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MEDICAL PRACTITIONERS AND RESEARCHERS CONTINUE tO 

explore the association between spiritual/religious (SR) 
concerns and illness and medical care. Koenig et al. 

summarize over 1600 publications that describe this relationship.1 

In a previous publication, we reported the statistically significant 
web of associations between the personal/professional characteris
tics of pediatricians and their attention to SR in clinical practice.2 

In summary, we found that older pediatricians who described 
themselves as religious and spiritual more frequently talked with 
patients/families about their SR concerns. These pediatricians re
ported that their own personal SR was important in their clinical 
practice and that the SR of patients/families was relevant to the 
care they provided. 

This article presents results relative to the following: 

• Clinical situations in which pediatricians perceive that 
the SR of patients/families plays an important role. 

• The education pediatricians receive in medical school 
and residency that prepares them to respond to these 
concerns. 
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Many pediatricians believe 
that spiritual/religious [SR] 
concerns of patients/families 
are important in some clinical 
situations. This project identifies 
these situations, the educational 
preparation of pediatricians 
to respond helpfully to these 
concerns and their interest 
in additional education. 
Pediatricians associated with 
three academic Midwestern 
pediatric hospitals responded 
to a survey by briefly describing 
clinical situations in which they 
regarded the SR concerns 
of patients/families as 
an important part of the 
clinical situation as well as 
curricular experiences that 
prepared them to respond. 
They deemed SR concerns 
important at the end of life, 
in medical crises and when 
medical management is 
impacted by specific religious 
beliefs. The most frequently 
sugested seminar topic was how 
to talk about these concerns 
with patients and families. 
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• Pediatricians' interest in 
continuing medical educa
tion that addresses the role 
of SR in clinical medicine. 

Literature reyieuv 
A few studies in the primary care 

literature suggest clinical situations 
in which physicians or patients/ 
families find SR to be important. 
Monroe et al. report results from 
476 internists and family physi
cians concerning their willingness 
to inquire about or be involved in 
spiritual behaviors in three clini
cal settings.3 Approximately one-
third (31 percent) would ask about 
SR beliefs in the office setting, 39 
percent would inquire of hospital 
patients and 74 percent would ask 
dying patients. 

Results from another study sug
gest that physicians address SR in 
the context of death/dying more 
frequently than in other clinical 
situations.4 A third study pro
duced similar results. Primary care 
residents (N = 247) indicated that 
they were more likely to incorpo
rate SR into patient encounters as 
the gravity of the patient's condi
tion increased.5 

How does medical education 
prepare physicians to respond to 
these SR concerns? Some authors 
focus on how the medical school 
curriculum can incorporate atten
tion to SR. The Medical School 
Objectives Project Report-Three 
includes learning objectives, educa
tional strategies and outcome goals 
to ensure that graduating medical 
students recognize the importance 
and role of SR in healthcare.6 Pu-
chalski and Larson argue that med
ical students must learn how SR 
interfaces with healthcare because 
it is at the heart of learning how 

to deliver compassionate care.7 

In another publication, Puchalski 
traces the increasing attention to 
spirituality in medicine, reporting 
that in 2006, 75 percent of medi
cal schools report that they provide 
curricular attention to spirituality.8 

At least four other reports describe 
curricular efforts.9 Additionally, 
the John Templeton Foundation 
continues to reward SR curricular 
efforts in medical schools.10 

Other authors explore how at
tention to SR can be included in 
residency training. King and Crisp 
describe survey results from 101 
family practice residency programs, 
reporting that 31 percent have a 
specific SR curriculum.11 Wolken
stein describes his efforts, opining 
that "lectures, seminars and pre
sentations alone to the residency 
cohorts and faculty are not as stra
tegic as seeing their faculty asking 
questions about the component of 
spirituality in their precepting en
counters with residents."12 Silver
man describes need assessments for 
an SR curriculum in a family medi
cine residency program before writ
ing a curriculum.13 Two additional 
authors report curricular efforts 
that involve healthcare chaplains in 
teaching and/or clinical roles.14 

