Western medicine. 
And it is not just the religious com-
mitments of immigrant communities 
that are poorly integrated, but also 
those of religious patients at large.

Much has been written regard-
ing the decline in religious beliefs 
among adults in the United States.13 
Although it is true that in the 
United States there has been a 
decline in formal religious service 
attendance and a decline in the 
number of U.S. adults who identify 
themselves as Christian, a large per-
centage of U.S. adults continue to 
express a belief in a “higher power.” 
When one looks at the beliefs of 
minority populations in the United 
States and, more broadly, people 
across the globe, religious commit-
ments still are quite prevalent. From 
these data, it can be inferred that the 
majority of the patients for whom 
physicians care likely have some 
degree of spiritual and/or religious 
beliefs.

In a recent survey, 36% of U.S. 
adults endorsed attendance at reli-
gious services at least once weekly, 
with first-generation immigrants 
having more religious attendance 
than second- or third-generation 
immigrants and Blacks endorsing 
more frequent weekly attendance 
than whites, Asians, or Latinos.14-16 
In particular, Blacks are more 
likely than non-Hispanic whites to 

indicate they are “both religious and 
spiritual” and less likely to indicate 
they are “spiritual only” or “neither 
spiritual nor religious.”17 Although 
the percentage of adults endorsing 
a formal religion has decreased over 
time, the percentage of U.S. adults 
who say they “believe in God with 
absolute certainty” still is the major-
ity of U.S. adults, at 63%.18

Religious commitment is intrinsi-
cally connected to cultural, mental, 
spiritual, and societal aspects of 
wellness, and, thus, should be bet-
ter recognized by the medical com-
munity, whose goal is to provide 
culturally competent, relationship-
centered healthcare. Globally, both 
the world’s Christian and Muslim 
populations have continued to 
grow.19 Awareness of this is impor-
tant because physicians are caring 
for increasingly diverse patient pan-
els. As physicians strive to provide 
care that is culturally competent 
and patient-centered, they must be 
careful to take into account their 
patients’ deepest human commit-
ments. For many patients, their 
healthcare plan must engage their 
religious commitments if it is to be 
authentically whole-patient centered. 
How to do this will be addressed in 
later sections of this article.

The Intersection  
of Health, Religion,  
and Spirituality

Scientific advances have signifi-
cantly increased physicians’ under-
standing of the various sources of 
pain experienced by their patients. 
With these advances, and an 
increased focus on what is observed, 
there has been increasing separation 

of the spiritual from the physical. 
However, many patients participate 
in activities that suggest their reli-
gion and spirituality are an impor-
tant part of their lives, including 
their health and well-being. For 
example, a large number of them 
pray, meditate, read scriptures, or 
participate in religious education 
programs.19

For many, their beliefs and par-
ticipation in spiritual and religious 
practices bring about a sense of 
spiritual peace and well-being. In 
essence, religion and spirituality 
remain a significant part of patients’ 
lives. This includes the way in which 
patients interact with the health-
care system. There are many deci-
sions, both simple and complex, that 
patients make after consideration 
of their religious or spiritual beliefs, 
or consultation with their spiritual 
or religious leaders. The decision to 
receive or reject a treatment, or the 
need to adjust a care plan, may hinge 
upon the patient’s religious beliefs. 
Frequently encountered examples 
include Jehovah’s Witnesses’ refusal 
of blood transfusion or blood prod-
ucts and the observance of the holy 
month of Ramadan by Muslims, 
which requires intermittent fasting.

Many patients continue to use 
their religion and spirituality to 
understand and address their health 
and disease states. There may be sig-
nificant variation in patients’ under-
standing of a specific disease (for 
example, diabetes), depending on 
their religious and spiritual beliefs. 
This understanding may affect how 
they cope with, treat, and commu-
nicate about the disease. One may 
appreciate how religion and spiri-
tuality can influence the answers to 
the questions that Arthur Kleinman 
suggests as we seek to understand 
how patients see their disease.20 (See 
Table 1.)

These questions are patient-
centered and focus on the cognitive 
processes, perceptions, and emo-
tions related to their disease. They 
allow physicians to gain insight 
into what is most important as they 
assist patients with the management 
of their health and disease. The 

Table 1. Kleinman’s Eight Questions

1. What do you think caused your problem?
2. Why do you think it started when it did?
3. What do you think your sickness does to you?
4. How severe is your sickness? Do you think it will last a long time, or will it be 
better soon, in your opinion?
5. What are the chief problems your sickness has caused for you?
6. What do you fear most about your sickness?
7. What kind of treatment do you think you should receive?
8. What are the most important results you hope to get from treatment?
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answers to Kleinman’s questions may 
leave healthcare providers perplexed 
if they do not have a knowledge 
and understanding of the patient’s 
religious and spiritual background. 
For example, consider a patient who 
believes their illness is the result of 
sinful living or the devil, or a patient 
who believes the cure of their disease 
is a result of prayer or divine inter-
vention. This understanding likely 
will lead to more meaningful inter-
actions with patients and may allow 
physicians to use resources within 
the healthcare system and in the 
community as they provide compre-
hensive, compassionate care for their 
patients.

Toward a More 
Comprehensive Model  
of Care

Few would argue there has not 
been significant progress toward 
addressing patients’ physical, social, 
and psychological needs. Areas of 
patients’ lives that once were con-
sidered off limits now are addressed 

with regularity within medical 
encounters. For example, sexual 
history once was considered taboo 
by some, and this led to infrequent 
and inadequate discussion of this 
important part of patients’ lives. 
Now, both patients and physicians 
view sexual history as an integral 
part of the patient’s social history. 
Having an understanding of this 
history is essential to caring effec-
tively for the patient. In addition, 
it was not until fairly recently that 
the medical community began to 
address mental health effectively and 
compassionately. We now know that 
mental health may have a significant 
effect on physical health. These two 
examples illustrate the appreciation 
for the interrelation of these differ-
ent aspects of being human. This 
understanding led to George Engle’s 
development of the biopsychosocial 
model of care.21 (See Figure 1.)

In his 1977 article, Engle 
explained that the widely accepted 
biomedical model of care was reduc-
tionistic and did not address key 

determinants of disease adequately. 
Engle called on physicians to not 
only determine if a person is “sick” 
or “well,” but suggested that it is the 
physician’s responsibility to deter-
mine why the patient is sick and in 
which ways, and then to develop 
a treatment plan to restore and 
maintain health. Sickness may be 
described as the disruption of right 
relationships.22 Engle concluded 
that the biopsychosocial model 
takes into account not only the ill-
ness, but patients’ relationships with 
the physical, psychological, and 
social. For example, illness disrupts 
not only the relationships between 
molecules, cells, tissues, organs, and 
physiological processes occurring 
within the body, but it also inter-
feres with relationships between 
family members, neighbors, friends, 
employers, and employees.22 In other 
words, illness has an effect on rela-
tionships that people often rely on 
for coping. Engle’s model allows the 
appreciation that patients may be 
suffering physically, psychologically, 
socially, or in each of these domains 
simultaneously. This certainly was 
an upgrade from prior models, but 
it did not adequately address the 
total person. Instead, it continued 
to reduce patients to that which is 
measurable. Unfortunately, the bio-
psychosocial model did not take into 
account what some patients deem 
the most important part of their 
being: the immeasurable — their 
spirituality, or their relationship with 
that which transcends the physical, 
psychological, or social.

Cicely Saunders, widely consid-
ered the founder of the modern 
hospice movement, recognized that 
the pain and suffering experienced 
by patients has physical, psychologi-
cal, social, and spiritual components. 
She described this as the “total pain” 
experience. (See Figure 2.)

Saunders’ approach emphasizes 
a holistic, whole-person approach 
to patient care. This allows one to 
recognize that, at the end of life, 
patients may ask questions such as 
“What will death feel like?” “Is there 
an afterlife?” “Have I done all I can 
in this earthly life?” “Are my finances 

Figure 1. George Engle’s Biopsychosocial Model of Care

Biopsychosocial Model of Health used under Creative Commons Attribution-Share Alike 
4.0 International license.
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in order?” “Will my family be taken 
care of ?” Certainly, this goes beyond 
the focus on the physical pain and 
suffering that patients may encoun-
ter at the end of life. Some of the 
issues that arise at the end of life 
or with life-threatening illness 
are examples of what is known as 
spiritual distress. Saunders helped 
healthcare providers to appreci-
ate that patients’ pain may not be 
relieved simply by administering 
analgesics. Instead, all aspects of 
patients’ pain and suffering must be 
addressed with compassion.

