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Introduction
When most people think about spirituality and religion, they consider them to be often one and the same, as if spirituality is the core of religion. Many see them as inseparable entities, needing one another to exist. Some say that spirituality is the driving force of religion. However, some believe that spirituality is much more secular and individualistic, focusing more on the personal experience with the transcendent. The question that I am addressing in this thesis is how this divergence between religion and spirituality affects healthcare. As a reader, you may believe that this separation has no relation to medicine or healthcare as we know it. In this thesis, I will provide a brief historical background of this divergence with medicine, compare and contrast spirituality and religion’s medical impacts, and describe modern implications and my concerns with this division’s impact on our healthcare’s future.  I argue that not prioritizing both religion and spirituality equally in models to assess spiritual health ultimately decreases the quality of care provided to patients whose spirituality comes from communal religion and that an integrated, inter-professional  model is needed in order to most accurately assess overall patient health.
	This thesis is divided into three sections. The first section provides an overview of the history of the break of medicine from religion and the introduction of the concept of spirituality in a secularized medical world. The analysis will focus mainly on the nineteenth and twentieth centuries, looking at the progression of academic and public opinion concerning the relationship between science and religion in general. The purpose of this section is to explore how we arrived at a division between spirituality and religion and to show the secular roots of the concept of spirituality.
	The second section is focused on proponents of the idea of spirituality in healthcare and their methodologies of how to conduct a proper spiritual assessment. Also highlighted are these proponents’ definitions of both religion and spirituality. By including the arguments of some of the leading proponents of current spiritual health assessment models, I intend to show that many of these current models downgrade religion’s importance to the assessment of patient health by utilizing the language of spirituality, creating a one-size-fits-all model of health assessment for every type of patient background.
	In the third section, I explore arguments from critics who challenge the division between religion and spirituality, and reject a stark contrast between the two. I use these scholars’ arguments in order to consider how this division is negatively impacting healthcare and to demonstrate that an integrative model that prioritizes both religion and spirituality equally is needed in order to provide the best patient care for individuals from all walks of life.
	








The Rise of Medicine
	Where do we come from? Is there a higher power? If there is, does it affect life here on earth? Questions such as these have haunted the minds of humans for a very long time. Since the beginning of scientific exploration, humanity has explored how nature functions and its inner-workings. Early history tells us that religious belief provided answers to these questions for many people. Many religions claimed that a higher power or entity was in control of all things, and some religions believe that a creator produced life as we know it. In Medicine and Religion: A Historical Introduction, Gary Ferngren provides a historical overview of how religion has affected science and healthcare from the beginning of recorded history to the present age. Ferngren focuses largely on evolving popular opinion to demonstrate how concepts evolved throughout time. Through the nineteenth and twentieth centuries, we see a progression of healthcare from being deeply influenced by religion toward a greater secularization of medicine. We also observe how spirituality can come to substitute for religion in this newly secularized environment.
	In the early to mid-nineteenth century, medical missions began to rise in importance. Colonial powers did not want to assume the responsibility of the colonists’ well-being, but were more concerned with the protection of the colonies from epidemics. Thus, Protestant missionaries were left with the duty to provide local clinical care to the colonists.[footnoteRef:1] Medical missions were to be a means to convert people to Christianity. Although the number of medical missionaries grew tremendously, the goal of gaining numerous Christian converts was not reached. For example, the Medical Missionary Society of Canada in the 1850s treated over 400,000 patients over a 12 year period, but only a dozen of them converted to Christianity.[footnoteRef:2] This outcome was mirrored in many medical missions, so much so that patients began to view the healing that medical missionaries were providing them through their own religious perspectives and most medical missionaries excluded religious instruction from their medical practices altogether.[footnoteRef:3] [1: 1. Gary Ferngren, Medicine & Religion: A Historical Introduction (Baltimore: Johns Hopkins University Press, 2014), 169.]  [2: 	2. Ibid., 170.]  [3: 	3. Ibid.] 

	Through the nineteenth century, there were many breakthroughs in discovering the causation of disease and in medical theory in general. The idea that God had direct influence in the health of human beings was waning, and yet many of the leading thinkers of this period still believed that God’s supernatural intervention could be the explanation for epidemics, which were often incurable or unpreventable.[footnoteRef:4] For example, the cholera outbreaks in Europe in 1832 and in 1849 were explained the same way that the smallpox outbreaks had been in the early eighteenth century. Many believed that the only way to prevent this horrible disease was to repent and reform morally.[footnoteRef:5] However, this theological theory changed in the 1860s when a London physician, John Snow, was able to show that cholera had resulted from contaminated water and that only by improving public and private sanitation could one prevent the disease. In the years to come, scientists would use Snow’s example and the germ theory of disease to search for pathological agents as the causes of diseases and epidemics.[footnoteRef:6] [4: 4. Ibid., 172.]  [5: 	5. Ibid.]  [6: 	6. Ibid.] 

	In the early 1870s, there was much debate in Europe over the belief in miracles and the overall effectiveness of prayer. Baden Powell’s Essays and Reviews claimed that the foundation of science was induction and that nature was uniform, therefore, science “left no gaps to be filled by nature.”[footnoteRef:7] John Tyndall also argued against miracles, but furthered his argument by questioning the idea of “special providences,” or “God’s activity in nature” such as answered prayers. These debates show that the religious and scientific environments were separating and would help increase the popularity of Charles Darwin’s Origin of Species and support the rise of modern biblical criticism.[footnoteRef:8] [7: 7. Ibid., 174.]  [8: 8. Ibid., 175.] 

	The emerging theory of evolution and the idea of biblical criticism in the nineteenth century would have tremendous impact on the relations between religion and medicine.[footnoteRef:9] Both concepts attacked many of the foundational principles of Christianity concerning the creation of the world and its inhabitants and concerning faith itself. Biblical criticism grew out of Enlightenment principles that influenced French and German professors, including those teaching in American universities and seminaries. These professors and other proponents of this approach believed that the Bible should be studied like every other ancient text and that it was simply a human product.[footnoteRef:10] Biblical critics argued that many elements of morality rooted in the Bible were outdated and no longer relevant for contemporary society.[footnoteRef:11] [9: 9. Ibid.]  [10: 10. Ibid.]  [11: 11. Ibid., 176.] 

	Ferngren argues that Darwin’s theory of evolution attacked the religious foundation of the Western world even more profoundly than biblical criticism.[footnoteRef:12] This theory’s influence was most heavily felt not on how the world or humanity originated, but on the Christian belief that God was able to interact with the natural world. Debates that arose from Darwin’s Origin of Species and proponents of evolutionary theory like Thomas Henry Huxley, who was able to convey evolutionary ideas using religious terminology, created a “shift in society from privileging religion to privileging science.”[footnoteRef:13] These developments also led to an increased importance of medical professionalism, as medical curricula began to leave out theological or religious references and to adopt an attitude of secularism.[footnoteRef:14] Medical curricula gained a new focus on science, and hospitals soon became places of research and cure, instead of merely relieving suffering.[footnoteRef:15] [12: 12. Ibid.]  [13: 13. Ibid.]  [14: 14. Ibid., 177.]  [15: 15. Ibid.] 

	In the late nineteenth and early twentieth centuries, many Christian groups began to either adopt the new concept of secularized medicine or to create new denominations with heavy medical dependence on theology or religious practice. In the early twentieth century, the rise of Pentecostalism and other new movements spread the notion that Christians could receive healing directly from God instead of through secular healthcare.[footnoteRef:16] Pentecostals, in particular, thought that Jesus had promised to heal the believer and that a lack of healing was the direct result from unbelief or not having enough faith. [16: 16. Ibid., 183.] 

	Throughout the twentieth century, Western medicine diverged even farther from its religious roots. Medical practitioners rarely referenced any religious concepts when providing care to patients, and hospitals went from being affiliated to religious groups or orders to that of “community-based or for-profit corporations.”[footnoteRef:17] A significant new development came in the mid to late twentieth century with the idea of New Age spirituality. This movement adopted Eastern traditions of pantheism and new notions of pluralism in the effort to create a holistic view of health.[footnoteRef:18] Since this holistic view of health frowns upon the naturalistic view of the body of biomedicine, its approach attempts to unite both the physical and spiritual aspects of health.[footnoteRef:19] This idea of spirituality offers a generalized spiritual perspective and an individualism that provides its practitioners with a degree of freedom to assess spiritual health that could fit into this secular view of healthcare, while still appealing to those who value the spiritual as well as the physical patient. It is this idea that leads us into the focus of this thesis, which analyzes religion and spirituality and is concerned with whether or not they can coexist. [17: 17. Ibid., 197.]  [18: 18. Ibid.]  [19: 19. Ibid., 198.] 