Still other reports look at how 
practicing physicians interact with 
the SR of their patients/families 
either positively or negatively. The 
Working Group on Religious and 
Spiritual Issues at the End of Life 
discusses three cases, providing 
a list of phrases to help elicit the 
patient's concerns, potential pit
falls in SR discussions and goals of 
such conversations.15 Barriers to 
spiritual care experienced by phy
sicians, the need to respect profes
sional boundaries and the benefits 

of taking a spiritual history also 
have been explored.16 The Angli
can Working Group in Bioethics 
discusses professional grounds for 
physician inquiries and how they 
may make inquires appropriate
ly.17 Todres et al. describe a train
ing program in clinical pastoral 
education (CPE) adapted for clini
cians.18 Summarizing the first six 
years of the program, they describe 
the didactic and reflective process
es whereby skills of relating to the 
spiritual concerns of patients/fami
lies are acquired and refined. 

In the pediatric literature, only 
five publications describe clinical 
situations in which pediatricians 
believe that SR is important and/or 
their education/training has pre
pared them to discuss SR concerns. 
The American Academy of Pediat
rics Committee on Bioethics has 
published recommendations con
cerning religious exemptions from 
child abuse statutes and religious 
objections to medical care.19 These 
recommendations offer guidance 
to pediatricians as they provide 
care to the children whose parents 
espouse beliefs that conflict with 
prescribed medical care. 

Siegel et al. describe six clinical 
situations of increasing severity, 
asking which medical conditions 
would warrant discussions about 
SR, e.g., health maintenance, birth 
of a baby, non-life-threatening bad 
news, emotional crisis, life-threat
ening bad news, death/dying situ
ations.20 Respondents (N = 165) 
reported that they gave increasing 
attention to SR as the clinical situa
tions became more life threatening, 
e.g., health maintenance <40 per
cent, death/dying situations >90 
percent. 

The Brooks and Chibnall study 
of pediatricians (N = 61), observed 
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that "some pediatricians felt ill-
trained for religious inquiry."21 

They quote a pediatrician who 
said, "We were taught not to dis
cuss this kind ofthing."22 

In a study conducted by Arm-
bruster et al., 46 percent of the fac
ulty (N = 46) and 33 percentof the 
residents (N = 44) who responded 
agreed with the statement, "I am 
not adequately trained to address 
religious/spiritual issues." 23 

The project reported here gathers 
data from a large sample of pediatri
cians concerning clinical situations 
in which the SR of patients/families 
plays an important role, their educa
tional experiences that prepared them 
to helpfully respond, and their inter
est in further training. 

Methods 

Participants 

The authors surveyed all active 
pediatric medical staff members in 
three academic Midwestern pediat
ric hospitals after the institutional 
review board (IRB) of each hospital 
approved the study. The aggregate 
response rate was 58 percent (N = 
737). Males constituted a slight ma
jority (53 percent) of respondents. 
Age was reported in decades; most 
respondents were between thirty-
six and forty-five years of age. 

Respondents identified their 
faith groups as follows: Christian 
- 72 percent, Jewish - 12 percent, 
Muslim - 4 percent, Other - 12 
percent. Seventy-one percent de
scribed themselves as "religious," 
and 83 percent indicated they were 
"spiritual." Approximately three-
fourths affirmed that their personal 
SR was important in their medical 
practice (73 percent) and that the 
SR of patients/families was relevant 
to their practice (76 percent). 

Instrument 
The questionnaire included an 

item asking pediatricians to write 
a few words that described clinical 
situations in which, from their per
spective, "the patient's/family's SR 
played an important role." A di-
chotomous item asked respondents 
whether they had received "any for
mal instruction concerning SR in 
healthcare" during medical school 
or residency. If they responded 
positively, they were asked to write 
a brief description of it. The second 
dichotomous item asked if they 
would "be interested in attending 
a Category 1 CME workshop on 
SR in healthcare." The final item 
asked them to name an SR related 
topic of special interest to them to 
be addressed in such a workshop. 