Later, Onarecker and Sterling 
proposed expanding the biopsycho-
social model to include spirituality, 
leading to the development of the 
biopsychosocial-spiritual model.23 
This more holistic model acknowl-
edges the importance of spirituality, 
thereby addressing the totality of 
patients’ relational existance.24 The 
World Health Organization (WHO) 
recognized the importance of 
addressing the totality of a person’s 
existence and in 1999 changed their 
definition of health from “health is 
the state of complete physical, men-
tal, and social well-being and not the 
mere absence of disease or infirmity” 
to “health is a dynamic state of com-
plete physical, mental, spiritual, and 
social well-being and not merely the 
absence of disease or infirmity.”25 
This shift clearly demonstrates an 
appreciation for religion and spiritu-
ality as an important social determi-
nant of health.

Religion and Spirituality 
and Health Outcomes

Spiritual beliefs and practices are 
not only highly prevalent in the lives 
of patients, and increasingly recog-
nized in whole-person models of 
health, but their positive effects on 
health are broad and far-reaching. 
For example, in a study of women in 
the Nurses’ Health Study, frequent 
attendance of religious services was 
associated with a decreased risk of 
all-cause mortality, cardiovascular 
mortality, and cancer mortality.26 
Another study by Wen and col-
leagues demonstrated decreased 
mortality in low-income Americans 

who attended religious services more 
than once weekly.27

Religion and spirituality also may 
have positive effects on patients’ 
mental health. In a systematic 
review, Braam and Koenig dem-
onstrated that religious service 
attendance and placing importance 
on religion decreased depres-
sive symptoms in some patients.28 
Additionally, a study by Miller and 
colleagues showed a significantly 
decreased risk of experiencing major 
depression in adults with high self-
report of religion or spirituality and 
a parental history of depression.29 
Furthermore, religious service atten-
dance may protect against suicide.30 
A systematic review of the litera-
ture also showed decreased levels 
of anxiety in people with higher 
levels of religiosity.31 Some authors 
even have proposed incorporating 
a patient’s faith into their mental 
health therapy in a model known as 
“faith-integrated therapy.”32 Religion 
and spirituality also have positively 

affected outcomes in diseases, such 
as human immunodeficiency virus 
(HIV) and congestive heart fail-
ure.33,34 For example, studies have 
shown that experiencing spiritual 
peace and adhering to a healthy 
lifestyle are better predictors of 
mortality risk than functional status 
and comorbidities in patients with 
heart failure, and greater spiritual 
well-being is significantly associ-
ated with less depression in patients 
with heart failure.35 A systematic 
review by Hosseini and colleagues, 
investigating the association between 
religious and spiritual involvement 
and cognitive function in adults, 
showed that religion and spirituality 
had a protective effect against cogni-
tive decline in middle age and older 
adults.36

Finally, religion and spirituality 
have long been known to be cen-
tral to programs such as Alcoholics 
Anonymous (AA), which was 
founded in 1935 by two people (one 
of them a physician) with alcohol 

Figure 2. Saunders’ Model of Total Pain
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use disorder. One of the founders 
has described being unable to stop 
drinking until he had a significant 
spiritual experience. This led to the 
strong spiritual foundation found in 
AA programs. Similar programs, like 
Narcotics Anonymous, also follow a 
12-step, spiritually based process.

Studies have shown that feeling 
God’s presence daily and believing in 
a higher power as a universal spirit 
is predictive of positive outcomes in 
patients struggling with addiction.37 

There may be no other time dur-
ing a person’s life that they con-
sciously consider their physical, 
psychological, social, and spiritual 
relationships more than at the end of 
life. Although the finitude of physi-
cal death brings about the end of 
many important relationships, many 
patients with a spiritual or reli-
gious background believe they also 
are spiritual beings, and that their 
spirits will live on after their physi-
cal death. For example, a 2015 Pew 
Religious Landscape study showed 
that about 72% of Americans believe 
in heaven.38

Prior to death, many endure a 
prolonged course with the challenge 
of an incurable or terminal illness. 
During this time, patients may reflect 
on religion and spirituality, or look 
to find meaning or peace from these 
sources. Others may experience spiri-
tual pain because they perceive their 
relationship with the transcendent as 
broken. This makes discussing and 
understanding the patient’s religious 
and spiritual background essential. 

When caring for dying patients, 
healthcare providers must seek to 
understand how a person is cop-
ing religiously and spiritually. This 
is important because religion and 
spirituality have been associated with 
improved quality of life in patients 
with serious, incurable diseases, and 
at the end of life. 

Much of the research in this area 
is related to patients with terminal 
cancer. For example, in a study by 
Vallurupalli and colleagues, patients 
receiving palliative radiation therapy 
not only relied on religious and 
spiritual beliefs to cope with their 
advanced cancer, but spirituality and 

religious coping led to a better qual-
ity of life.39

To quantify the degree to which 
people experience spiritual well-
being and coping, scales have been 
developed for use in both clinical 
work and research. The Functional 
Assessment of Chronic Illness 
Therapy – Spiritual Well-Being 12 
Item Scale (FACIT-Sp-12), one of 
the most commonly used scales to 
assess spiritual well-being in can-
cer patients, is a 12- item scale that 
evaluates a patient’s feeling of “mean-
ing/peace” and “faith.”40,41 Physicians 
also should be aware of the Brief 
RCOPE, one of the most commonly 
used measures of religious coping. 
The Brief RCOPE is a 14-item vali-
dated scale that may be used to com-
prehensively assess religious coping 
with major life stressors.42

Physicians Addressing 
Patients’ Religion  
and Spirituality

Given the clear association between 
spirituality, religion, and health, it is 
imperative that healthcare providers 
know how to effectively inquire about 
patients’ spiritual and/or religious 
beliefs if they hope to provide whole-
person centered care.

Research confirms that patients are 
open to and would like their physi-
cians to inquire about their religion 
and spirituality. A study by McCord 
and colleagues showed that 83% of 
patients wanted their physicians to 
ask about their spiritual beliefs at 
least in some circumstances. This 
was especially true when discuss-
ing life-threatening diseases, serious 
medical conditions, and the loss of 
loved ones.43 In response to such 
research, in 2016, the AMA stated 
that it “recognizes the importance 
of individual patient spirituality and 
its impact on health and encourages 
patient access to spiritual care ser-
vices.”44 Additionally, organizations 
such as The Joint Commission and 
the Association of American Medical 
Colleges, have called on physicians 
to not only address patients’ religious 
and spiritual needs, but to begin 
training future generations of physi-
cians to do so as well.

Although patients desire discus-
sions about religion and spirituality, 
and the medical community has come 
to recognize the importance of these 
discussions, a gap remains between 
what is desired/recommended and 
what is done in practice. For example, 
a systematic literature review showed 
that physicians addressed religion and 
spirituality during medical consulta-
tions infrequently and inadequately.45 
There are many reasons for this prac-
tice gap. However, one of them is not 
that physicians believe that religion 
and spirituality are unimportant. A 
study by Smyre et al showed that 
65% of physicians believed that it is 
important to address a patient’s spiri-
tual concerns at the end of life, and 
that it is essential to good practice. 
In the same study, 81% of physicians 
indicated that it is appropriate for 
a doctor to encourage patients to 
talk with a chaplain or pastoral care 
provider.46 Another study by Monroe 
et al showed that 84% of primary 
care physicians thought they should 
be aware of patients’ spirituality, but 
most would not ask about spiritual 
issues unless the patient were dying.47

Cost
As discussed, spiritual distress can 

occur in patients, especially those 
with chronic or life-threatening ill-
ness, and research has shown that 
patients would like their healthcare 
teams to be aware of their religious 
and spiritual needs. These data alone 
should provide adequate reason to 
address the needs of patients in this 
domain. However, for those who 
question if addressing spiritual needs 
leads to cost-saving for healthcare 
systems, there are data supporting the 
cost-effectiveness of spiritual care. 
In a study by Balboni and colleagues, 
among patients with advanced can-
cer, those who reported that their 
religious and/or spiritual needs 
were inadequately supported by the 
healthcare team were less likely to 
use hospice and more likely to die in 
an intensive care unit (ICU).48 This 
translated into higher end-of-life 
costs, particularly among minori-
ties and people identified as “high-
religious copers.” End-of-life costs 
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averaged $2,000 to $4,000 more per 
patient in the group of patients who 
felt inadequately supported vs. those 
who felt supported.