	Ferngren’s overview of the historical progression from eighteenth century Enlightenment ideology, to the nineteenth century milestones of Darwin and biblical criticism, and finally to the twentieth century developments of medical secularization and professionalism illuminates the historical context of contemporary understandings of religion, medicine, and spirituality. The inclusion of this brief history is a form of gaining a complete patient history when a physician first sees an individual for treatment. Before treating the problem, we must first find out how the problem came about. What we glean from this historical outline is that since the late eighteenth to early nineteenth centuries, the relationship between religion and science has been contested. Scientific developments have deeply influenced public opinion both on the causation of disease, its prevention, and a deity’s relation to the natural world. 
	One of the key components of this historical roadmap is the development of the idea of spirituality through the twentieth century. As we will see, this notion’s significance for medicine arose from healthcare professionals seeing an importance in evaluating a patient holistically, examining not only their physical health, but also their spiritual health. Spirituality, or the concept of spiritual health, provides many of its proponents with a sense of individualism and inclusion that can encompass a wide array of religious or non-religious practices and customs. Its overarching reach allows it to fit more easily into a secular healthcare world than would the idea of religious health. However, we also see religion being excluded almost entirely in assessing spiritual health. The history of the secularization of medicine became demonstrates why it is so difficult for contemporary medical professionals to include religion in their discussions. In the following section, we will examine a few models for assessing a patient’s spiritual health, and I will attempt to show how these models fail to recognize the importance of religion to some of their patients’ well-being. 



Current Spiritual Health Models
Now that we have a sense of how the divergence between religion and spirituality came about, we will look at a few medical professionals who believe that the concept of spiritual health should be addressed by every physician and who seek to demonstrate how it can best be implemented in clinical practice. We will begin our investigation by looking at David Sulmasy’s The Rebirth of the Clinic: An Introduction to Spirituality in Healthcare.
Sulmasy questions whether healthcare should be understood as a spiritual practice. He begins by seeking to describe the differences between religion and spirituality. First he states that although religion and spirituality may be “conceptually related,” they are “not synonymous.” [footnoteRef:20] He claims that many religious beliefs and customs are similar at their spiritual level; therefore, spirituality can be seen as more encompassing than the notion of religion.[footnoteRef:21] He explains spirituality then as including the “attitudes, habits, and practices in relation to the idea of the transcendent,” thus claiming that “everyone may be said to have a spirituality.”[footnoteRef:22] Sulmasy argues that even if an individual declares that they do not believe in the transcendent, they still have a relationship with it, simply because they reject it.[footnoteRef:23]  [20: 20. Daniel P. Sulmasy, The Rebirth of the Clinic an Introduction to Spirituality in Health Care (Washington, D.C.: Georgetown University Press, 2006), 13.
]  [21: 21. Ibid., 14.]  [22: 22. Ibid.]  [23: 23. Ibid.] 

	What Sulmasy should also take into account is that although religion may often be quite specific and not applicable to all patients and their circumstances, to overlook its importance when creating a spiritual health model could prevent patients who derive their spirituality from the institutional aspect of religion from getting an accurate assessment of their health. Inaccurate assessments of health prevent the physician from giving the best care possible due to the lack of pertinent information concerning the patient. If we do not include religion equally with spirituality, then those patients will ultimately suffer.
	Sulmasy argues further that religion is “a specific set of beliefs about the transcendent, held in common by a community of persons, usually in association with a particular language used to describe spiritual experiences and a communal sharing of key beliefs, along with particular associated practices, texts, rituals, and teachings.”[footnoteRef:24] He concludes by claiming that “not everyone has a religion,” but implying that everyone is spiritual.[footnoteRef:25] [24: 24. Ibid.]  [25: 25. Ibid.] 

	Key to understanding the role of spirituality in healthcare to Sulmasy is a quote by the twentieth century Jewish philosopher and theologian, Abraham Heschel, that “to heal a person, one must first be a person.”[footnoteRef:26] Sulmasy writes that if a physician is truly concerned with healing the whole patient, the physician must be concerned with what disease or illness may do to the patient physically, as well as how disease and illness may affect the patients “as embodied spiritual persons grappling with transcendent questions.”[footnoteRef:27] In other words, Sulmasy is claiming that the first step for a physician to be able to assess a patient’s spiritual health is to be a person themselves. This self-realization, according to Sulmasy, allows the healthcare professional to effectively “engage the transcendent questions that only persons can ask.”[footnoteRef:28] [26: 26. Ibid., 16.]  [27: 27. Ibid.]  [28: 28. Ibid.] 

	Illness is often thought of as an individual’s experience of a disease that is culturally constructed and socially defined. According to Sulmasy, illness is a “spiritual event.”[footnoteRef:29] This claim makes more sense if one looks at the experience of the disease as the definition of illness. Many patients go through emotional struggles in addition to the physical consequences of the disease. People handle the emotional struggles of their disease in a variety of ways. Sulmasy claims that these experiences cause patients to ask spiritual questions or questions concerning the transcendent such as those about “meaning, value, and relationship.”[footnoteRef:30] Sulmasy’s argument here concerning illness seeks to convince the reader that a physician cannot truly treat illnesses or heal a patient unless they are familiar with the concept of spirituality. [29: 29. Ibid., 17.]  [30: 30. Ibid.] 

	One of Sulmasy’s chief concerns is with overcoming the obstacles that hinder the implementation of spiritual healthcare. He claims that the “economic reconstruction of healthcare” is one of those obstacles.[footnoteRef:31] Sulmasy argues that the current healthcare system’s view of patient care is based only on monetary gains and efficiency. He claims that the focus of health is no longer that of empathy or compassion.[footnoteRef:32] He also argues that the time that physicians are able to spend with their patients has been severely reduced, hindering the physician’s ability to ask “meaningful” questions that help target the spiritual issues that may be affecting their health.[footnoteRef:33] He states that patients are no longer able to get to become comfortable enough with one physician to open up to them before the physician must refer them to other specialists. This type of patient alienation and what Sulmasy calls “scientific reductionism” has hindered, in his opinion, the spiritual component of patient care.[footnoteRef:34]  [31: 31. Ibid., 20.]  [32: 32. Ibid., 21.]  [33: 33. Ibid.]  [34: 34. Ibid.] 

	Throughout this project, I have seen many like Sulmasy who identiy the fast-paced economic nature of healthcare as a barrier to physician’s being able to effectively assess the spiritual needs of their patients. One of the main obstacles with creating an adequate model to assess spiritual health is getting physicians to take the time to truly talk with their patients. Patient-physician dialogue is key for discovering the spiritual or religious needs of the patient. If we are to create an effective method for spiritual health assessment, then we must find a way to prioritize this dialogue in an impatient and impersonal healthcare culture. This issue resembles the insistence of holistic healthcare with the entire patient’s health: mind, body, and spirit. This view of patient care, often heralded by those who practice naturopathy or osteopathic medicine, has become more and more popular. 
	Sulmasy turns to advocate for the path he believes healthcare should take: a path of “spiritual-scientific medicine.”[footnoteRef:35] First, he states that physicians and patients both need to find the spiritual meaning of suffering, sickness, and healthcare in general.[footnoteRef:36] Sulmasy is proposing a type of symbiotic relationship between science and spirituality in medical care. He claims that science must remain an integral part of medicine, but that it is not to be confused with technology. The form of medical science that Sulmasy is supporting is one focused on the “service of bodily suffering that is universal to the human condition.”[footnoteRef:37] The complexity of medicine, according to Sulmasy, is that medicine is both an art and a science and never one without the other. He argues that this view of medicine would create a “covenant” between a patient and their physician that is based on honesty and service.[footnoteRef:38] [35: 35. Ibid., 82.]  [36: 36. Ibid.]  [37: 37. Ibid.]  [38: 38. Ibid., 83.] 

	The form of medicine that Sulmasy is advocating requires the physician to view medicine as both objective and subjective. The physician must look at the subjective suffering of a patient and objectify it in order to lose what Sulmasy sees as the superficiality of today’s version of health.[footnoteRef:39] His view of medicine also requires an understanding that medicine is finite and in order to best practice it, one must have some “source of transcendence.”[footnoteRef:40] Sulmasy states, “Healthcare professionals who do not believe in God will be required to seek out some other source of transcendence – nature, or humanity, or the good, or something else that transcends patients, practitioners, and their professions – if they are to meet their own transcendent needs or those of their patients.”[footnoteRef:41] [39: 39. Ibid., 84.]  [40: 40. Ibid.]  [41: 41. Ibid.] 

	Sulmasy’s insistence that all physicians have some form of spiritual beliefs in order to properly care for their patients is exactly the idea that provided the inspiration for this thesis. This argument gives rise to the question: what does this idea do to religion? Sulmasy seems to argue that as long as a healthcare professional has some form of spiritual background, they can fully assess the spiritual needs of a patient. This idea is based on the premise that an understanding of any form of spirituality will provide the physician with all of the tools necessary to understand his or her patient’s needs. This belief goes back to the universal, widely-accepting definition of spirituality. What Sulmasy fails to realize is that religion itself is often very specific in the way that its practitioners understand reality and how they operate in that reality. A one-size-fits-all version of spirituality would not be able to truly assess the needs of a patient with very specific religious beliefs. Sulmasy is ultimately arguing for the very thing that he is against: the prioritization of efficiency. His view of spiritual health is based upon having a generic idea of spiritual beliefs. In his view, having a general knowledge of spiritual practices would allow a physician to see patients from all religious and non-religious backgrounds and give them all one standardized form of a spiritual assessment. 
Instead of treating each patient as an individual who has very specific spiritual beliefs that may be affecting their illness experience, Sulmasy is arguing for a streamlined approach that assumes all spiritual beliefs have enough commonality in their recognition of the transcendent that the specifics should not matter. I agree with Sulmasy’s statement that “everyone who searches for ultimate or transcendent meaning can be said to have a spirituality.”[footnoteRef:42] However I do not believe that his universal idea of spirituality can be used to accurately assess the spiritual health of those with defined religious beliefs and practices using one universal template of diagnosis. Ultimately I believe that Sulmasy’s spirituality model is a useful starting place, but it is incomplete in that it seems to ignore the need for a more concrete assessment for those with complex belief systems or religious traditions. [42: 42. Ibid., 124.] 