Procedure 
A cover letter, the survey and a 

return envelope were mailed to 
hospital-related pediatricians. Af
ter two weeks, a reminder postcard 
was sent that thanked responders 
and encouraged nonresponders. 
After two additional weeks, non
responders received a revised cover 
letter, the survey and a return en
velope. The authors arranged for 
the transcription of the narrative 
materials and analyzed responses to 
the two dichotomous items utiliz
ing the Statistical Package for the 
Social Sciences (SPSS). The brief 
written narratives from the pedia
tricians were analyzed manually by 
identifying themes in the material 
and placing each response within 
the appropriate theme. Unique re
sponses were grouped into a mis
cellaneous category. 

Results 
Sixty-seven percent (N = 494) 

wrote responses that identified 
clinical situations in which, from 

their perspective, the SR of pa
tients/families played an important 
role (Table 1). One-third (33 per
cent) identified end-of-life situa
tions, e.g., DNR decisions, remov
al of life support, the dying process 
and grief. Responses included the 
following: 

• When the parents are facing 
life and death situations. 

• When I need to discontin
ue mechanical ventilation 
in DNR situations. 

Eighteen percent identified criti
cal, serious, and severe medical 
situations: 

• Coping with severe injuries, 
e.g., brain injury, 
spinal cord. 

• Whenever you deal with 
a critically ill child. 

Fourteen percent reported that 
from their perspective, SR played 
an important role when patient/ 
family beliefs disallowed standard 
treatments. These pediatricians 
frequently cited specific religious 
groups whose beliefs/practices im
pinged on clinical practice, e.g., 
Jehovah's Witnesses, Amish. 

Five percent pointed to medi
cal situations that involve chronic 
conditions: 

• When the patient is chroni
cally ill and in much pain. 

• When the child has a se
vere genetic disorder. 

Twenty-five percent of the re
sponses were deemed unique and 
placed in a miscellaneous catego
ry. For example, one respondent 
briefly noted situations in the pe
diatric outpatient office and an
other described "the willingness to 
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Pediatricians' identification of clinical situations in which 
patients/families find their spirituality/religion to be important 

Clinical Themes 

Terminal illness, DNR situations, dying, grief 

Stressful crises in general 

Special care requirements due to religious beliefs 

Chronic illness/chronic care 

Miscellaneous responses 

Did not identify a clinical situation 

Ν = 494 (67 percent of the total sample of 737) 

Ν =494 

169 

85 

68 

26 

125 

21 

Percent 

34.2 

17.2 

13.8 

5.3 

25.3 

4.2 

Spirituality/religion related educational interest 

Educational Topics 

How to talk to patients/families about SR 

Information regarding diversity of religions 

When appropriate? When helpful? Boundaries? 

Miscellaneous 

Ν = 228 (31 percent of total sample of 737) 

Ν = 228 

93 

52 

22 

61 

accept psychiatric treatment." This 

category also included responses 

that described patients/families 

rather than clinical situations. 

For example, a pediatrician wrote 

that SR of parents was important 

"when faith is central to family re

lationships and day-to-day living." 

Attempts to find additional themes 

in the large amount of material in 

this miscellaneous category were 

unsuccessful. 

Twenty-one pediatricians (5 per

cent), who wrote a response but 

did not identify clinical situations 

in which patient/family SR played 

an important role, used such words 

as none, unsure and never. 

A second questionnaire item in

quired about SR training in medi

cal school and residency. Eleven 

percent (N = 85) indicated that 

they had received some formal 

instruction. The follow-up ques

tion asking them to describe the 

instruction elicited such words as 

classes, lectures, seminars or talks. 

Miscellaneous responses noted at

tendance at a religiously-oriented 

medical school or participation in 

the Christian Medical Society. 