Although indirectly linked to cost, 
patient satisfaction increasingly has 
become an important metric that has 
the potential to influence hospital 
revenue. Patient satisfaction, or lack 
thereof, can affect hospital revenue 
through word-of-mouth recommen-
dations or online reviews of a hospi-
tal (which may affect referrals, etc.) 
and is linked to reimbursement by 
some payers, such as Medicare.49 For 
example, research has shown that 
patient satisfaction is higher after a 
visit by a chaplain and that patients 
are more willing to recommend the 
hospital, as measured by both the 
Hospital Consumer Assessment of 
Healthcare Providers and Systems 
(HCAHPS) survey data and Press-
Ganey survey data.50

Barriers to Screening  
for and Addressing 
Spiritual Needs

When asked, many healthcare pro-
viders believe a spiritual assessment 
should be completed and would 
be willing to do it, but in practice, 
few actually do.51 Screening for and 
addressing the spiritual needs of 
patients requires many resources. 
These resources can be especially 
limited in the outpatient setting. 

The most frequently identified 
barriers to addressing the spiritual 
needs of patients include lack of 
time, difficulty identifying patients 
who want to discuss spiritual issues, 
provider discomfort and lack of 
training on the topic, lack of chap-
lain support in the outpatient set-
ting, and the belief that addressing 
spiritual concerns is not part of the 
physician’s role.52,53 

In addition, most electronic health 
records do not have built-in support 
either for prompting a provider to 
take a spiritual history or to docu-
ment one efficiently.

Of the aforementioned barri-
ers, adequate time particularly is 
challenging in the ambulatory set-
ting. There are a number of tools 
that require only a few minutes to 

administer. For example, the FICA 
tool, developed by Dr. Christina 
Puchalski for use in primary care, 
is validated, is easy to use, allows 
efficient assessment of a patient’s 
religion and spirituality, and should 
only take about two minutes to com-
plete.54 (See Table 2.) 

Other tools used in clinical prac-
tice for the assessment of patients’ 
religious and spiritual needs include 
the HOPE, FAITH, and SPIRITual 
tools.55 There are benefits and draw-
backs to the use of each of these 
tools. Physicians should choose a 
spiritual assessment tool based on 
familiarity, comfort, and the needs of 
their patients.

Lack of training or education on 
how to take a spiritual history is 
another common barrier for this 
being done in clinical practice. In 
a study by Balboni and colleagues 
that looked at barriers to providing 
spiritual care at the end of life, the 
majority of nurses and physicians 
reported they had never received 
spiritual care training.56 Even 
though most medical schools now 
have some curriculum in spiritual-
ity as it relates to healthcare, the 
curriculum varies widely in scope 
and most physicians still feel inad-
equately prepared to take a spiritual 
history.57 In a study involving medi-
cal students in Brazil, the majority 
wanted to address spirituality and/
or religion in their clinical practice 

and considered it relevant, but nearly 
one-half felt unprepared to do so.58 
There is evidence that dedicated 
education on taking spiritual histo-
ries in the outpatient setting leads to 
a change in practice, with more pro-
viders consistently inquiring about 
these questions.59

An insufficient number of avail-
able chaplains poses another chal-
lenge to fully addressing the spiritual 
needs of patients, especially in the 
outpatient setting. The Distress 
Management Guidelines of the 
National Comprehensive Cancer 
Network (NCCN) say that “distress 
should be recognized, monitored, 
documented, and treated promptly 
at all stages of disease and in all 
settings.”60 Since spiritual distress 
is a type of distress encountered 
by patients and is encountered in 
the outpatient setting just as in 
the inpatient setting, spiritual care 
resources should be available across 
all healthcare settings. Historically, 
chaplains have been involved in a 
limited capacity in the outpatient 
setting compared to the inpatient 
setting, but this is changing for the 
better. However, the historical lack 
of chaplaincy presence in the outpa-
tient setting has meant that clinical 
staff and leadership in the outpatient 
setting are not as familiar with what 
chaplains do and how they can help 
support the needs of patients and 
families.61 This poses an additional 

Table 2. The FICA Tool

Faith • Do you consider yourself spiritual or religious?
• Do you have spiritual beliefs that help you cope with stress?
• What gives your life meaning?

Importance/
Influence

• What importance does your faith or belief have in your life?
• On a scale of 0 (not important) to 5 (very important), how 

would you rate the importance of faith/belief in your life?
• Have your beliefs influenced you in how you handle stress?
• What role do your beliefs play in your healthcare decision-

making?

Community • Are you part of a spiritual or religious community?
• Is this of support to you, and how?
• Is there a group of people you really love or who are 

important to you?

Address • How would you like your healthcare provider to use this 
information about your spirituality as they care for you?
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barrier to the use of the outpatient 
chaplaincy staff, even in the cases 
when they are present and available.

Another barrier to adequately 
addressing the spiritual needs of 
patients involves discomfort with 
discordant views. A recent study 
suggested that providers are less 
likely to address the spiritual and 
religious needs of patients if their 
own beliefs differ from those of their 
patient.62 In part, this was because 
providers expressed discomfort with 
beliefs that differed from their own 
and expressed concern about pos-
sibly “offending” someone or “say-
ing the wrong thing.” Therefore, 
this speaks to a larger barrier in our 
culture of insufficient contact and 
dialogue with those who believe dif-
ferently than we do, and also speaks 
to a need for increased training in 
medicine around cultural competen-
cies. As we work to overcome these 
barriers, many have continued to 
advocate for addressing spiritual care 
in patients. This is true especially in 
the realms of medical education and 
in professional chaplaincy organiza-
tions, which have been advocating 
for better integration of chap-
laincy in the outpatient setting.63,64 
Regarding medical education, on the 
last national survey, approximately 
90% of medical schools reported 
curriculum on spirituality and 
health, which is encouraging to see.57

The Role of Chaplains
Like any need outside of the scope 

of one’s practice, spiritual distress 
often is best attended to by some-
one trained in pastoral care, such as 
a hospital chaplain or community 
faith leader. Patients may have many 
ailments that require physicians to 
enlist the assistance of consultants 
and other professionals in the medi-
cal community. Often, physicians 
consult with those in social work, 
behavioral health, mental health, 
or with a subspecialist when care 
outside of their expertise is needed. 
Similarly, as they seek to care com-
prehensively for their patients, if a 
spiritual need outside their scope of 
practice arises, the ability to consult 
with a spiritual care specialist should 

be in their toolkit of resources. In 
primary care, if the physician’s goal 
is to provide whole-person care, 
then the physician has an obligation 
to ensure they are attendant to all 
aspects of their patients’ needs. After 
they discover these needs, referring 
patients to the right provider to 
address them is paramount.

Some patients already may have 
a spiritual advisor from their local 
congregation, synagogue, or mosque 
to whom they can turn. Encouraging 
patients who are experiencing exis-
tential or spiritual distress to turn 
to their spiritual advisors is rec-
ommended. For patients who do 
not have a spiritual advisor, many 
health systems have chaplains who 
may be called upon, just as one 
would any other type of consultant. 
Hospital and healthcare chaplains 
are theologically educated, pastorally 
experienced, clinically trained, and 
certified by a professional chaplaincy 
organization. In the United States, 
healthcare chaplains who are board-
certified have completed a minimum 
of four units of Clinical Pastoral 
Education (CPE) training through 
the Association for Clinical Pastoral 
Education, Healthcare Chaplains 
Ministry Association, the Institute 
for Clinical Pastoral Training, or 
the College of Pastoral Supervision 
and Psychotherapy. Some chaplains 
also may be certified by one of the 
following organizations: Spiritual 
Care Association, Association of 
Professional Chaplains, National 
Association of Catholic Chaplains, 
Neshama: Association of Jewish 
Chaplains, Association of Certified 
Christian Chaplains, or College 
of Pastoral Supervision and 
Psychotherapy.

Although, historically, the term 
“chaplain” has referred to someone 
from a Christian tradition, the term 
now often refers to people from any 
religious or philosophical tradition. 
Typically, certification requires a 
Master of Divinity degree (or its 
equivalent), faith group ordina-
tion or commissioning, faith group 
endorsement, and four units (1,600 
hours) of CPE.65 Many are embed-
ded within palliative care teams or 

medical ICUs, but often are available 
to any patient who needs them, on 
any service in the hospital.

