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Case Report
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Introduction

Patient spirituality plays a frequent and salient role in 
serious illness. Using a patient case, we illustrate the 
importance of recognizing spirituality and spiritual needs in 
palliative care provision.

Case presentation

Cancer diagnosis and treatment

Mr. R is a 46-year-old teacher and father of two children with 
metastatic lung cancer. Four years after undergoing curative 
management for his cancer, he presented with back pain 
and was found to have bony metastases. Despite receiving 
multiple therapies, his condition worsened with increasing 
burden of disease. When the option of palliative radiation 
therapy was broached, Mr. R was aggravated by the point of 
“palliative” therapies. Upon learning that it served to relieve 
symptoms but not cure the cancer, Mr. R retorted, “I don’t 
like your attitude, doctor. We’re going to kick this thing and I 
expect you to be on my team.”

The role of religion and spirituality

That same day, Mr. R consented to participate in an interview 
study (institutional review board approved) about his 
experience with advanced cancer (1). During that interview, 
Mr. R shared that his desire to fight for a cure stemmed 

from his strong religious faith. He identified as a devout 
Roman Catholic who had experienced a powerful religious 
conversion several years prior to his cancer diagnosis. Since 
his conversion, he had found a spiritual home in a Roman 
Catholic parish, and its community had both nurtured his 
faith and supported him and his family through his cancer. 
His belief in God was the “absolute center” of his life, and his 
faith formed the foundation of how he coped with his illness. 
He explained:

“Since being diagnosed with cancer, the way my wife and I 
pray together has become a lot clearer, and we have made our 
faith the absolute center of our lives with our children. If it 
weren’t for my faith, I don’t know how I would have kept my 
equilibrium through this process. It is definitely through grace. 
My natural state of anxiety and manic nature would have 
spiraled out of control by now if I wasn’t being tempered by grace. 
It is profound.” 

He explained that interwoven with his strong faith was a 
sense of responsibility for his family. He saw his children as 
a responsibility given by God for which he had a spiritual 
vocation to take care of them. His religious beliefs also 
provided him hope for healing, stating, “I believe that God 
does intervene in our affairs and that God will use whatever 
means at his disposal to effect a cure.”

End-of-life care

During the last few years of his life, Mr. R formed a close 
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relationship with a nurse practitioner named Patrick. Mr. R 
first shared a story with Patrick about a prior near-death 
hospitalization during which his clinical course suddenly 
improved, contradicting medical explanation. He attributed 
his improvement to be a miracle, and heard God’s voice 
telling him that, “It is not time for you yet.” Upon relating 
this story to Patrick, also a Roman Catholic, their spiritual 
bond deepened, and they shared prayers together.

The relationship between Patrick and Mr. R was especially 
noteworthy during the last month of Mr. R’s life. Given Mr. 
R’s worsening metastatic disease and lack of response to 
systemic therapies, the medical team recommended hospice 
care and a family meeting was called with Mr. R, his wife, 
Patrick, the nurse, and physicians. The family meeting started 
poorly. Mr. R became increasingly angry and frustrated by 
his medical caregivers’ recommendation to pursue hospice 
care. His medical team (apart from Patrick) had never 
inquired about his religion/spirituality or spiritual needs, so 
his spiritual needs were unknown and not discussed. Patrick 
asked to speak with Mr. R alone, and after the other medical 
team members left the room, he spoke with Mr. R, asking: 
“What are you doing? These people are trying to help you. The way 
you are acting and talking is not who you are.” Although Mr. R 
was initially taken aback by Patrick’s words, he replied after a 
long pause, “You are right. My body is not cooperating. Nothing 
is cooperating. I’m scared. And my family…” Mr. R bowed his 
head, starting to shake and cry silently. Patrick put a hand on 
Mr. R’s shoulder and after a long silence, Mr. R and Patrick 
discussed his spiritual needs, including his need to care for his 
family by helping them to prepare for his death, as well as his 
need to trust that his family is “in God’s hands.” Mr. R saw 
the medical team was trying to help him prioritize time with 
his family, and that, although miraculous cure was possible, 
perhaps his “time had come.” 

When the family meeting resumed, it took an abrupt turn. 
Mr. R’s anger quickly dissipated, and after asking several 
questions, he acknowledged there were significant risks to 
aggressive medical interventions and ultimately agreed to 
home hospice. Mr. R returned home and 25 days later, he 
passed away. Two days before his death, Patrick spoke to 
Mr. R by phone during which they recited a familiar prayer 
together and Mr. R mumbled the closing, “Amen.”

Discussion

What is spirituality and religion?

Spirituality has been defined as “the aspect of humanity that 
refers to the way individuals seek and express meaning and 

purpose and the way they experience their connectedness 
to the moment, to self, to others, to nature, and to the 
significant or sacred (2)”. In contrast, while the definition 
of spirituality is orientated from an individual and personal 
perspective, religion encompasses a more communal 
experience of spirituality. Religion is often understood as 
the collective practice of a spirituality, characterized by 
shared texts, practices, beliefs, and/or symbols (3). 