A third item asked whether they 

were interested in attending a Cat

egory 1 CME concerning the role 

T a b l e 1 of SR in healthcare. Sixty-

one percent (N = 429) an

swered "yes." A follow-up 

question then asked those 

respondents to suggest spe

cific topics for such a work

shop. Fifty-six of these pe

diatricians, however, while 

making a response, did 

not suggest specific topics. 

They wrote responses such 

as "not sure," "anything" 

and "leave it up to you." 

When these responses are 

eliminated, the usable re

sponses are reduced to 31 

percent (N = 228). 

These 228 pediatricians 

most frequently suggested 

a workshop that explored 

how to open a dialogue 

with patients/families 

regarding SR concerns 

(Table 2). They wished to 

learn the skills related to 

talking about SR, how to 

approach it in a sensitive 

manner, how to address it 

without offending patients 

or families and "how to 

kindly and safety bring up 

the issue." One pediatri

cian wrote, "I don't really 

know where to begin since spiri

tuality/religion or faith tend to be 

such personal things." Another de

scribed the goal of such a workshop 

as "overcoming physician discom

fort in addressing patients' spiritual 

beliefs." 

Twenty-three percent of those 

who responded to this item sug

gested that the workshop should 

provide an overview of diverse reli

gious beliefs and practices and their 

relevancy to healthcare. One pe

diatrician suggested an "overview 

of other religious faiths, specifically 

case scenarios showing importance 

Table 2 

Percent 

40.8 

22.8 

9.6 

2.8 
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of spiritual aspects in healthcare." 
A subset (N = 12) of these pe
diatricians requested a workshop 
that focused on beliefs of reli
gious groups that impinged on 
and complicated treatment, e.g., 
Jehovah's Witnesses. 

Nine percent of those who re
sponded to the item suggested a 
workshop focused on whether ad
dressing SR was appropriate or 
helpful and whether addressing SR 
transgressed legal and/or ethical 
boundaries. Comments included 
the following: 

• When is this appropriate 
to discuss with families? 
How to introduce topic? 

• Appropriateness in 
routine care ... how to 
access this area in the 
context of caregiving. 

• Spiritual assessment— 
how, when appropriate? 

The miscellaneous category (27 
percent) contained small groups of 
responses concerning such topics as 
the role of faith in healing (5 per
cent), attention to scientific studies 
examining whether SR was helpful 
in healthcare (5 percent), the role 
of prayer (3 percent), death and 
dying concerns (2 percent) and 
other suggestions that could not be 
classified (12 percent). 

Discussion 
As the responses make clear, pe

diatricians in this study believe that 
SR is important in serious medical 
situations (Table 1). This is defined 
as impending death or other highly 
stressful medical situations for pa
tients and/or their families, includ
ing chronic conditions that will 
require years of attention. It ap

pears that the role of SR increases 
as the suffering of patients/families 
increases, presumably because it 
offers support and comfort. These 
results suggest that pediatricians, 
like physicians in other specialties 
and medical patients, believe that 
attention to SR is appropriate, per
haps even necessary, in more urgent 
clinical situations.24 

Fourteen percent (n = 68) of the 
respondents indicated that SR is 
important when beliefs/practices 
prohibit the use of usual clinical 
interventions. In such situations, 
the function of SR is turned on its 
head; instead of providing support 
and comfort, it may increase the pa
tient s suffering and the possibility 
of death. Smaller percentages of re
spondents identified chronic medi
cal and miscellaneous situations. 

In summary, these results are 
compatible with Siegels study de
scribed above and two qualitative 
pediatric studies of parents whose 
children died in a pediatric inten
sive care unit (PICU).25 In the 
latter two studies, parents describe 
many spiritual needs. 

The educational experiences that 
prepare pediatricians to helpfully 
interact with SR concerns appear 
to be limited. In the Armbruster 
study noted earlier, 46 percent of 
faculty and 33 percent of residents 
agree with the statement, "I am 
not adequately trained to address 
SR issues." In our study, only 11 
percent (85 out of 737 pediatri
cians) acknowledged any formal 
training, most of which consisted 
of lectures, seminars and group 
discussions. The written responses 
to the item suggest that SR was 
briefly considered in the context of 
broader subject matter such as cul
tural diversity or biomedical ethics. 
One respondent summarized edu

cational exposure with one word— 
minimal. 