Many physicians erroneously 
believe that chaplains are needed 
only for end-of-life care, but their 
involvement can be considered 
appropriate at any stage in chronic 
illness, at the time of a challenging 
new diagnosis, or whenever existen-
tial distress may arise in the course 
of their healthcare. Chaplains can 
address spiritual distress, provide 
certain sacraments, and assist teams 
with difficult “goals of care” or end-
of-life discussions.66,67 They also are 
available to assist with the support 
of staff. Chaplains also can assist 
with spiritual distress in primary 
care settings and have been shown to 
be helpful with facilitating advance 
care planning.68

Unfortunately, many physicians 
are unaware of the role of spiritual 
care services or how to contact them 
when needed. In a recent study 
evaluating ICU physicians, many 
were unfamiliar with spiritual care 
services and reported lack of clarity 
regarding the process of contacting 
the spiritual care department and 
what services the department could 
provide.62 However, when patients 
are treated by a member of the chap-
laincy staff, they often report higher 
levels of satisfaction with their 
hospital stay and are more likely to 
endorse that their emotional and 
spiritual needs were met compared 
to patients who did not have a visit 
by a hospital chaplain.69 Knowing 
how to properly use the expertise of 
chaplains in the healthcare system in 
which a physician works is an essen-
tial part of being able to attend to 
whole-person care and needs as they 
arise.

Prayer
In addition to being able to call 

on a chaplain or other member of a 
spiritual community to help patients, 
physicians should be aware that pri-
vate prayer often is used by patients 
in the course of their healthcare and 
patients may even ask their physician 
to pray with them during a health-
care encounter.
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Prayer is a common practice of 
people of faith. According to a Pew 
research poll, 55% of people in 
the United States pray daily. Even 
among U.S. Americans who identify 
as non-religiously affiliated, 20% say 
they, too, pray daily.70 When people 
become ill, many patients turn to 
prayer as a source of comfort, to feel 
connected to the divine, ask for heal-
ing, and express gratitude.71 Certain 
groups are more likely to turn to 
prayer than others, namely Blacks, 
older patients, and women.70,71 
Research has demonstrated a posi-
tive effect of prayer on many dis-
eases and conditions. In a recent 
systematic review, which evaluated 
the effect of prayer as an adjunctive 
therapy for pain, prayer emerged as a 
preferred beneficial intervention for 
religious patients undergoing surgery 
or a painful procedure.72 Prayer also 
has been found to have a beneficial 
effect on self-reported quality of life 
and psychological status for patients 
with cardiac disease, psychosocial 
adjustment, and symptom manage-
ment in patients with breast cancer, 
and in patients struggling with their 
mental health.73-75

Given the prevalence of prayer 
among patients, it is unsurprising 
that many physicians will encounter 
patients who are praying during the 
course of their medical encounter 
or will tell their physician or team 
about their prayers regarding their 
illness. Some patients will even ask 
a healthcare provider to pray with 
them during a healthcare encoun-
ter.76 How should physicians respond 
to this? Recognizing that the deci-
sion to pray with a patient is a per-
sonal one, most guidance written 
on the topic suggests that, because 

of the inherent power differential 
between the patient and health-
care provider, healthcare providers 
should not pray with the patient 
unless specifically asked to do so by 
the patient.77 With this in mind, in 
one of the most recent guides pro-
vided by the AMA Journal of Ethics, 
physicians are asked to consider 
balancing their personal feeling 
regarding patient prayer requests 
with recognizing the need for the 
patient to feel legitimized in their 
faith practice. The authors write: 
“When a physician is comfortable 
praying with a patient, it is most 
appropriate to pray silently. If the 
patient requests the physician to lead 
the prayer, however, the physician 
should be cautious to avoid imputing 
specific beliefs to the patient, as even 
those of the same faith can differ in 
their beliefs. If the physician chooses 
to lead a prayer, nondenominational 
prayer is the safest; asking God for 
support is safer than requesting spe-
cific outcomes. ”78

Healthcare providers’ willing-
ness to engage patients’ requests for 
prayer is dependent on their own 
spiritual or religious life, since stud-
ies have shown that comfort with 
and respect for the prayer lives of 
patients is associated positively 
with the religiosity of the providers 
themselves. For example, nurses who 
self-reported a more robust personal 
prayer life were shown to respond 
more favorably to patients’ requests 
for prayer. 79 Physicians who are 
more religious and/or spiritual report 
more positive perceptions regarding 
the link between religious beliefs/
practices and patients’ psychological 
well-being.80 In one national sur-
vey of physicians, a majority of the 

physicians stated that, if asked, they 
would join the family and patient 
in prayer. Physicians’ willingness to 
join ranged from 67% when there 
was concordance between the phy-
sician’s and the patient’s religious 
affiliation to 51% when there was 
discordance.81

Addressing the spiritual needs of 
patients may require an interprofes-
sional approach. Although many 
physicians appropriately rely on their 
spiritual care colleagues to attend 
to the spiritual needs and prayer 
requests of their patients, patients 
still value their physician making it 
clear that their beliefs and practices 
are respected by all members of the 
healthcare team. However, knowing 
this, many hospitals have insuffi-
cient chaplains to meet the spiritual 
needs of their patients. This has 
been especially apparent during the 
COVID-19 pandemic. With limited 
in-person contact with other mem-
bers of the team, including outside 
faith leaders, physicians need to be 
able to feel comfortable addressing 
some of these requests themselves, to 
the best of their abilities.76

Religious Accommodation
Lastly, patients with religious and/

or spiritual practices may desire 
accommodation of various types 
while in the healthcare system. It 
is important to know what type of 
accommodation may be requested, 
and in some cases, required. When 
sick, patients often are separated 
from the communities, people, and 
practices that normally provide them 
comfort and support. This can cause 
further stress in addition to the 
stress of their medical illness. When 
patients are in the care of their 
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physicians, the physicians should 
strive to accommodate their patients’ 
needs — religious needs included.

Needs as they relate to religion 
and or spirituality often include 
dietary needs; offering of sacra-
ments; space, time, and materials for 
prayer; and respecting one’s faith 
and/or spiritual commitments, since 
they may intersect with healthcare 
decision-making.

Many physicians are familiar 
with providing accommodation 
for patients whose religious and/
or spiritual commitments lead them 
to disagree with a standard medi-
cal procedure or intervention (such 
as an influenza vaccination, blood 
transfusions, or the acceptance of 
a definition of death that is solely 
neurological), but religious accom-
modation for patients and families 
also means having dietary options 
available to them, having space and 
time to pray, and considering needs 
at the end of life.82-85 (See Table 3.) 
When patients are hospitalized, 
just as physicians would strive to 
accommodate a patient who has a 
dietary need around lactose or who 

may prefer a vegetarian meal, so too 
should they strive to accommodate 
a patient who requests halal food or 
a kosher option. Having available 
meal options that reflect a variety of 
preferences throughout a healthcare 
system demonstrates a commitment 
and respect for multiple, diverse 
needs.

Religious accommodation is not 
just something healthcare systems 
should do; it is something they 
must do according to The Joint 
Commission. The Joint Commission 
requires hospitals to be account-
able for maintaining patient rights, 
including accommodation for cul-
tural, religious, and spiritual values.86 
For example, respecting the Sabbath 
for people who observe it, and not 
asking observant patients to partici-
pate in activities on the Sabbath that 
would be in violation of keeping this 
time sacred, should be strongly con-
sidered if at all medically possible.87 

Regarding space, many hospitals 
also are rightly considering the reli-
gious needs of patients when design-
ing new buildings. For example, 
one healthcare system considered 

needs for prayer when they designed 
patient rooms, with privacy in mind 
for prayers and ways to include sym-
bolic meaning derived from attri-
butes such as color.88 

The need for religious accom-
modation may occur at the end of 
life when, for example, it is recom-
mended that a dying Muslim patient 
be placed in a position such that his 
or her feet are facing Mecca.89 Many 
patients also desire having their 
spiritual advisor or leader participate 
in discussions with the healthcare 
team about goals of care or end-of-
life discussions. Taking the time to 
understand who patients prefer to 
have involved in these conversations 
and taking the time to listen and 
incorporate such persons can help 
patients feel supported and can assist 
in complex decision-making. Having 
a healthcare staff that provides cul-
turally competent care is patient-
centered and can help prevent added 
distress to patients who already are 
under duress from their medical 
illness.

Summary
In conclusion, if physicians want 

to address whole-person care, then 
they need to recognize and attend to 
the spiritual needs of their patients. 
To do this, physicians need improved 
training in taking a spiritual history 
and recognizing spiritual distress, 
time to do so, and the resources 
available to help patients who may 
be experiencing spiritual distress.

Many barriers to whole-person 
care exist, and much work has yet to 
be done to overcome ongoing chal-
lenges to doing this well. Patients 
want this type of care, but in prac-
tice, their needs often go unmet.