Spirituality and religion influence the understanding and 
experience of illness, which includes the physical, spiritual, 
and social aspects of medical disease (4,5). According to 
a 2017 Gallup poll of adults in the United States, 87% of 
Americans believe in God and 77% of Americans identify as 
religious (6). Spiritual care is one of the eight core domains 
of palliative care provision (7) and includes recognition of 
the role of spirituality/religion in illness and addressing 
spiritual needs.

What is the role of spirituality and religion in advanced 
illness?

Spirituality and religion play important roles in patients 
with advanced illnesses, and their roles increase with the 
onset of life-threatening illness (5). In the Religion and 
Spirituality in Cancer Care (RSCC) study, a multisite, 
survey-based, cross-sectional study of advanced cancer 
patients from four Boston academic medical centers, 78% 
of patients indicated that spirituality or religion were 
important to their cancer experience (5). A common theme 
in the illness narrative is spiritual coping, defined as how 
patients respond to and view the impact of spirituality and 
religion on their cancer experience (8). While positive 
coping mechanisms such as finding meaning through illness 
are associated with improved quality of life, negative coping 
mechanisms such as viewing disease as divine punishment 
are associated with decreased quality of life (9). 

Closely intertwined is the importance of religious beliefs, 
including those that can influence medical decision-making 
in the end-of-life. In a multi-site study of 275 advanced 
cancer patients, 82% of patients endorsed one or more 
religious beliefs in end-of-life care, including those related 
to God’s sovereignty over medical decisions, belief in 
possibility of a miraculous cure, concerns that some end-of-
life decisions violate beliefs about sanctity of life in, and the 
possibility of spiritual growth through suffering. Notably, 
increasing religious beliefs in end-of-life medical care is 
related to less understanding and acceptance of the terminal 
nature of illness (10).



760 Shih et al. “If it weren’t for my faith”: spirituality in advanced cancer

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2019;8(5):758-762 | http://dx.doi.org/10.21037/apm.2019.11.05

Many spiritual needs and concerns are experienced by 
patients and their caregivers. Most cancer patients (86%) in 
the RSCC study identified one or more religious or spiritual 
concerns, and these spiritual needs were common (60%) 
even among patients who did not identify themselves as 
religious or spiritual (5). Spirituality and religion also play 
a role in family caregiver relationships. Studies have shown 
the importance of faith, spiritual practices, and attendance 
of religious services in improving depressive symptoms and 
quality of life in caregivers (9,11). 

How do religion, spirituality, and spiritual care interface 
with end-of-life outcomes? 

Patient religion, spirituality, and spiritual care are associated 
with their end-of-life quality of life and medical care. 
Religion and spirituality shape treatment preferences 
and medical decisions. For example, patients relying 
upon spirituality or religion to cope with illness, termed 
high religious coping, receive less hospice care and more 
intensive medical interventions at the end of life (12). 
Additionally, patients who receive high levels of spiritual 
care from religious communities are less likely to receive 
hospice care and more likely to receive aggressive medical 
interventions at the end-of-life and die in a critical care 
setting. One hypothesis for these findings is that religious 
patients and their communities hold certain religious 
beliefs about end-of-life care that lead to more aggressive 
care (10). In contrast, terminally-ill patients receiving 
spiritual care from their medical teams have better quality 
of life, existential well-being, and social support (13-15). 
Furthermore, when spiritual care is provided to the patient 
by the medical team, patients are more likely to transition 
to hospice care and are less likely to receive aggressive end-
of-life care (13). As aggressive medical interventions lead to 
decrements in patient and family caregiver quality of life (16) 
and increased medical costs, the neglect of spiritual care by 
the medical team has important implications.

Is spiritual care incorporated into medical care?

As detailed above, there is robust research demonstrating 
the need and importance of spiritual care for patients with 
advanced illnesses such as cancer. Spiritual care is one of eight 
core domains of quality palliative care practice according to 
the National Consensus Project for Quality Palliative Care 
guidelines in 2018 (7). Furthermore, the Joint Commission 
recognizes spirituality as an important part of end-of-life care 

requiring assessment and accommodation (17).
Yet, despite evidence-based research and guidelines 

pointing to its need, spiritual care remains infrequent. 
In a recent study of advanced cancer patients, 89% of 
patients considered religion/spirituality as important, but 
approximately 90% did not receive spiritual care by their 
medical care team (18). The presence of unmet spiritual 
needs is associated with lower satisfaction with care and lower 
quality of care (19). Integration of spiritual care into medical 
practice has been limited in the setting of advanced illness, in 
particular due to inadequate training of clinicians (20).

What is the role of clinicians in providing spiritual care?