	In the second part of this book, Sulmasy attempts to build a foundation for his spiritual health model by breaking down the concept of illness into two distinct categories of relationships: intrapersonal and extrapersonal.[footnoteRef:43]According to him, intrapersonal relationships include both the “physical relationships” of anatomical structures and chemical processes within the body and the “mind-body relationships.”[footnoteRef:44] He describes the latter as the “two-way interactions between symptoms, moods, and cognitive understandings and meanings and the person’s physical state.”[footnoteRef:45] Sulmasy claims that these are interrelated to the “extrapersonal” relationships that include those with the physical environment of the patient, their social environment, and their interactions with the transcendent.[footnoteRef:46] Based on this model of relationships, he argues that healing the person as a whole unit involves attending “to all of the disturbed relationships of the ill person as a whole…”[footnoteRef:47] He defends one possible counterargument by stating that those individuals who claim to not believe in the transcendent have thus created a relationship with the transcendent by denying its existence.[footnoteRef:48] [43: 43. Ibid., 126.]  [44: 44. Ibid.]  [45: 45. Ibid.]  [46: 46. Ibid.]  [47: 47. Ibid.]  [48: 48. Ibid., 127.] 

	Sulmasy entitles this model of maintaining a balance of right relationships as the “Biopsychosocial-Spiritual Model of Care.”[footnoteRef:49] He explains that this model is not a dualistic view of being in which a soul inhabits a physical body, but rather is a combination of defined dimensions of the biological, social, psychological, and spiritual factors of a person’s life that cannot be separated from the holistic person. The purpose of this model and its importance in the diagnosis of a patient’s health, according to Sulmasy, is that each of these dimensions affect and are affected by a person’s background and their illness experience.[footnoteRef:50] [49: 49. Ibid., 128.]  [50: 50. Ibid.] 

	In order to effectively evaluate a patient’s total health, Sulmasy has proposes four domains in which a patient’s spiritual health might be measured: religiosity, spiritual/religious coping and support, spiritual well-being, and spiritual needs.[footnoteRef:51] Religiosity, he believes, is composed of several dimensions including “denominational preference, religious beliefs, values, commitment, organizational religiosity, private religious practices, and daily spiritual experiences.”[footnoteRef:52] Sulmasy argues that this domain offers many points of value for health research including improved outcomes such as “decreased alcohol use, improved quality of life, and positive psychosocial state.”[footnoteRef:53] [51: 51. Ibid., 130.]  [52: 52. Ibid.]  [53: 53. Ibid., 131.] 

	The domain of spiritual/religious coping is what Sulmasy considers to be the most important of all the domains when treating patients who are seriously or terminally ill. He defines the concept of religious coping as referring to “how one’s (current) spiritual or religious beliefs, attitudes, and practices affect one’s reaction to stressful life events.”[footnoteRef:54] Sulmasy breaks down this domain into two sub-categories: religious coping and religious support. He states that religious coping “measures a person’s internal resources and reactions,” while religious support “measures the resources and reactions of the religious community that can be mustered on behalf of a patient.”[footnoteRef:55] [54: 54. Ibid., 132.]  [55: 55. Ibid.] 

	When discussing the third domain of spiritual well-being, Sulmasy states that one’s current spiritual state affects their “physical, psychological, and interpersonal states, and vice versa,” and that all of these factor in when considering the patient’s quality of life.[footnoteRef:56] His description of spiritual well-being here is essentially a synopsis of the two previous domains. He provides an illustration of this point when he writes that “a patient’s spiritual history, present religious coping style, and present biopsychosocial state, as well as any spiritual intervention, would combine to affect the person’s present state of spiritual well-being, which in turn would contribute to the person’s overall quality of life.”[footnoteRef:57] The last domain of spiritual needs is his least defined category, but essentially involves the spiritual needs of a patient, or their spiritual requests particularly at the end of life.[footnoteRef:58] Ultimately, Sulmasy claims that a combination of these four domains and the patient’s biopsychosocial status help to create what he calls the “composite state.”[footnoteRef:59] This “composite state,” defined as “how the patient feels physically, how the patient is faring psychologically and interpersonally, as well as how the patient is progressing spiritually,” constitutes, according to Sulmasy, what we consider the patient’s quality of life.[footnoteRef:60] [56: 56. Ibid.]  [57: 57. Ibid., 133.]  [58: 58. Ibid.]  [59: 59. Ibid., 134.]  [60: 60. Ibid.] 

	In order to properly assess this quality of life, physicians must be able to effectively assess a patient’s spiritual health using a diagnostic tool. Sulmasy states that he prefers to let the conversation develop by asking the patient how spirituality or religion plays a role in their life. However, for physicians who are more inexperienced with diagnosing spiritual well-being, Sulmasy writes that there are multiple acronyms to help a physician remember which questions to ask.[footnoteRef:61] One example of an acronym that can be used for this purpose is HOPE: “the H stands for sources of hope, O is for the role of organized religion, P is for personal spirituality and practices, and E is for effects on care and decision making.”[footnoteRef:62] In his concluding remarks concerning his biopsychosocial-spiritual model, Sulmasy states that although one cannot effectively measure transcendence, one “can measure patients’ religiosity, spiritual/religious coping, spiritual well-being, and spiritual needs…” and he thinks that his model would be able to do exactly that.[footnoteRef:63] [61: 61. Ibid., 137-138.]  [62: 62. Ibid., 138.]  [63: 63. Ibid., 140.] 

	When trying to analyzing Sulmasy’s argument here, one must ask if a medical diagnostic acronym can be used to effectively diagnose every patient that a physician sees. Dr. Sulmasy may feel comfortable asking one simple question about how religion or spirituality affects the patient’s life and to let the conversation flow from there. But most physicians are likely not familiar enough with the need to assess the issue of spiritual health. What this predicament creates is an environment where ill-equipped physicians rely on simple acronyms such as HOPE to assess a patient’s spiritual well-being and think that this will allow them to check the box that they did their job. Can a standardized acronym be used to diagnose the very diverse and complex background and environment of a person’s spiritual or religious life? I think not. Religion is a very complex subject and cannot be dissected by a simple four-letter tool. What is interesting is that Sulmasy’s example of HOPE does include a question that is dedicated to how organized religion plays a role in a patient’s life. What this inclusion seems to suggest is that Sulmasy, like many proponents of spirituality, believes that spirituality is somehow able to be separated from religion, when many scholars believe, as we shall see later, that spirituality is actually the essence of religion itself. This acronym that Sulmasy believes can be an effective tool of the physician implies that you can create two distinct categories: organized religion and individual spirituality. We will see later that this division is not as easy to create as Sulmasy seems to suggest.
	What is persuasive here is Sulmasy’s argument that religion and spirituality do affect a person’s illness experience and overall health. He argues that physicians have an obligation both professionally and morally to address their patient’s spiritual and religious circumstances in order to heal them. His argument stems from the understanding that patients are people first, not just a collection of body parts and systems.[footnoteRef:64] What this means for Sulmasy is that patients’ emotions and beliefs all effect how these systems and body parts work and how disease will affect patient outcome. Sulmasy claims that although that a spiritual assessment of a patient may seem to be too personal or irrelevant to physical conditions or abnormalities, the patient’s spiritual/religious health will affect their outcome, and as a physician, a profession in which the practitioner takes an oath to heal, one must deal with these issues. Even for a nonbelieving practitioner or one who claims to have no religion or spiritual influence, the patient’s needs have precedence over a physician’s personal convictions.[footnoteRef:65] Sulmasy is ultimately arguing for a type of healing model that requires collaboration between healthcare professionals and spiritual/religious workers. According to him, a physician’s job is to assess a patient’s spiritual needs and to refer them to the proper spiritual authority (a chaplain, shaman, yoga instructor, etc.) who can provide them with the guidance that they need.[footnoteRef:66] This collaboration may require these spiritual authorities to do rounds with physicians in order to form the proper relationships and to allow the spiritual authority to provide the best treatment for the patients.[footnoteRef:67] [64: 64. Ibid., 168-170.]  [65: 65. Ibid., 175.]  [66: 66. Ibid., 180-181.]  [67: 67. Ibid.] 

	The most effective method of assessing spiritual health will rely on an inter-professional collaborative relationship. Physicians are given the responsibility to be an authoritative source for the cure of physical ailments. However, the physician cannot be so concerned with the physical health of the patient that the physician forgets how important spiritual well-being is to overall health. Physicians need to have a general knowledge base of religion and spiritual beliefs in order to find the right religious or spiritual professional to consult for a patient’s care plan.  Chaplains and religious/spiritual figures have worked in major hospitals for many years. These positions, in addition to social workers, are often untapped resources that can be used to implement this collaborative model. What Sulmasy and I agree upon here is that physicians are responsible for patient physical and spiritual health, but they should not have to take on that responsibility alone without having access to spiritual and religious professional consults.
	James Greek also argues that a spiritual form of healthcare is appropriate not only for certain faith groups or religions, but for a broader patient population.[footnoteRef:68] Greek states: [68: 68. James Greek, "Spiritual Care: Basic Principles," in Spirituality, Health, and Wholeness: An Introductory Guide for Health Care Professionals (Binghamton, N.Y.: Haworth Press, 2004), 97.
] 

Spiritual care occurs when the caregiver takes the initiative to enter another’s world for the purpose of discerning current needs. These needs may include the physical, emotional, and/or spiritual areas of life. Spiritual resources to address those needs are then explored with the patient.[footnoteRef:69] [69: 69. Ibid., 98.] 