Table 3. Examples of Religious Accommodations  
in Patient Care
• Accommodating dietary needs (kosher, halal, etc.)
• Providing access to patients’ identified religious or spiritual leader as 

requested
• Providing time and/or space as requested for prayer
• Incorporating the patient’s spiritual and/or religious beliefs in medical 

decision-making as appropriate
• Providing access to sacraments or other religious or spiritual materials as 

requested for prayer and/or healing
• Honoring time that is identified as “sacred” as it relates to their religion, 

when possible (i.e., not asking patients who observe the Sabbath to fill out 
paperwork on the Sabbath)
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Physicians also should strive to 
provide religious accommodation for 
patients who desire this, in accor-
dance with physicians’ respect for 
them as whole persons and their 
desire to provide culturally compe-
tent, patient-centered care.

To do all of this well will require 
ongoing efforts in medical educa-
tion, faculty development, continu-
ing medical education, and advocacy, 
and strengthened partnerships with 
colleagues in the community and 
professional organizations. In the 
meantime, physicians have an oppor-
tunity to reflect and improve upon 
their own individual practices with a 
hopeful desire to improve their skills 
in this domain as they continue to 
strive to be growth-minded health-
care professionals.

Patients deserve to be acknowl-
edged in the entirety of who they 
are, and in physicians’ efforts to do 
so, they must acknowledge spiritual-
ity as a component of whole-person, 
patient-centered care.
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CME Questions
1.  Many tools have been developed 

and validated for use in taking a 
spiritual history. In particular, the 
FICA tool has been developed by 
primary care physicians for use in 
the outpatient setting. In the FICA 
acronym, the “C” stands for which of 
the following?
a.  Concerns about spirituality
b.  Caregiver burden
c.  Cost of healthcare
d.  Community 

2.  According to Pew Research Forum, 
which population in the United 
States endorsed the highest rates of 
weekly church attendance?
a.  Whites
b.  Blacks 
c.  Asians
d.  Latinos

3.  According to the Association 
of American Medical College’s 
(AAMC) definition, spirituality is 
expressed in an individual’s search 
for:
a.  meaning. 
b.  security.
c.  religion.
d.  comfort.

4.  In the United States, healthcare 
chaplains who are board certified 
have completed a minimum of four 
units of which type of training?
a.  Mindfulness Meditation
b.  Clinical Pastoral Education 

(CPE) 
c.  Narrative Medicine
d.  Rite of Christian Initiation of 

Adults (RCIA)
5.  According to the AMA Journal of 

Ethics, when providers are asked 
to pray with patients, it is most 
appropriate for the provider to pray:
a.  silently. 
b.  on their knees.
c.  holding hands.
d.  on their own.

6.  When the World Health 
Organization changed its definition 
of health, it included which of the 
following?
a.  Social well-being
b.  Spiritual well-being 
c.  Psychological well-being
d.  Physical well-being

7.  Which of the following tools may 
be used to assess a patient’s religious 
coping?
a.  FICA tool
b.  HOPE tool
c.  SPIRITual tool
d.  Brief RCOPE 

8.  Among models of care, which model 
tends to take the most holistic 
approach to the care of patients?
a.  Total pain model 
b.  Biomedical model
c.  Biopsychosocial model 
d.  Psychosocial-spiritual model

CME INSTRUCTIONS
To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the references for further research.
2. Log onto ReliasMedia.com and click on My Account. First-time users will have to 
register on the site using the 8-digit subscriber number printed on the mailing label 
or invoice.
3. Pass the online test with a score of 100%; you will be allowed to answer the ques-
tions as many times as needed to achieve a score of 100%. Tests are taken with each 
issue.
4. After completing the test, a credit letter will be emailed to you instantly.
5. Twice yearly after the test, your browser will be directed to an activity  
evaluation form, which must be completed to receive your credit letter.

Access Your Issues Online
Visit ReliasMedia.com and go to My Account to log in.

• View current healthcare news.

• Access online issues and PDF.

• Search article archives by publication or topic.

• Take continuing education tests.

http://ReliasMedia.com
http://bit.ly/3eNw0Fx
http://bit.ly/3eNw0Fx


SUBSCRIBER INFORMATION 

CUSTOMER SERVICE: (800) 688-2421

Customer Service Email Address:  
customerservice@reliasmedia.com

Editorial Email Address: 
jschneider@relias.com 

Website:  
ReliasMedia.com

MULTIPLE COPIES: 
Discounts are available for group subscriptions, 
 multiple copies, site-licenses, or electronic 
distribution. For pricing information,please 
contact our Group Account Managers at 
groups@reliasmedia.com or (866) 213-0844.

All prices U.S. only. U.S. possessions and 
Canada, add $30 plus applicable GST. Other 
international orders, add $30.

ACCREDITATION
In support of improving patient care, 
Relias LLC is jointly accredited by the 
Accreditation Council for Continuing 
Medical Education (ACCME), the 
Accreditation Council for Pharmacy 
Education (ACPE), and the American 
Nurses Credentialing Center (ANCC), 
to provide continuing education for the 
healthcare team.

The Relias LLC designates this enduring material for a maximum of  
3 AMA PRA Category 1 CreditsTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity.

The American Osteopathic Association has approved this continuing 
education activity for up to 2.5 AOA Category 2-B credits. 

Successful completion of this CME activity, which includes participation in 
the evaluation component, enables the participant to earn up to 3 MOC 
Medical Knowledge points in the American Board of Internal Medicine’s 
(ABIM) Maintenance of Certification (MOC) program. Participants will earn 
MOC points equivalent to the amount of CME credits claimed for the 
activity. It is the CME activity provider’s responsibility to submit participant 
completion information to ACCME for the purpose of granting ABIM MOC 
credit.

This is an educational publication designed to present scientific information 
and opinion to health professionals, to stimulate thought, and further 
investigation. It does not provide advice regarding medical  diagnosis or 
treatment for any individual case. It is not intended for use by the  layman. 
Opinions expressed are not  necessarily those of this publication. Mention 
of products or services does not constitute endorsement. Clinical, legal, tax, 
and other comments are offered for general guidance only; professional 
counsel should be sought for specific situations.

This CME activity is intended for primary care and family practice 
physicians. It is in effect for 36 months from the date of the publication.

PRIMARY CARE REPORTS™ (ISSN 1040-
2497) is published monthly by Relias LLC, 1010 Sync 
St., Ste. 100, Morrisville, NC 27560-5468. Periodicals 
postage paid at Morrisville, NC, and additional 
mailing offices. POSTMASTER: Send address changes 
to Primary Care Reports, Relias LLC, 1010 Sync St., 
Ste. 100, Morrisville, NC 27560-5468.

Editor: Jason Schneider
Executive Editor: Shelly Mark
Editorial Group Manager: 
Leslie Coplin
Accreditations Director:
Amy M. Johnson, MSN, RN, CPN

GST Registration No.: R128870672

© 2021 Relias LLC. All rights reserved. Reproduction, 
distribution, or translation without express written 
permission is strictly prohibited.

Back issues: $26. Missing issues will be fulfilled 
by customer service free of charge when contacted 
within one month of the missing issue’s date.

EDITOR IN CHIEF

Gregory R. Wise, MD, FACP
Associate Professor of Medicine
Oscar Boonshoft School of Medicine
Wright State University
Sole Shareholder
Kettering Physicians Network
Dayton, OH

EDITORIAL BOARD

Charlie Abraham, MD, MBA, FACP
Clinical Assistant Professor
UCSF-Fresno

Nancy J.V. Bohannon, MD, FACP
Private Practice
San Francisco, CA

Clara L. Carls, DO
Program Director 
Hinsdale Family Medicine Residency
Hinsdale, IL

Alfred C. Gitu, MD, FAAFP
Program Director and Associate
Professor of Family Medicine
The Florida State University COM
Family Medicine Residency Program
at Lee Health
Fort Myers, FL

Norton J. Greenberger, MD
Clinical Professor of Medicine
Harvard Medical School
Senior Physician
Brigham & Women’s Hospital
Boston, MA

Udaya Kabadi, MD
Professor
University of Iowa 
School of Medicine
Iowa City, IA

Dan L. Longo, MD, FACP
Professor of Medicine
Harvard Medical School
Deputy Editor, 
The New England Journal of Medicine
Boston, MA

David B. Nash, MD, MBA
Dean
Jefferson School of Population Health
Thomas Jefferson University
Philadelphia, PA

Jeffrey W. Morgan, DO, MA, 
FACOI, CS

Dean
School of Osteopathic Medicine in 

Arizona
Mesa, AZ

Allen R. Nissenson, MD
Professor of Medicine
Director of Dialysis Program
University of California Los Angeles 
School of Medicine

Kenneth L. Noller, MD
Professor and Chairman
Department of OB/GYN
Tufts University School of Medicine
Boston, MA