Recent publications suggest that 
attention to the role of SR has in
creased in medical education. The 
long-term benefits likely will de
pend on the nature of these efforts. 
It is doubtful that lectures and 
other "talk about it" methods are 
adequate for learning the necessary 
skill sets. Like medical skills taught 
in internship and residency, inter
personal skills are usually learned 
by practice under supervision. To-
dres et al. describes such a clinical 
program that includes the pro
cess of actually providing spiritual 
care.26 No respondent in this proj
ect reported participation in such 
a supervised program. Pediatricians 
likely will find it difficult to adopt 
this supervised approach because 
it challenges the fast-paced, fact-
based and financially-driven prac
tice of medicine. 

A majority of respondents (61 
percent) in this study expressed 
interest in attending a Category 
1 CME workshop focused on SR 
and identified a wide range of SR 
topics (Table 2). While interest in 
such a workshop may fade in the 
face of other pressures within clini
cal practice or the appeal of other 
workshop topics, many want to 
learn how to talk to patients/fami
lies about SR. It is unclear whether 
they want to engage more compe
tently in fact-finding concerning 
SR beliefs and practices that impact 
their decision making or whether 
they seek skills to provide spiritual 
care as clergy understand it. 

For example, obtaining religious 
information is very different from 
responding to the SR concerns 
during diagnosis and treatment. 
The first constitutes fact finding 
with the goal of acquiring accu-
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rate information; the second seeks 
to provide emotional and spiritual 
support from within the patient s/ 
family's SR tradition. The first is 
best carried out with careful and 
skillful questioning; the second 
requires intense listening to and 
interacting with patients/families 
as they struggle with fear, hope, 
despair, and regret. The first can 
be accomplished within a limited 
time frame; the second should not 
be rushed and must follow the time 
frame set by patients/families. If 
pediatricians—and physicians gen
erally—wish to learn how to pro
vide spiritual care, then a clinical 
program similar to that described 
by Todres appears to be necessary. 

Almost a quarter of those who 
suggested a workshop topic want 
information about the diverse reli
gious beliefs that impact healthcare. 
While those who want help learn
ing how to talk to patients/families 
as noted above desire increased 
clinical skills, the pediatricians in 
this category want information. 

Nine percent want an educational 
context in which issues of clinical 
judgment are discussed. When is 
it appropriate to raise SR issues, to 
inquire about those issues? In what 
contexts is it helpful? And what are 
the professional boundaries? These 
pediatricians implicitly appear con
cerned that starting a conversation 
about SR could be problematic. 
Perhaps they believe that it may of
fend patients/families because SR is 
private or that it may lead to their 
involvement in discussing matters 
that go beyond their training. 

Response to these educational 
interests appears to be limited. 
We found only one brief descrip
tion of a CME course. Its author, 
a member of the Christian Medical 
Association, reports training "more 

than 6000 healthcare clinicians."27 

We found no further publication 
describing this or similar efforts. 

At least two limitations must be 
considered when evaluating the re
sults of this study. While a majority 
responded to the items concern
ing clinical situations in which SR 
is important, many did not respond 
to the educational items. Thus, al
though these results provide more in
formation on the educational aspect 
than was previously available, they 
should not be regarded as representa
tive of the specialty or of physicians 
generally. Further, while pediatri
cians identified clinical situations in 
which they regard SR as important, 
it is unclear whether they make inter
ventions in these situations, refer the 
patient/family to the chaplain, or take 
no action at all. 

In conclusion, many pediatricians 
recognize that SR is important to 
patients/families in stressful medi
cal situations. Most reported limited 
educational preparation for respond
ing to these concerns. Further SR 
continuing medical education fo
cused on SR skills and information is 
desired, but few opportunities appear 
to be offered. This merits attention 
from physicians, chaplains, and other 
healthcare professionals. 
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