	Greek provides what he calls the “twelve suggestions for a spiritual visit.”[footnoteRef:70] First, Greek says that the caregiver must be self-aware in order to properly show concern and compassion for a patient.[footnoteRef:71] Second, Greek argues that providers must create an environment in which the patient feels safe revealing the necessary information that is needed in order to make an accurate spiritual assessment. He states that things such as personal demeanor, making eye contact, and a gentle touch on their forearm can help the patient confide in you as a healthcare professional.[footnoteRef:72] [70: 70. Ibid.]  [71: 71. Ibid., 98-99.]  [72: 72. Ibid., 99-100.] 

	Next, Greek claims that a physician’s ability to be cognizant of their patient’s surroundings can allow the physician to discern the patient’s spiritual health before they even say a word to the patient. For example, if the physician notices treasured items, a cross, or perhaps a Bible, the physician can determine what the patient may be using as a spiritual coping mechanism.[footnoteRef:73] In addition, physicians must relate to their patient’s humanity and help them relax and open up by talking to them about their families, pets, or favorite hobbies. Greek believes that this approach helps the patient feel less inferior and scared, which allows them to be more honest about their physical and spiritual health.[footnoteRef:74] [73: 73. Ibid., 101.]  [74: 74. Ibid., 101-102.] 

	Fifth, Greek thinks that physicians should allow the patient to be their instructors by listening more and talking less. In this, he believes that physicians realize that spiritual healthcare is much more than just making others feel better, but about “identifying the issues causing their pain, whether emotional or physical, and then bathing them in the patient’s faith and the caregiver’s spiritual support.”[footnoteRef:75] During such periods of devout listening, Greek says that physicians should be focusing on “red flags” that can indicate the deeper reasons behind someone’s emotional or physical pain.[footnoteRef:76] He provides an example of a woman who was extremely concerned after undergoing a double mastectomy. After recognizing the sadness in her eyes, the physician realized that the patient was more worried whether her husband would be able to see her as a total woman again than she was concerned that the cancer might return.[footnoteRef:77] [75: 75. Ibid., 102.]  [76: 76. Ibid.]  [77: 77. Ibid., 103.] 

	Next, Greek writes that the health practitioner should ask questions that are chosen wisely. Directed questioning requires the physician to be receptive of clues that a patient may provide concerning their emotional and spiritual health. Greek argues that if physicians pick up on these cues, it may allow them to focus their questions more directly on the patient’s needs, instead of asking random, generic questions with hopes that important information may be discovered.[footnoteRef:78] In this section, Greek includes examples of how physicians are able to tailor their questions in this way and how that can help them discover the heart of their patient’s needs. He includes a story of a man named Jim who was a husband and was the father of three girls. As a result of a car accident, he had lost his leg and was recovering in the ICU. Despite having survived the crash and facing a speedy recovery, Jim was very reserved and sad. Greek used directed questioning to ask the right questions and discovered that Jim was worried that since he could no longer do the physical labor that his work required, he might not be able to care for his family.[footnoteRef:79] [78: 78. Ibid.]  [79: 79. Ibid., 104.] 

	With that example, Greek asks the question, “How does one deliver spiritual care in a setting such as this?”[footnoteRef:80] First, Greek answers, spiritual care is not necessarily the “magic bullet,” and success ultimately depends on the patient’s reception of the spiritual guidance that is offered to them by the healthcare provider.[footnoteRef:81] He explains that Jim was able to use spiritual support from his wife and his church to recognize that he was not alone. Greek concludes, “Spiritual care is not standing at the end of the bed with a Bible like a televangelist, attempting to influence the patient into making a decision.”[footnoteRef:82] He continues, “Spiritual care is coming close to the heart of patients so we become aware of their burdens, both above and below the surface.”[footnoteRef:83] [80: 80. Ibid.]  [81: 81. Ibid.]  [82: 82. Ibid., 105.]  [83: 83. Ibid.] 

	Then, Greek believes, a physician must also “mirror what you hear.”[footnoteRef:84] By this, Greek claims that a physician must show the patient that he or she has understood their condition in its totality. In this way, Greek thinks, a physician is able to build trust and rapport with their patient, convincing them that the physician really understands their concerns and is working to get them to a better state of health.[footnoteRef:85] Greek also claims that caregivers must constantly reassess their patient’s spiritual status. He argues that a patient’s faith or source of strength will most likely be put to the test to the point that they may question their faith or feel as if they are losing all the available strength from their particular source. In this case, Greek underscores that a physician must reevaluate the patient’s spiritual status throughout their healing process in order to provide the best possible care.[footnoteRef:86] [84: 84. Ibid., 106.]  [85: 85. Ibid., 106-107.]  [86: 86. Ibid., 108.] 

	Greek’s argument indicates that he is from a more religious background. With that said, he asserts that if the physician takes these suggestions into consideration (creating a safe environment and really getting to know the patient), then the idea of praying with them should naturally be the next step.[footnoteRef:87] This idea seems unrealistic in that many physicians do not consider themselves to be religious at all, much less to be willing to pray with a patient. Most physicians may see this offer as being too forward or fear that they may offend a patient by infringing upon their personal beliefs. But, Greek claims that prayer is a common practice for all systems of belief and that if physicians are receptive to patient needs and background, the offer of a simple prayer can work wonders for patient health.[footnoteRef:88] [87: 87. Ibid., 109.]  [88: 88. Ibid.] 

	Greek also suggests that the physician should be an individual who brings hope. He does not necessarily think that a healthcare professional should give a patient false hope of a full recovery when that is impossible, but he does believe that a physician can still give hope in those particular situations by recognizing that improved health does not necessarily mean total recovery.[footnoteRef:89] In this argument, Greek cites a recent study indicating that laughter causes the level of endorphins in the body to increase, therefore increasing the strength of the body’s immune system. He claims that this study shows how external influences can cause internal changes. Then, Greek argues, it may be possible that just by the physician and their team having an attitude and demeanor of hope when they interact with patients and their families, it may improve the chances of the patient reaching a status of health.[footnoteRef:90] [89: 89. Ibid., 109-110.]  [90: 90. Ibid.] 

	Greek concludes that physicians must also learn how to answer the difficult questions before they inquire about a patient’s spiritual status and how to network with spiritual professionals around them. Greek states that often physicians can recognize certain cues that a patient is going through a particularly difficult spiritual struggle if they are receptive. In this, Greek says, a physician must be able to step away from the difficult situation, meditate on how he or she can respond effectively, consult with other physicians or experts who have faced similar situations, and then come back to the patient with a clear answer or approach.[footnoteRef:91] In addition, Greek argues that a physician must network with spiritual professionals in order to know where to go for advice for difficult situations and where to refer patients when they have specific spiritual needs. This type of networking allows the patient to get the best care for any medical situation.[footnoteRef:92] [91: 91. Ibid., 110-111.]  [92: 92. Ibid., 111.] 