Robert W. Piepho, PhD, FCP
Professor Emeritus of Pharmacology
and Toxicology 
Dean Emeritus
University of Missouri Kansas City 
School of Pharmacy
Kansas City, MO

Robert E. Rakel, MD
Department of Family and 
Community Medicine
Baylor College of Medicine
Houston, TX

Glen D. Solomon, MD, FACP
Professor and Chair
Department of Internal Medicine
Wright State University
Boonshoft School of Medicine
Dayton, OH

Leon Speroff, MD
Professor of Obstetrics and 
Gynecology
Oregon Health Sciences University 
School of Medicine
Portland, OR

Robert B. Taylor, MD
Professor and Chairman 
Department of Family Medicine
Oregon Health Sciences University
School of Medicine
Portland, OR

Roger D. Woodruff, MD
Associate Professor and Chair
Department of Family Medicine
Loma Linda University
Loma Linda, CA

© 2021 Relias LLC. All rights 
reserved. 

mailto:customerservice%40reliasmedia.com?subject=
mailto:jschneider%40relias.com?subject=
http://ReliasMedia.com
mailto:groups%40reliasmedia.com?subject=


ReliasMedia.com Primary Care Reports / April 2021     i

References
1.  Association of American Medical 

Colleges. Report III: Contemporary 
Issues in Medicine: Communication in 
Medicine. Medical School Objectives 
Project. https://web.archive.org/
web/20011030184622/http://www.aamc.
org/meded/msop/report3.htm

2.  Ferngren GB. Medicine and religion: 
A historical perspective. In: Cobb MR, 
Puchalski CM, Rumbold B, eds. Oxford 
Textbook of Spirituality in Healthcare. 
Oxford University Press;2012.

3.  Cadge W. Paging God: Religion in the 
Halls of Medicine. The University of 
Chicago Press;2012.

4.  The Catholic Health Association of the 
United States. Catholic Health Care in 
the United States. Updated January 2020. 
https://www.chausa.org/about/about/
facts-statistics

5.  Kim DT, Curlin FA, Wolenberg KM, 
Sulmasy DP. Back to the future: The 
AMA and religion, 1961-1974. Acad Med 
2014;89:1603-1609.

6.  Kim D, Curlin F, Wolenberg K, Sulmasy 
D. Religion in organized medicine: The 
AMA’s Committee and Department 
of Medicine and Religion, 1961-1974. 
Perspect Biol Med 2014;57:393-414.

7.  Sajja A, Puchalski C. Healing in modern 
medicine. Ann Palliat Med 2017;6: 
206-210.

8.  The Joint Commission. Advancing 
Effective Communication, Cultural 
Competence, and Patient- and Family-
Centered Care: A Roadmap for Hospitals. 
https://www.jointcommission.org/-/
media/tjc/documents/resources/patient-
safety-topics/health-equity/aroadmap-
forhospitalsfinalversion727pdf.pdf?db=w
eb&hash=AC3AC4BED1D973713C2C
A6B2E5ACD01B

9.  Davidson JE, Powers K, Hedayat KM, 
et al. Clinical practice guidelines for sup-
port of the family in the patient-centered 
intensive care unit: American College of 
Critical Care Medicine Task Force 2004-
2005. Crit Care Med 2007;35:605-622.

10.  Lanken PN, Terry PB, Delisser HM, et 
al. An official American Thoracic Society 
clinical policy statement: Palliative care 
for patients with respiratory diseases and 
critical illnesses. Am J Respir Crit Care 
Med 2008;177:912-927.

11.  Puchalski C, Ferrell B, Virani R, et al. 
Improving the quality of spiritual care as 
a dimension of palliative care: The report 

of the Consensus Conference. J Palliat 
Med 2009;12:885-904. 

12.  Wolf JA, Palmer S, Handzo G. The 
Critical Role of Spirituality in Patient 
Experience. The Beryl Institute. https://
www.theberylinstitute.org/store/down-
load.aspx?id=C043C5EC-15E3-40D3-
A2D3-744C4343CF21

13.  Twenge JM, Sherman RA, Exline 
JJ, Grubbs JB. Declines in American 
adults’ religious participation and 
beliefs, 1972-2014. Sage OPEN 2016;6. 
https://journals.sagepub.com/doi/
full/10.1177/2158244016638133

14.  Pew Research Center. Immigrant sta-
tus by religious attendance. Religious 
Landscape Study. https://www.pew-
forum.org/religious-landscape-study/
compare/immigrant-status/by/atten-
dance-at-religious-services

15.  Pew Research Center. Attendance at 
religious services. Religious Landscape 
Study. https://www.pewforum.org/
religious-landscape-study/attendance-at-
religious-services/

16.  Pew Research Center. Attendance at 
religious services by race/ethnicity. 
Religious Landscape Study. https://www.
pewforum.org/religious-landscape-study/
compare/attendance-at-religious-services/
by/racial-and-ethnic-composition/

17.  Chatters LM, Taylor RJ, McKeever 
Bullard K, Jackson JS. Spirituality and 
subjective religiosity among African 
Americans, Caribbean Blacks, and 
Non-Hispanic Whites. J Sci Study Relig 
2008;47:725-737. 

18.  Pew Research Center. Belief in God. 
Religious Landscape Study. https://www.
pewforum.org/religious-landscape-study/
belief-in-god/

19.  Pew Research Center. The changing 
global religious landscape. Published 
April 5, 2017. https://www.pewforum.
org/2017/04/05/the-changing-global-
religious-landscape/

20.  Kleinman A, Eisenberg L, Good B. 
Culture, illness, and care: Clinical lessons 
from anthropologic and cross-cultural 
research. Ann Intern Med 1978;88: 
251-258.

21.  Engel GL. The need for a new medi-
cal model: A challenge for biomedicine. 
Science 1977;196:129-136.

22.  Sulmasy DP. A biopsychosocial-spiritual 
model for care of patients at the end of 
life. Gerontologist 2002;42:24-33.

23.  Katerndahl DA. Impact of spiritual 
symptoms and their interactions on 
health services and life satisfaction. Ann 
Fam Med 2008;6:412-420.

24.  Saad M, de Medeiros R, Mosini AC. 
Are we ready for a true biopsychosocial-
spiritual model? The many meanings of 
“spiritual.” Medicines (Basel) 2017;4:79.

25.  World Health Organization. 
Amendments to the constitution. 
Published April 7, 1999. http://apps.who.
int/gb/archive/pdf_files/WHA52/ew24.
pdf

26.  Li S, Stampfer MJ, Williams DR, 
VanderWeele TJ. Association of religious 
service attendance with mortality among 
women. JAMA Intern Med 2016;176: 
777-785. 

27.  Wen W, Schlundt D, Warren Anderson 
S, et al. Does religious involvement affect 
mortality in low-income Americans? 
A prospective cohort study. BMJ Open 
2019;9:e028200.

28.  Braam A, Koenig HG. Religion, spiritu-
ality and depression in prospective stud-
ies: A systematic review. J Affect Disord 
2019;257:428-438. 

29.  Miller L, Wickramaratne P, Gameroff 
MJ, et al. Religiosity and major depres-
sion in adults at high risk: A ten-year 
prospective study. Am J Psychiatry 
2012;169:89-94. 

30.  Lawrence RE, Oquendo MA, Stanley B. 
Religion and suicide risk: A systematic 
review. Arch Suicide Res 2016;20:1-21. 

31.  AbdAleati NS, Saharim NM, Mydin 
YO. Religiousness and mental health: A 
systematic review study. J Relig Health 
2016;55:1929-1937. 

32.  Koenig HG, Al Zaben F. Integrating 
religious faith into patient care. BJPsych 
Advances 2017;23:426-427.

33.  Doolittle BR, Justice AC, Fiellin DA. 
Religion, spirituality, and HIV clinical 
outcomes: A systematic review of the lit-
erature. AIDS Behav 2018;22:1792-1801. 

34.  Park CL, Aldwin CM, Choun S, et al. 
Spiritual peace predicts 5-year mortality 
in congestive heart failure patients. Health 
Psychol 2016;35:203-210. 

35.  Bekelman DB, Dy SM, Becker DM, et 
al. Spiritual well-being and depression in 
patients with heart failure. J Gen Intern 
Med 2007;22:470-477. 

36.  Hosseini S, Chaurasia A, Oremus M. 
The effect of religion and spirituality on 
cognitive function: A systematic review. 
Gerontologist 2019;59:e76-e85. 