Clinicians can provide spiritual care by asking open-ended 
questions as part of a social history. These questions can 
enhance spiritual and social understanding of the patient 
that is essential to the biopsychosocial-spiritual experience 
of illness (4,5). Moreover, as research demonstrates that 
medical team-guided spiritual support is associated with 
fewer futile, aggressive intervention at life’s end (14), taking 
spiritual histories is crucial for guiding patients through 
medical decision-making. Common tools used for spiritual 
history-taking include the FICA model (21) which asks 
about the faith and beliefs, importance of spirituality in the 
patient’s life, spiritual community of support, and how the 
spiritual issues should be addressed. Clinicians should also 
inquire about any spiritual concerns and if their religion or 
spirituality is a source of comfort or stress.

From a short initial spiritual assessment, clinicians can 
utilize an understanding of patient spirituality/religion to 
guide referrals to chaplaincy and further spiritual care (22). 
While clinicians themselves can be trained on the basics of 
spiritual care, they are not expected to be the main providers 
of it. If additional spiritual care is appropriate, clinicians 
should involve hospital chaplains, the patient’s spiritual 
supporters, and/or community faith-based organizations. 
Notably, chaplain involvement in the care of patients with 
serious illness is associated with improved satisfaction with 
care in the hospital (9). 

How did spirituality and spiritual care affect Mr. R’s illness 
experience and medical care?

The interplay of spirituality, religion, and spiritual care 
in illness is illustrated throughout Mr. R’s story. Mr. R 
exhibited religious coping by relying on God for strength 
through his illness. His spiritual practices and faith beliefs 
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grounded his understanding and approach to life, allowing 
him to maintain a sense of purpose through his illness. 
Mr. R’s role as a father coupled with his belief that God 
could provide healing motivated his desire to pursue further 
medical interventions. Of note, there is an important 
distinction between healing and a miraculous cure. The 
holistic view of healing, which is associated with themes 
of wholeness, narrative, and spirituality (23), differs from 
modern medicine’s emphasis on diagnosis and treatment to 
cure disease. In fact, patients can experience healing without 
cure. While Mr. R eventually concluded that a miraculous 
cure would be unlikely, he was still able to experience 
healing through his spirituality. 

In addition to personal spirituality, Mr. R’s relationship 
with Patrick, the nurse practitioner, shaped his ability to 
experience healing through illness. This relationship was 
underscored by their concordant life circumstances, beliefs, 
and values. Patrick was able to elicit that Mr. R’s spiritual 
needs stemmed from his sense of responsibility to his family 
and his belief in a miraculous cure. Through spiritual 
support, Mr. R recognized other spiritual values, including 
his desire to be at home with his family during the last 
phase of his life. 

Apart from Patrick, most other clinicians failed to 
acknowledge the central role of Mr. R’s faith. This neglect 
of the spiritual dimensions of illness is common despite 
national and international guidelines (9,24), and likely 
contributed to Mr. R’s mistrust of physicians. The medical 
team was unable to recognize his spirituality and his 
spiritual needs, including its role in medical decisions, likely 
due to the team not inquiring about his spirituality and 
the disconnect between biomedical care and spiritual care 
provided by the hospital chaplain.

A critical piece missing in Mr. R’s end-of-life care was not 
only inquiring about patient spirituality but also integrating 
chaplains onto medical teams. The hospital chaplain visited 
Mr. R several times, but had limited involvement in medical 
decision-making and was not invited to the family meeting. 
Integrating the chaplain could have better informed the 
medical team’s understanding of Mr. R’s values and needs. 
While Patrick was able to fill this gap due to their unique 
relationship, chaplains could have provided expertise and 
experience in engaging the intersection of patient spirituality, 
illness, and medical care (2).

Lastly, Patrick received spiritual support from his 
immediate family, particularly his spouse, and his religious 
community. Community spiritual supporters are important 
to ongoing spiritual care for patients (10,24,25), and 

chaplains are specifically trained in spiritual care that 
incorporates them. Moreover, family members of seriously-
ill patients also face frequent spiritual and psychosocial 
needs, and chaplains can provide spiritual support to 
families as well. While the evidence regarding caregiver and 
family psychosocial-spiritual needs are currently limited, the 
available data suggest that these needs are great and often 
overlooked (9).

Conclusions

Patient spirituality plays a frequent and salient role 
in serious illnesses such as cancer. Spiritual care—the 
recognition of patient spirituality and attention to spiritual 
needs—has important implications for patient end-of-
life medical outcomes, including quality of life, treatment 
preferences, and medical-decision making. The central 
role of spirituality in Mr. R’s advanced cancer experience 
illustrates the complexities of spirituality and spiritual 
care in terminal diseases. The integration of spiritual care 
through a team-based approach involving medical staff, 
spiritual care professionals, religious communities, and 
families is essential to holistic, patient-centered care for 
many patients like Mr. R for whom spirituality is essential 
to their illness experience.
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