	Greek appears to be devoutly religious. This is not completely problematic, since he argues that his suggestions are applicable in the practice of any physician, as long as that physician is willing to try new things, despite having faith or no faith at all. Most of his suggestions basically boil down to a physician being attentive in listening to their patient, being receptive to their concerns and comments, and using their cues to provide the patient with the best physical and spiritual care possible. But, I do find that his suggestion of praying with the patient somewhat difficult to implement.
	Prayer requires devotion or belief to something other than oneself. In this regard, prayer becomes meaningful to the practitioner based on a personal set of beliefs and ideals that may or may not be very complex. What makes Greek’s suggestion that healthcare practitioners should pray with their patients so problematic is due to the level of religious or spiritual knowledge that a physician is required to have under any of these proposed models for assessing spiritual health. Greek seems to argue that patients will most likely be receptive to the prayer of a physician because they will see it as being a kind and compassionate gesture. However, some religions believe that any prayer to another deity or entity other than their own can be more of a curse than a help. A physician will most likely be unaware of such detailed knowledge of multiple religions and faiths.
	If physicians try to implement such a general method of spiritual assessment, are they truly prepared to provide an accurate assessment of a patient’s spiritual health? In my opinion, Greek goes too far in his idea that physicians are equipped enough to pray with their patients. The only way that I can see this suggestion be used is if the physician is able to be completely confident that they have either the same faith as the patient or that the patient’s faith or beliefs will be receptive to different prayers. 
	Greek does make a productive point that could help resolve this issue of a one-size fits-all model that we have seen in both Sulmasy’s method and some of Greek’s own suggestions. Greek’s argument that physicians must be good listeners, very receptive, and have the ability to network are what I believe may be the true keys to solving the issue of assessing a patient’s spiritual health. Even when concerned with physical health, a physician’s ability to be a good listener is absolutely vital to their power to provide optimum care to a patient. They are taught early on in medical school the importance of taking a good patient history. The quality of that assessment may be the difference between life and death. I would argue that this trait is crucial in assessing a patient’s spiritual health as well. Unless a physician is able to learn what the patient needs for religious or faith matters, he or she cannot provide that type of care. 
Networking is also essential to providing spiritual care. Physicians should not be expected to be equipped with a deep knowledge of numerous religions and beliefs. Instead, they must be able to decipher a patient’s spiritual or religious needs and to refer them to the appropriate religious or spiritual expert. This ability requires the physician and the religious or spiritual professional to work together and communicate with each other effectively. Only in this fashion can we expect a holistic healthcare approach that includes mind, body, and spirit to be effective in reaching a sense of complete health. 
	As with Sulmasy’s method, Greek’s suggestions do not resolve the problem of generalizing all religions, faiths, and belief systems into a category of spirituality. It is this generalization that leads Greek to believe that any physician who is receptive enough, listens well enough, and asks the right questions can be able to assess any religious or spiritual problem. Again, this perspective assumes that any faith or system of belief can be broken down into a generic notion of spirituality. As we will see, this is not the case.
	Greek’s twelve suggestions for assessing spiritual health is just one of the many examples that are available for healthcare professionals to use in their everyday practice. I would like to examine another type of workbook that offers a more structured approach to spiritual assessment and the training of medical professionals in spiritual aptitude. Elizabeth Johnston Taylor’s What Do I Say: Talking with Patients about Spirituality provides healthcare workers a workbook that she claims will improve their practices by not only making them more aware of their own spirituality, but also teaching how to approach patients in order to assess their spiritual health.
	In the foreword to this text, Christina M. Puchalski begins by defining spirituality and describing its importance in overall patient health. In her opinion, spirituality is “that part of people that seeks ultimate meaning in life, especially in the midst of suffering.”[footnoteRef:93] She writes: “That expression can take many forms – God, church, nature, spiritual beliefs, and values.”[footnoteRef:94] In this argument, Puchalski asserts that spirituality is based upon a community of like-minded people and, like spirituality, healthcare is also a community. She believes that in order to get back to the original principles like compassion and service on which healthcare was founded, we must acknowledge the true foundation of medical care that is spirituality.[footnoteRef:95] [93: 93. Elizabeth Johnston Taylor, What Do I Say? Talking with Patients about Spirituality (Philadelphia: Templeton Foundation Press, 2007), ix.
]  [94: 94. Ibid.]  [95: 95. Ibid., x.] 

	One of the most striking aspects of this foreword is Puchalski’s emphasis on the word community. Most of the proponents of spiritual health try to differentiate between religion and spirituality by creating two distinct categories: communal religion and individual spirituality. In this perspective, spirituality allows medical professionals to focus solely on the patient as an individual, base their findings at the personal level, determine a patient’s individual spiritual state, and found all of their diagnoses on a few general principles. Ultimately, this approach allows the medical provider to ignore key information in the lives of those patients who consider themselves to be more explicitly religious. Although religion itself is often based on an individual conviction regarding a certain belief or way of life, it would not survive without a community within which to operate.
	In the first chapter, Taylor lays out the importance of spiritual health. She begins her argument like many that we have examined by claiming that patients will often rely on some sort of inner motivation or spiritual guide when they are ill or are experiencing pain or suffering. Not only does Taylor reference the countless studies that show how spirituality or religious practices have impacted physical health, she also argues that these beliefs or practices help patients cope during illness or discomfort and that in the end, patients have a desire for their medical providers to be concerned with their spiritual beliefs.[footnoteRef:96] [96: 96. Ibid., 2-3.] 

	Also in the first chapter, Taylor describes the purpose of the workbook and argues its importance in promoting spiritual health. She writes that this book is relevant for chaplains, social workers, nurses, physicians, allied health professionals, clergy, and all others who may come in contact with a patient during a time of illness or suffering. She continues by stating that the book itself is actually a collaboration from many different disciplines to include psychiatry, psychology, nursing, pastoral guidance, chaplaincy, and other forms of spiritual advice.[footnoteRef:97] More importantly, Taylor begins to address the question that we raised at the beginning of this assessment in regards to individual spirituality versus communal religion. She argues, “Although institutionalized religion is an expression of human spirituality and an aid to spiritual formation, it is distinct from the broader concept of spirituality.”[footnoteRef:98] She continues by stating that spirituality, in itself, is “universal, innate in all individuals,” unlike what she identifies as “institutionalized religion.”[footnoteRef:99] [97: 97. Ibid., 4.]  [98: 98. Ibid.]  [99: 99. Ibid.] 

	What we see here is exactly what is to be expected from reviewing other methods designed to assess spiritual health. A generalized form of spirituality is being used invoked in order to train healthcare workers to assess a patient’s spiritual health, no matter what belief system or religious background they may be from. At its core, Taylor’s method, like Greek’s, is arguing for medical professionals simply to be better listeners to all of their patient’s problems or concerns in order to validate the view that spiritual health impacts physical health. Of course, physicians becoming better listeners may solve many of the problems with the quality of care that a patient receives that result from physicians or other healthcare workers not taking the time to listen to their patient’s full story. However, the proponents of these methods must also recognize the importance of the institution of religion to those who are religious. Physicians cannot simply ignore the institution of religion, if it is a necessary factor for that patient to recover from their illness. The type of listening that Taylor is arguing for seems to generalize religion to the point that the institution of religion is forgotten. This forgetfulness will ultimately cause the physician’s assessment of those who do believe in an institutional religion either being incomplete or inaccurate. This type of inaccuracy could affect the quality and effectiveness of the healthcare patients receive. 
	Taylor’s book does address the issue of healthcare professionals talking with patients from different cultural backgrounds than their own about spiritual practices or belief systems. Taylor offers her readers some general guidelines that should be used by medical workers when faced with such a situation. Similarly to what we have already seen in Greek’s argument, Taylor suggests that healthcare professionals must always create an atmosphere of respect, be receptive of patient’s body language and gestures to gain trust, be a good listener waiting for the patient to guide them through their situation, and remember that the graver the situation, the less likely that any differences between the culture of the physician and that of the patient will hinder the patient’s ability to confide in their doctor.[footnoteRef:100] [100: 100. Ibid., 5.] 

	Taylor proceeds to argue that any healer cannot heal their patient spiritually unless they themselves are spiritually “wounded.”[footnoteRef:101] Unless a healthcare professional has been through some events or situations in their own lives that have caused them spiritual pain or agony, they cannot effectively listen or respond to a patient who is going through a spiritual test or crisis. Taylor then provides a series of exercises and ranking questions for the healthcare provider to complete focused on learning the status of one’s own spiritual health and testing the reader on how they would respond in certain circumstances. Also, Taylor attempts to provide some reasons why healthcare workers often seem to become disengaged with patients and their emotions. She asserts that physicians often get emotionally exhausted from dealing with so much tragedy and that they seem to lose the passion for their work. She continues her argument by providing some tips on how medical professionals can prevent this type of emotional exhaustion. She writes that you must find ways to healthily express your emotions, nurture your own health by eating well and exercising, be constantly learning in every situation, and build healthy relationships with your coworkers.[footnoteRef:102] [101: 101. Ibid., 9.]  [102: 102. Ibid., 21-22.] 

	Taylor offers a very convincing argument here. Physicians are taught early in medical school to distance themselves from their patients both physically and emotionally in order to provide the patient with the best objective care possible. Often, they are taught that becoming too emotionally involved with a patient can cloud medical judgment and prevent clear thinking in critical situations. Due to this type of training, many medical professionals become so emotionally distant that they forget how to relate to a patient and their family and show empathy. This lack of empathy can cause the patient and their family to feel as if the physician thinks that what they are feeling does not matter. The physician cans seem to consider the patient as a case file instead of a human being. It is this type of patient viewpoint that is dangerous for any physician with hopes of getting the patient to confide in them. If any physician or other healthcare professional has a desire to assess the whole patient (spirit, body, and mind), they must recognize that they are also human and must search for personal experiences that can help them relate to the patient’s suffering.
	Taylor then provides advice on how medical providers should listen and interpret what they hear from patients. She teaches the reader how to convey to the patient that they are truly listening to them through techniques such as body language and controlled silence. More importantly, in her discussion of how a physician should interpret what they hear, Taylor discusses what spirituality is and how to glean a patient’s spiritual health from a patient’s comments. In this discussion, she cites H. J. Clinebell who writes about four spiritual essentials that every person possesses whether they choose to acknowledge them or not. Clinebell argues that everyone has the “need for a meaningful philosophy of life and a challenging object of self-investment, the need for a sense of the numinous and transcendent, the need for a deep experience of trustful relatedness to God, other people, and nature, and the need to fulfill the ‘image of God’ within oneself by developing one’s truest humanity through creativity, awareness, and inward freedom.”[footnoteRef:103] Taylor simplifies these remarks by claiming that all human beings need the following: “meaning and purpose, to transcend self, healthy relationships, and to be true to self.”[footnoteRef:104] [103: 103. Ibid., 41.]  [104: 104. Ibid.] 