Religion and Spirituality  
in Primary Care

https://web.archive.org/web/20011030184622/http://www.aamc.org/meded/msop/report3.htm
https://web.archive.org/web/20011030184622/http://www.aamc.org/meded/msop/report3.htm
https://web.archive.org/web/20011030184622/http://www.aamc.org/meded/msop/report3.htm
https://www.chausa.org/about/about/facts-statistics
https://www.chausa.org/about/about/facts-statistics
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/health-equity/aroadmapforhospitalsfinalversion727pdf.pdf?db=web&hash=AC3AC4BED1D973713C2CA6B2E5ACD01B
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/health-equity/aroadmapforhospitalsfinalversion727pdf.pdf?db=web&hash=AC3AC4BED1D973713C2CA6B2E5ACD01B
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/health-equity/aroadmapforhospitalsfinalversion727pdf.pdf?db=web&hash=AC3AC4BED1D973713C2CA6B2E5ACD01B
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/health-equity/aroadmapforhospitalsfinalversion727pdf.pdf?db=web&hash=AC3AC4BED1D973713C2CA6B2E5ACD01B
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/health-equity/aroadmapforhospitalsfinalversion727pdf.pdf?db=web&hash=AC3AC4BED1D973713C2CA6B2E5ACD01B
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/health-equity/aroadmapforhospitalsfinalversion727pdf.pdf?db=web&hash=AC3AC4BED1D973713C2CA6B2E5ACD01B
https://www.theberylinstitute.org/store/download.aspx?id=C043C5EC-15E3-40D3-A2D3-744C4343CF21
https://www.theberylinstitute.org/store/download.aspx?id=C043C5EC-15E3-40D3-A2D3-744C4343CF21
https://www.theberylinstitute.org/store/download.aspx?id=C043C5EC-15E3-40D3-A2D3-744C4343CF21
https://www.theberylinstitute.org/store/download.aspx?id=C043C5EC-15E3-40D3-A2D3-744C4343CF21
https://journals.sagepub.com/doi/full/10.1177/2158244016638133
https://journals.sagepub.com/doi/full/10.1177/2158244016638133
https://www.pewforum.org/religious-landscape-study/compare/immigrant-status/by/attendance-at-religious-services
https://www.pewforum.org/religious-landscape-study/compare/immigrant-status/by/attendance-at-religious-services
https://www.pewforum.org/religious-landscape-study/compare/immigrant-status/by/attendance-at-religious-services
https://www.pewforum.org/religious-landscape-study/compare/immigrant-status/by/attendance-at-religious-services
https://www.pewforum.org/religious-landscape-study/attendance-at-religious-services/
https://www.pewforum.org/religious-landscape-study/attendance-at-religious-services/
https://www.pewforum.org/religious-landscape-study/attendance-at-religious-services/
https://www.pewforum.org/religious-landscape-study/compare/attendance-at-religious-services/by/racial-and-ethnic-composition/
https://www.pewforum.org/religious-landscape-study/compare/attendance-at-religious-services/by/racial-and-ethnic-composition/
https://www.pewforum.org/religious-landscape-study/compare/attendance-at-religious-services/by/racial-and-ethnic-composition/
https://www.pewforum.org/religious-landscape-study/compare/attendance-at-religious-services/by/racial-and-ethnic-composition/
https://www.pewforum.org/religious-landscape-study/belief-in-god/
https://www.pewforum.org/religious-landscape-study/belief-in-god/
https://www.pewforum.org/religious-landscape-study/belief-in-god/
https://www.pewforum.org/2017/04/05/the-changing-global-religious-landscape/
https://www.pewforum.org/2017/04/05/the-changing-global-religious-landscape/
https://www.pewforum.org/2017/04/05/the-changing-global-religious-landscape/
http://apps.who.int/gb/archive/pdf_files/WHA52/ew24.pdf
http://apps.who.int/gb/archive/pdf_files/WHA52/ew24.pdf
http://apps.who.int/gb/archive/pdf_files/WHA52/ew24.pdf


ii     Primary Care Reports / April 2021  ReliasMedia.com

37.  Dermatis H, Galanter M. The role of 
twelve-step-related spirituality in addic-
tion recovery. J Relig Health 2016;55: 
510-521. 

38.  Murphy C. Most Americans believe in 
heaven … and hell. Pew Research Center. 
Published Nov. 10, 2015. https://www.
pewresearch.org/fact-tank/2015/11/10/
most-americans-believe-in-heaven-and-
hell/ 

39.  Vallurupalli M, Lauderdale K, Balboni 
MJ, et al. The role of spirituality and 
religious coping in the quality of life of 
patients with advanced cancer receiv-
ing palliative radiation therapy. J Support 
Oncol 2012;10:81-87. 

40.  Bovero A, Tosi C, Botto R, et al. The 
spirituality in end-of-life cancer patients, 
in relation to anxiety, depression, coping 
strategies and the daily spiritual experi-
ences: A cross-sectional study. J Relig 
Health 2019;58:2144-2160. 

41.  Peterman AH, Fitchett G, Brady MJ, 
et al. Measuring spiritual well-being in 
people with cancer: The functional assess-
ment of chronic illness therapy–spiritual 
well-being scale (FACIT-Sp). Ann Behav 
Med 2002;24:49-58. 

42.  Pargament K, Feuille M, Burdzy D. The 
Brief RCOPE: Current psychometric 
status of a short measure of religious cop-
ing. Religions 2011;2:51-76. 

43.  McCord G, Gilchirst VJ, Grossman SD. 
Discussing spirituality with patients: A 
rational and ethical approach. Ann Fam 
Med 2004;2:356-361. 

44.  American Medical Association. 
Addressing patient spirituality in medi-
cine. https://policysearch.ama-assn.org/
policyfinder/detail/Addressing%2520Pati
ent%2520Spirituality%2520in%2520Med
icine%2520H-160.900?uri=%2FAMADo
c%2FHOD-160.900.xml 

45.  Best M, Butow P, Olver I. Doctors 
discussing religion and spirituality: A 
systematic literature review. Palliat Med 
2016;30:327-337. 

46.  Smyre CL, Tak HJ, Dang AP, et al. 
Physicians’ opinions on engaging patients’ 
religious and spiritual concerns: A 
national survey. J Pain Symptom Manage 
2018;55:897-905. 

47.  Monroe MH, Bynum D, Susi B, et 
al. Primary care physician preferences 
regarding spiritual behavior in medical 
practice. Arch Intern Med 2003;163: 
2751-2756.  

48.  Balboni T, Balboni M, Paulk ME, et al. 
Support of cancer patients’ spiritual needs 
and associations with medical care costs 
at the end of life. Cancer 2011;117: 
5383-5391.

49.  Mazurenko O, Collum T, Ferdinand 
A, Menachemi N. Predictors of hospi-
tal patient satisfaction as measured by 
HCAHPS: A systematic review. J Healthc 
Manag 2017;62:272-283.

50.  Marin D, Sharma V, Sosunov E, et al. 
Relationship between chaplain visits 
and patient satisfaction. J Health Care 
Chaplain 2015;21:14-24.

51.  Koenig HG, Perno K, Hamilton T. The 
spiritual history in outpatient practice: 
Attitudes and practices of health profes-
sionals in the Adventist Health System. 
BMC Med Educ 2017;17:102.

52.  Ellis MR, Vinson DC, Ewigman B. 
Addressing spiritual concerns of patients: 
Family physicians’ attitudes and prac-
tices. J Fam Pract 1999;48:105-109.

53.  Daaleman TP, Usher BM, Williams SW, 
et al. An exploratory study of spiritual 
care at the end of life. Ann Fam Med 
2008;6:406-411.

54.  Borneman T, Ferrell B, Puchalski CM. 
Evaluation of the FICA tool for spiri-
tual assessment. J Pain Symptom Manag 
2010;40:163-173. 

55.  Blaber M, Jone J, Willis D. Spiritual 
care: Which is the best assessment tool 
for palliative settings? Int J Palliat Nurs 
2015;21:430-438.

56.  Balboni MJ, Sullivan A, Amobi A, et al. 
Why is spiritual care infrequent at the 
end of life? Spiritual care perceptions 
among patients, nurses, and physicians 
and the role of training. J Clin Oncol 
2013;31:461-467.

57.  Koenig HG, Hooten EG, Lindsay-
Calkins E, Meador KG. Spirituality in 
medical school curricula: Findings from 
a national survey. Int J Psychiatry Med 
2010;40:391-398. 

58.  Lucchetti G, de Oliveira LR, Koenig 
HG, et al. Medical students, spirituality 
and religiosity—results from the multi-
center study SBRAME. BMC Med Educ 
2013;13:162.

59.  Koenig HG, Perno K, Erkanli A, 
Hamilton T. Effects of a 12-month 
educational intervention on clini-
cians’ attitudes/practices regarding the 
screening spiritual history. South Med J 
2017;110:412-418. 