	Taylor’s argument here is persuasive. Human beings strive for a sense of purpose. We yearn for a sense of belonging and connections to things beyond ourselves, whether other people or something transcendent. These things are the foundations for belief. In her discussions of spirituality and how to identify spiritual needs, Taylor walks her reader through specific examples. In these discussions she also talks about how to determine religious devotion and also how the medical professional can ensure that they are listening effectively.
	Taylor then discusses what she calls “micro-skills” that are necessary to dealing with patients who are in “spiritual distress.”[footnoteRef:105] The skills that she discusses are restatement, open questioning, reflecting feelings, and advanced empathy. She begins this chapter by providing sample questions from patients to their physicians and asks the reader how they would respond to each question. Then, she walks the reader through how they should effectively analyze each question by using the skills mentioned above to meet the goal of relieving spiritual pain.[footnoteRef:106]  [105: 105. Ibid., 53.]  [106: 106. Ibid., 54-55.] 

	Taylor next provides what she calls “macro skills” that are more involved and require more intervention on the physician’s part. One of these macro skills is story listening. This skill is based on the idea that some people convey their feelings through telling their life’s story. However, Taylor argues that the medical provider cannot be a passive listener, but must be looking for clues in the patient’s story, such as what they are choosing to leave out or forget or what they are choosing to emphasize.[footnoteRef:107] Secondly, Taylor discusses how patients can exhibit “body listening,” in which the patient uses how they are feeling to describe their body’s internal state.[footnoteRef:108] She claims that the medical professional must be equipped to ask the right questions in order to take advantage of this macro skill. Thirdly, she argues that a healthcare provider must be able to foster resilience within the patient and must be able to put the patient’s circumstances in a more positive light. This type of macro skill is a way for the medical provider to offer the patient a new perspective with the goal of giving them hope and a way to see a brighter side to their circumstances.[footnoteRef:109] [107: 107. Ibid., 86-87.]  [108: 108. Ibid., 90.]  [109: 109. Ibid., 95-96.] 

	Taylor’s fourth macro skill is probably the most relevant of the skills that she includes for our discussion. Her fourth skill is based on the medical professional’s acknowledgement of religious practices. She emphasizes that religious practices have shown to improve physical health and that a physician’s job in regards to a patient’s religious practices is to be a “cheerleader,” or one who encourages religious practice in order to promote better spiritual health.[footnoteRef:110] One of Taylor’s most interesting comments is that although she believes that participating in religious practices can promote good spiritual well-being, religion can also hinder health spirituality.[footnoteRef:111] She uses the example of the medical professional allowing the patient’s religious practices to prevent them from further investigating the patient’s spiritual turmoil or concerns. She concludes this argument by providing a brief exercise for her reader on how to properly pray with your patient.[footnoteRef:112] [110: 110. Ibid., 97.]  [111: 111. Ibid., 98.]  [112: 112. Ibid., 99-100.] 

	What makes this fourth skill so intriguing is Taylor’s argument that religion can hinder or prevent good spiritual health. In the earlier examples that we have analyzed up to this point, various thinkers have seen religion as separate from spirituality, yet they have also seen religion as a way for patient’s to express their spirituality. Taylor is claiming that religion can negatively affect a patient’s spiritual health by ultimately causing the healthcare professional to ignore the opportunity to further explore the spiritual pain the patient may be experiencing during their illness. The reason this assertion seems so striking can be found in Taylor’s own description of spirituality. A human being’s sense of purpose and need for something beyond ourselves seems to be very clear. Religion provides each of those things for its practitioners. It provides a sense of purpose and relationships with the transcendent and fellow believers, and it provides a sense of belonging.
Taylor’s assertion appears to be based upon a trap that many of the proponents of spirituality fall into. This trap has a one dimensional view of religion as a legalistic, organized set of beliefs and rituals that completely suppresses individualism and only focuses on the community of like-minded believers. In this way, spirituality seems to be defined as the individual expression of a sense of purpose and belonging. But, it is nearly impossible to create a community of believers without an individual making an internal decision about what they choose to believe and individuals who have made similar decisions on their beliefs coming together. Separating spirituality from religion is difficult since one is required to have the other.
We have examined a few examples of thinkers who support this idea of assessing spiritual health in addition to physical health. John R. Peteet and Michael N. D’Ambra are similar, but in their book, The Soul of Medicine: Spiritual Perspectives and Clinical Practice, they do what many of the authors we have examined fail to do, provide the counterargument. Peteet and D’Ambra cite Richard Sloan, a critic of the intermingling of religion, spirituality, and medical care. Sloan claims that “the integration of faith and medicine is based on poor science, contributes to the unethical medical practice, and is corrosive of religion.”[footnoteRef:113] Interestingly, Peteet and D’Ambra recognize some validity in Sloan’s argument. They agree with Sloan that communication between the religious and medical communities is absolutely required. They also note that what Sloan seems to fear is that the instrumentalization of religion for the purposes of medical diagnosis can “obscure the value and importance that it may have in its own right.”[footnoteRef:114] The authors have also recognized other critics who argue the use of religion that religion for medical benefits can contradict many foundational religious beliefs since religion is used primarily to improve the health of the body. They also note that in respecting the patient’s religious beliefs, the medical professional cannot mold or alter them in order to achieve any certain end.[footnoteRef:115] Peteet and D’Ambra’s argument against these critics is that medicine is deeply rooted in a culture that has both religious and philosophical components and that medicine is itself “a practice shaped by moral, philosophical, and religious traditions and is embodied by practitioners who are inevitably members of the communities that carry these traditions.”[footnoteRef:116] [113: 113. Michael N. D’Ambra and John R. Peteet, The Soul of Medicine Spiritual Perspectives and Clinical Practice, 9th ed. (Baltimore: Johns Hopkins University Press, 2011), 23.
]  [114: 114. Ibid.]  [115: 115. Ibid., 24.]  [116: 116. Ibid., 25.] 

Another key issue that Michael J. Balboni and his colleagues bring to light in the same volume is the question of whether these spiritual engagements and their practices should even belong in the field of medical care. Balboni and his colleagues analyze the pros and the cons of including spirituality as a component of healthcare. They argue that spirituality must be included in medicine because patient decisions and physician recommendations are not rooted solely in scientific knowledge. These outcomes are also affected by other factors such as personal beliefs and family ties and emotions.[footnoteRef:117] For a physician to remain silent and to show no concern with the spiritual effects of an illness on a patient seems to indicate to the patient that physical illness has no effect on their spiritual health or that their spiritual health has nothing to do with their physical health. Balboni and his colleagues suggest that the failure of a physician to include an assessment of spiritual health in their diagnosis creates the false impression that spiritual health has no impact on a patient’s physical well-being.[footnoteRef:118] [117: 117. Ibid., 218-219.]  [118: 118. Ibid.] 

Balboni and his colleagues also consider possible downsides to the inclusion of spirituality in medicine. They argue that this inclusion provides the opportunity for a physician to abuse his or her authority as a physician in influencing a patient’s spirituality.[footnoteRef:119] In addition, for some patients who practice religion, the idea of a secular physician or a physician who is a practitioner of a different religion diagnosing their spiritual health or making recommendations for spiritual interventions can be offensive or do more harm than good. Essentially, they are arguing here that the physician must respect the patient’s autonomy and understand their professional role as a physician by neither influencing nor hindering the spiritual beliefs of their patient.[footnoteRef:120] [119: 119. Ibid., 218.]  [120: 120. Ibid., 219-220.] 

I agree with Peteet, D’Ambra, and Balboni that physicians who are assessing spiritual health must be respectful of their patient’s beliefs and to never use those beliefs as a means of persuasion to comply with a certain form of treatment. This unethical practice is sadly used on noncompliant patients to convince them to accept a treatment that they would have otherwise refused, by making the patient feel that it was a religious or spiritual obligation to do so. I also agree that to not include a spiritual assessment when evaluating a patient’s overall health would be ignoring its very large impact that has been cited in numerous studies. It is this very point on which I base my argument that religion in its totality, not just some spiritual core, must be included in these assessment models. For many, the community of like-minded believers and their support of others in the institution are what give patients the ability to cope and to survive illness in their lives. This is why religion must be respected enough by physicians and creators of these spiritual health assessment models to include it in their practices and in their discussions.
However, what Peteet, D’Ambra, and Balboni all still fail to emphasize is a need to focus on the communal aspect of religion, not just individual experience. They also do not recognize the need for a collaborative effort between religious/spiritual professionals when discussing patient health that many of the other authors we have examined have supported. This focus on the individual experience rather than the communal system of belief fails to recognize how important community support from religious institutions can be to some patients.
	