60.  National Comprehensive Cancer 
Network. Distress during cancer care. 
https://www.nccn.org/patients/guide-
lines/content/PDF/distress-patient.pdf

61.  Handzo G, Hughes B, Bowden J, et al. 
Chaplaincy in the outpatient setting-
getting from here to there. J Health 
Care Chaplain 2020; Sep 27;1-14. doi: 
10.1080/08854726.2020.1818359. 
[Online ahead of print].

62.  Alch CK, Wright CL, Collier KM, Choi 
PJ. Barriers to addressing the spiritual 
and religious needs of patients and fami-
lies in the intensive care unit: A qualita-
tive study of critical care physicians. Am 
J Hosp Palliat Care 2020; Nov 4. doi: 
10.1177/1049909120970903. [Online 
ahead of print].

63.  Collier KM, James CA, Saint S, Howell 
JD. Is it time to more fully address teach-
ing religion and spirituality in medicine? 
Ann Intern Med 2020;172:817-818.

64.  Spiritual Care Association. Resources. 
https://spiritualcareassociation.org/
resources/403-advocacy.html

65.  Wikipedia. Chaplain. https://
en.wikipedia.org/wiki/Chaplain

66.  Jeuland J, Fitchett G, Schulman-Green 
D, Kapo J. Chaplains working in pallia-
tive care: Who they are and what they 
do. J Palliat Med 2017;20:502-508.

67.  Harris S. Chaplains’ roles as mediators in 
critical clinical decisions. AMA J Ethics 
2018;20:E670-674.

68.  Lee AC, McGinness CE, Levine S, et 
al. Using chaplains to facilitate advance 
care planning in medical practice. JAMA 
Intern Med 2018;178:708-710.

69.  Marin DB, Sharma V, Sosunov E, et 
al. Relationship between chaplain visits 
and patient satisfaction. J Health Care 
Chaplain 2015;21:14-24.

70.  Lipka M. 5 facts about prayer. Pew 
Research Center. https://www.pewre-
search.org/fact-tank/2016/05/04/5-facts-
about-prayer/#:~:text=More%20than%20
half%20(55%25),20%25%20say%20
they%20pray%20daily

71.  Hamilton JB, Kweon L, Brock LB, 
Moore AD. The use of prayer during life-
threatening illness: A connectedness to 
God, inner-self, and others. J Relig Health 
2020;59:1687-1701.

72.  Illueca M, Doolittle B. The use of prayer 
in the management of pain: A systematic 
review. J Relig Health 2020;59:681-699.

73.  Naimi E, Eilami O, Babuei A, et al. The 
effect of religious intervention using 
prayer for quality of life and psycho-
logical status of patients with permanent 
pacemaker. J Relig Health 2020;59: 
920-927.

74.  Toledo G, Ochoa CY, Farias AJ. Religion 
and spirituality: Their role in the psy-
chosocial adjustment to breast cancer 
and subsequent symptom management 
of adjuvant endocrine therapy. Support 
Care Cancer 2020; Oct 9. doi: 10.1007/
s00520-020-05722-4. [Online ahead of 
print].

75.  Johnson KA. Prayer: A helpful aid in 
recovery from depression. J Relig Health 
2018;57:2290-2300.

https://www.pewresearch.org/fact-tank/2015/11/10/most-americans-believe-in-heaven-and-hell/
https://www.pewresearch.org/fact-tank/2015/11/10/most-americans-believe-in-heaven-and-hell/
https://www.pewresearch.org/fact-tank/2015/11/10/most-americans-believe-in-heaven-and-hell/
https://www.pewresearch.org/fact-tank/2015/11/10/most-americans-believe-in-heaven-and-hell/
https://policysearch.ama-assn.org/policyfinder/detail/Addressing%2520Patient%2520Spirituality%2520in%2520Medicine%2520H-160.900?uri=%2FAMADoc%2FHOD-160.900.xml
https://policysearch.ama-assn.org/policyfinder/detail/Addressing%2520Patient%2520Spirituality%2520in%2520Medicine%2520H-160.900?uri=%2FAMADoc%2FHOD-160.900.xml
https://policysearch.ama-assn.org/policyfinder/detail/Addressing%2520Patient%2520Spirituality%2520in%2520Medicine%2520H-160.900?uri=%2FAMADoc%2FHOD-160.900.xml
https://policysearch.ama-assn.org/policyfinder/detail/Addressing%2520Patient%2520Spirituality%2520in%2520Medicine%2520H-160.900?uri=%2FAMADoc%2FHOD-160.900.xml
https://policysearch.ama-assn.org/policyfinder/detail/Addressing%2520Patient%2520Spirituality%2520in%2520Medicine%2520H-160.900?uri=%2FAMADoc%2FHOD-160.900.xml
https://www.nccn.org/patients/guidelines/content/PDF/distress-patient.pdf
https://www.nccn.org/patients/guidelines/content/PDF/distress-patient.pdf
https://spiritualcareassociation.org/resources/403-advocacy.html
https://spiritualcareassociation.org/resources/403-advocacy.html
https://en.wikipedia.org/wiki/Chaplain
https://en.wikipedia.org/wiki/Chaplain
https://www.pewresearch.org/fact-tank/2016/05/04/5-facts-about-prayer/#:~:text=More%20than%20half%20(55%25),20%25%20say%20they%20pray%20daily
https://www.pewresearch.org/fact-tank/2016/05/04/5-facts-about-prayer/#:~:text=More%20than%20half%20(55%25),20%25%20say%20they%20pray%20daily
https://www.pewresearch.org/fact-tank/2016/05/04/5-facts-about-prayer/#:~:text=More%20than%20half%20(55%25),20%25%20say%20they%20pray%20daily
https://www.pewresearch.org/fact-tank/2016/05/04/5-facts-about-prayer/#:~:text=More%20than%20half%20(55%25),20%25%20say%20they%20pray%20daily
https://www.pewresearch.org/fact-tank/2016/05/04/5-facts-about-prayer/#:~:text=More%20than%20half%20(55%25),20%25%20say%20they%20pray%20daily


ReliasMedia.com Primary Care Reports / April 2021     iii

76.  Klitzman R. Doctor, will you pray 
for me? Responding to patients’ reli-
gious and spiritual concerns. Acad 
Med 2020; Sep 29. doi: 10.1097/
ACM.0000000000003765. [Online 
ahead of print].

77.  Green CA. Complimentary care: When 
our patients request to pray. J Relig Health 
2018;57:1179-1182.

78.  Christensen AR, Cook TE, Arnold 
RM. How should clinicians respond to 
requests from patients to participate in 
prayer? AMA J Ethics 2018;20:E621-629.

79.  O’Connell-Persaud S, Dehom S, Mamier 
I, et al. Online survey of nurses’ personal 
and professional praying. Holist Nurs 
Pract 2019;33:131-140.

80.  Thompson K, Tak HJ, El-Din M, et al. 
Physicians’ religious characteristics and 
their perceptions of the psychological 
impact of patient prayer and beliefs at the 
end of life: A national survey. Am J Hosp 
Palliat Care 2019;36:116-122.

81.  Smyre CL, Tak HJ, Dang AP, et al. 
Physicians’ opinions on engaging patients’ 
religious and spiritual concerns: A 
national survey. J Pain Symptom Manage 
2018;55:897-905.

82.  Yang YT, Silverman RD. Mandatory 
influenza vaccination and religious 
accommodation for healthcare workers: 
Lessons from recent legal challenges. 
Vaccine 2018;36:3998-4000.

83.  Cummins PJ, Nicoli F. Justice and respect 
for autonomy: Jehovah’s Witnesses 
and kidney transplant. J Clin Ethics 
2018;29:305-312.

84.  Johnson LS. The case for reasonable 
accommodation of conscientious objec-
tions to declarations of brain death.  
J Bioeth Inq 2016;13:105-115.

85.  Siber K. Last rights: Guidelines for 
religious accommodation at end of life. 
Dynamics 2011;22:36-37.

86.  Swihart DL, Yarrarapu SN, Martin 
RL. Cultural Religious Competence in 
Clinical Practice. In: StatPearls [Internet]. 
StatPearls Publishing;2021.

87.  Rosner F. The Jewish patient in a 
non-Jewish hospital. J Relig Health 
1986;25:316-324. 

88.  Kopec DA, Han L. Islam and the health-
care environment: Designing patient 
rooms. HERD 2008;1:111-121. 

89.  Zaidi D. On strengthening compassion-
ate care for Muslim patients. J Pastoral 
Care Counsel 2015;69:173-176. 