	








Critics of the Differentiation and Their Concerns for the Future
Thus far, we have analyzed a number of proposals for including spiritual health assessments in the medical environment. Throughout this discussion, I have attempted to interject concerns that should be addressed. Proponents of spiritual health, or spirituality in general, often overlook or ignore the religious aspect of spirituality or ignore the sacredness of religion in their attempts to create a universal template that will conform to any patient’s situation. In this portion of my thesis, I will examine some alternative perspectives on the current divide between religion and spirituality and the problems that result from this division.
	In “Conceptualizing Religion and Spirituality: Points of Commonality, Points of Departure,” Peter C. Hill and his colleagues look at the psychological implications of the differentiation between spirituality and religion. In this article, Hill and his fellow researchers attempt to provide points of commonality and points of difference between the two in order to create better working definitions for the terms. More important to our discussion is Hill and his colleagues’ discussion of the possible pitfalls of the separation of spirituality from religion.
	Hill and his colleagues begin by breaking the meaning of both religion and spirituality down to their Latin root words. Religion itself derives from the Latin root religio which according to scholars has three historical designations: “1) a supernatural power to which individuals are motivated or committed; 2) a feeling present in the individual who conceives such a power; and 3) the ritual acts carried out in respect of that power.”[footnoteRef:121] In consideration of the word “religion,” we must also look at how contemporary religion has diverged from this original meaning. According to Hill and his colleagues, religion has been changed from a type of “abstract process” to more of a “fixed objective entity expressed through a definable system,” such as religious traditions and denominations.[footnoteRef:122] Although this transformation of meaning may be useful when trying to classify what is and what is not religion, Hill and his colleagues believe that this contemporary change in meaning is a “serious distortion and depreciation of religion” mainly because it allows one to ignore the individual and often very personal nature of the experience of religion.[footnoteRef:123] [121: 121. Peter C. Hill, Kenneth II. Pargament, Ralph W. Hood, Jr., Michael E. McCullough, James P. Swyers, David B. Larson, and Brian J. Zinnbauer. "Conceptualizing Religion and Spirituality: Points of Commonality, Points of Departure" Journal for the Theory of Social Behaviour 30, no. 1 (2000), 56.
]  [122: 122. Ibid.]  [123: 123. Ibid.] 

	Spirituality is derived from the Latin root spiritus, which means breath or life and is also deriving from the Latin root spiritulis, a person of the spirit.[footnoteRef:124] Scholarly research concerning the definition of spirituality in literature concludes that current ideas of spirituality stem from three categories: “1) a God-oriented spirituality where thought and practice are premised in theologies, either broadly or narrowly conceived; 2) a world-oriented spirituality stressing one’s relationship with ecology or nature; or 3) a humanistic (or people-oriented) spirituality stressing human achievement or potential,” asserting that spirituality itself can have many dimensions.[footnoteRef:125] [124: 124. Ibid., 57.]  [125: 125. Ibid.] 

	According to Hill and his colleagues’ research, the division between religion and spirituality has resulted from “human knowledge and historical-cultural events that continually affect peoples’ perceptions of the divine,” and the boundaries of the terms “religion” and “spirituality” are defined by each generation of people.[footnoteRef:126] Their research also concludes that the current differentiation between religion and spirituality has resulted from a modern viewpoint that sees spirituality as being more positive because of its focus on the individual experience with the transcendent.[footnoteRef:127] As we saw in Ferngren’s historical introduction of medicine and religion, the rise of secularization resulted from Enlightenment ideals of science and rationality over the unknowns of superstition and mysticism. This movement has resulted in religion becoming less “relevant” or “socially useful” and religion itself being seen as the more “primitive developmental stage” that comes before the evolution of thought to a more “positive scientific stage.”[footnoteRef:128] [126: 126. Ibid., 58.]  [127: 127. Ibid.]  [128: 128. Ibid.] 

	Hill and his fellow researchers emphasize that one possible reason behind the “deinstitutionalization” of religion is that revised secularization theory seems to ask for religion to be transformed, not eliminated.[footnoteRef:129] They cite three possible reasons for this “deinstitutionalization”: “1) the naturalistic metaphysic of ‘functional’ rationalization (i.e., the infusion of rational controls into all human experience), 2) a cultural pluralism that both exposes people to variant social perspectives and undercuts the support of monopolistic world views, and 3) a structural pluralism that dichotomizes human experience into public and private spheres.”[footnoteRef:130] The main issue here according to these authors is that “structural pluralism” forces “privatization” onto religion.[footnoteRef:131] It is this idea of “privatization” that I believe has helped to create the view of spirituality as more universal than “religion” because of the assumption that spirituality focuses more on the individual experience with the transcendent. Because of this recent shift in meaning, religion has become a term that refers more to very rigidly constructed institutions that are portrayed as being a hindrance or obstacle for “human potential.”[footnoteRef:132] [129: 129. Ibid., 59.]  [130: 130. Ibid.]  [131: 131. Ibid.]  [132: 132. Ibid.] 

	The first issue that Hill and his colleagues address when considering the separation of religion and spirituality is the idea of potential polarization. They argue that there are two forms of possible polarization: “either individual vs. institutional or ‘good’ vs. ‘bad.’”[footnoteRef:133] Hill and his colleagues cite Kenneth Pargament, who asserts that there are two points that must be considered: “1) virtually all religions are interested in matters spiritual and, 2) every form of religious and spiritual expression occur in the same context.”[footnoteRef:134] Here, Pargament continues his argument by saying that religion and spirituality can both be used in harmful and helpful ways; therefore, to say that religion is bad and that spirituality is good is misconstruing a great deal of research that already exists.[footnoteRef:135] [133: 133. Ibid., 63.]  [134: 134. Ibid., 64.]  [135: 135. Ibid.] 

	The “danger of polarization” is one of my chief concerns when examining the arguments of proponents of a generic form of spiritual healthcare.[footnoteRef:136] Most proponents have argued that religion is far too limiting in scope to be of use to the healthcare field. Therefore, they claim that spirituality, since it focuses more on the individual experience, is much more widely encompassing, which better fits their dreams of creating a one-size-fits-all model of health assessment. This approach often results in the negative depiction that Pargament describes here with religion being seen as “bad” and spirituality as “good.” It is this negative view of religion that has caused religion to be left out of current proposals for healthcare assessments. [136: 136. Ibid.] 

	The second concern that Hill and his colleagues address when discussing the division between religion and spirituality is that the concept of the sacred will be lost. The “sacred” is defined here as a “person, an object, a principle, or a concept that transcends the self.”[footnoteRef:137] Hill and his fellow researchers are concerned when people use the concept of spirituality to refer to a lifestyle or ideology that does not relate to anything that can be referred to as sacred. They argue that these are not “spiritualties,” but just “strongly held ideologies or highly elaborated lifestyles.”[footnoteRef:138] They offer examples of things such as vegetarianism, gardening, and music being cited as a person’s spirituality, but unless these lifestyles or ideologies refer to the individual’s relationship to the transcendent, then according to Hill and his colleagues, they are not spiritual.[footnoteRef:139] [137: 137. Ibid.]  [138: 138. Ibid.]  [139: 139. Ibid., 64-65.
] 

	The issue of losing the sacred should also be a concern when creating methods of assessing spiritual health. In the proposals that we have analyzed, a common theme among many of the proponents is that anything that allows a patient to cope or serves as a source of emotional strength or support during a time of crisis or illness can be considered important to spiritual health. However, what allows a patient to cope or gain strength during times of illness does not necessarily mean that that ideology or lifestyle has anything to do with the sacred. The sacred is essential to the spiritual essence of religion. If the sacred loses its importance when considering spiritual health, religion itself can be left out of the conversation altogether. 
	Kenneth Pargament proposes an argument similar to that of Hill and his colleagues in his essay “The Psychology of Religion and Spirituality? Yes and No.” Pargament explores how the definition of religion from being very broad to holding a very narrow meaning. He also discusses how spirituality seems to be distancing itself from religion and comes to be seen as superior because spirituality “speaks to the greatest of human capacities.”[footnoteRef:140] Like Hill and his fellow researchers, Pargament examines the differentiation between religion and spirituality from the perspective of psychology. Pargament believes that there are three distinct ways that psychologist in the field have declined to use in order to define religion: 1) religion is not just an institution, 2) religion is not only about God, and 3) psychologists in the religious studies field as a whole have never approached the topic of religion being inherently all good or all bad.[footnoteRef:141] Pargament then proceeds to discuss why psychologists dislike ways to define religion in further detail. [140: 140. Kenneth I. Pargament, "The Psychology of Religion and Spirituality? Yes and No," International Journal for the Psychology of Religion 9, no. 1 (1999): 3.
]  [141: 141. Ibid., 5.] 


	
	With regards to the first issue, Pargament cites William James who said that religion is the “feelings, acts and experiences of individual men in their solitude.”[footnoteRef:142] Due to the modern shift in meaning of both religion and spirituality, a contrast has been formed between the ideas of institutional religion versus interiorized religion. According to Pargament, psychologists tend to concern themselves much more with the “motivational, affective, behavioral, experiential, and cognitive sides of religion than with the institutional.”[footnoteRef:143] [142: 142. Ibid.]  [143: 143. Ibid.] 

	We have seen how modern methods of spiritual healthcare have relied on this idea of religion being too institutionalized to be used effectively as a means to assess a patient’s health. These claims have created a negative stigma to the word religion in the discussions of proper spiritual healing methods because people see religion as far too restrictive or limiting in nature. This type of mindset allows the people to agree with proponents who believe that spirituality is a more appropriate category for spiritual healthcare assessment that can be applicable to all patients. However, Pargament underscores that religion is not completely institutional, but includes emotions and personal experiences as well.[footnoteRef:144]  [144: 144. Ibid.] 

	The second issue that Pargament addresses is based on the idea that some people argue that religion must be about God. Pargament argues that religion is much more than that. He acknowledges that religion can be defined as focusing on the “beliefs, practices, feelings, or relationships centered on a higher being.”[footnoteRef:145] He claims that this view that religion has to be about God restricts religion solely to its specific purposes instead of considering its full content. For example, Pargament writes that in many “functional definitions” of religion, gods or the idea of a superior entity are not even mentioned.[footnoteRef:146] [145: 145. Ibid.]  [146: 146. Ibid.] 

	Lastly, Pargament addresses the fact that psychologists as a whole have historically not defined religion as either being solely good or bad. Whether religion be categorized as “healthy-minded” or “sick-souled,” intrinsic or extrinsic, or authoritarian or humanistic, scholars often show that based on these categories, religion has the potential to be either good or bad.[footnoteRef:147] Pargament closes this argument by reminding us that “religion has been defined as a broadband construct, one that encompasses the individual as well as the institutional, the functional as well as the substantive, and the good as well as the bad.”[footnoteRef:148]  [147: 147. Ibid.]  [148: 148. Ibid.] 

	Like Hill and his colleagues, Pargament also addresses the construction of definitions of the words “religion” and “spirituality.” He argues that the recently constructed definition of religion forces us to refer to it using the term “institutional religion,” which is set in dark contrast to “spiritual.”[footnoteRef:149] “Spiritual,” according to Pargament, now refers to the “affective, the experiential, and the thoughtful,” and this distinction in definitions has led to the idea that a person can be religious and not spiritual and vice versa, a prominent feature of many articles discussing spirituality.[footnoteRef:150] In addition, Pargament argues that spirituality often gets used to refer to the “loftier/functional side of life,” the “search for meaning, for unity, for connectedness, for transcendence, for the highest of human potential.”[footnoteRef:151] Religion, on the contrary, is often seen as a static entity in comparison to a dynamic spirituality. In other words, spirituality is “cool,” and religion is not.[footnoteRef:152] [149: 149. Ibid., 6.]  [150: 150. Ibid.]  [151: 151. Ibid.]  [152: 152. Ibid.] 

	Pargament believes that these recent definitions have arisen from “large-scale sociodemographic changes,” such as the recent surge of the fascination with Eastern and alternative religions in the United States and Europe.[footnoteRef:153] Also, he argues that this “spirituality movement” may result from the series of “religious awakenings” or as a “response to the feeling that there is something missing in the way religion is currently defined and practiced” as a means to “inject some new ‘spirit’ into our lives.”[footnoteRef:154] Again, we recognize the trend towards “deinstitutionalization and individualization.”[footnoteRef:155] What we observe here is individuals selecting what they choose to believe from many different religions in an effort to become more individualistic in their beliefs and practices.[footnoteRef:156] [153: 153. Ibid.]  [154: 154. Ibid.]  [155: 155. Ibid.]  [156: 156. Ibid.] 

	The question again arises, “What does this mean for healthcare?” We see here the gradual dissolution of religion and the continued promotion of spirituality when considering patient health. Hill, his colleagues, and Pargament have argued, religion cannot be separated from spirituality in terms of the institution versus the individual. Religion must to have a prominent place in the discussion of patient health due to its ability to affect both the physical and emotional well-being of an individual. If a healthcare professional only focuses on a patient’s individual spiritual experience, they will miss the institutional support system and traditions that ultimately are the things that are most responsible for a patient’s ability to cope. If we do not consider religion in these discussions of health, religion may be ignored in the field of healthcare, and patient’s lives and well-being will suffer.
	Pargament closes his article by claiming that spirituality is the “heart and soul of religion,” with the search of the sacred being the “most central religious function.”[footnoteRef:157] He also states that for those individuals who believe that all of life is sacred, then religion and spirituality have very little difference. What Pargament makes clear is that there is a difference between “broadband and narrowband religion” and that religion is “not a synonym for institution, dogma, and religion” or a “dry, static, dead-end construct.”[footnoteRef:158] In essence, the proper differentiation is not between religion and spirituality, but between different forms of religion. Pargament’s ultimate argument here seems to be that spirituality cannot truly be separate from religion. [157: 157. Ibid., 13.]  [158: 158. Ibid., 15.] 

	In “The Emerging Meanings of Religiousness and Spirituality: Problems and Prospects,” Brian Zinnbauer and Pargament raise further questions concerning the current polarization of religion and spirituality. They write that the characterization of religion as an institution and spirituality as personal “ignores the fact that virtually every major religious institution is ardently concerned with spiritual matters,” and that the “primary goal of religious organizations is to bring individuals closer to God or to whatever is defined as the transcendent.”[footnoteRef:159] In the end, the “search for the sacred” is the foundational aspect of religious missions.[footnoteRef:160] [159: 159. Brian J. Zinnbauer, Kenneth I. Pargament, and Allie B. Scott, "The Emerging Meanings Of Religiousness And Spirituality: Problems And Prospects," Journal of Personality 67, no. 6 (1999): 903.
]  [160: 160. Ibid.] 

	Zinnbauer and Pargament also argue that the popularity of spirituality has led to the foundation of many new organizations and spiritual groups like yoga, New Age practitioners, and meditation groups. Spirituality is becoming institutional as well.[footnoteRef:161] This means that to construct a divide between institutionalized religion and individualistic spirituality would be incorrect. They continue by claiming that if this polarization of religion and spirituality continues, “we run the risk of losing sight of the individual mission of the religious institution, and the social context of spirituality.”[footnoteRef:162]  [161: 161. Ibid.]  [162: 162. Ibid., 904.] 

In addition, the separation between functional spirituality and substantive religion causes religion to be viewed as static by only explaining what religion is and not explaining how it operates. If the dynamic nature of religion as it is performed in the life of an individual is left out, the result is a “religion frozen in time.”[footnoteRef:163] What this type of polarized dialogue seems to do is to tempt us to accept that the religious portion of spirituality is destructive and that the spiritual part of religion is where the value lies. However, Zinnbauer and Pargament argue for a new perspective that integrates the varieties of religious and spiritual experiences of individuals and that removes the polarization between the two.[footnoteRef:164] [163: 163. Ibid.]  [164:  Ibid., 905-906.] 

Zinnbauer and Pargament’s article attempts to show that to think that religion is void of spirituality or that the two can be separated is to ignore their inherent nature. To say that spirituality is completely based on individual experience with the transcendent and that it has nothing to do with institutions is to ignore current developments such as the New Age movement and yoga. If we declare that spirituality is the best option to choose when evaluating patient health, we forget that at its core, religion is founded upon the key goal of spirituality, the search for the sacred. We would then fail to accurately assess those patients whose spiritual ability to cope comes from the institutional character of religion. If we are to create a successful model for assessing patient health, then religion must also be included in the model.








Conclusion
The needs for healthcare reform are numerous. Affordable care, health insurance, and the availability of care are pressing issues that require attention. However, we must not overlook the need to create a successful model for assessing spiritual and religious health. According to Karen Lawson, studies show that 93% of family physicians agreed that healthcare professionals should analyze their patients’ spiritual needs, 99% of three hundred polled doctors believe that religion has the power to heal, and 75% of those physicians thought that prayer from other individuals for a patient could promote their recovery.[footnoteRef:165] According to a May 2011 and an early 2014 Gallup Poll, 92% of Americans believe in God and 72% are either very or moderately religious.[footnoteRef:166] [165: 165. Karen Lawson, "Spirituality in Medicine: What Is Its Role, Today and Tomorrow?" World & World 30, no. 1 (2010): 73.
]  [166: 166. Frank Newport, "Gallup.Com - Daily News, Polls, Public Opinion on Politics, Economy, Wellbeing, and World," Gallup.Com - Daily News, Polls, Public Opinion on Politics, Economy, Wellbeing, and World, Accessed April 24, 2015, http://www.gallup.com/home.aspx.] 

If religion and spirituality are so important to individuals and if they affect so many aspects of their lives, then healthcare professionals owe it to the patients under their care to create a proper model to assess that area of patient health. Throughout this paper, I have attempted to show the connectedness of religion to spirituality. Most current models for assessing spiritual health leave out religion due to their creators’ false assumptions that individual spirituality is far more important to patient health than institutionalized religion. What I hope we can take away from this discussion is that the differentiation is much more complex. Religion is extremely important to many individuals’ overall happiness and well-being. The purpose of this thesis has been to show that what is needed is an integrative model of health assessment that includes both religion and spirituality. 
As scholars of religion, we should not allow religion to lose its importance in the consideration of health. As an entity that affects so many individuals’ lives, religion deserves its fair inclusion in models for spiritual health assessment. We must not allow religion to be diluted down to spirituality to create a one-size-fits-all model of healthcare. The fundamental problem with that model is that the removal of religion from a spiritual assessment prevents physicians from taking an accurate assessment of every patient. If they use a model that ignores institutionalized or communal religion, the patients who rely on the communal aspect of religion to obtain their spiritual connection with the transcendent will not be given the best quality of care. 
Not only should the medical model prioritize both spirituality and religion, but it should also reinforce the need for the collaboration between physicians and religious/spiritual professionals. This collaboration would reinforce the thorough patient interview that this spiritual health assessment should require. Healthcare professionals should not have to rely on ten-hour workbooks or simple acronyms to assess complex spiritual/religious patient histories. They should have the ability to cooperate with experienced professionals who devote their lives to discussing religious or spiritual beliefs with people. Perhaps this thesis will help begin further research and discussions on a more integrative model of spiritual and religious health assessment that will emphasize the communal aspect of religion, thus aiding healthcare professionals in their mission to improve the quality and longevity of human life.
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