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Patient Care

Physicians are trained to make 
treatment decisions based on 
the scientific literature and 

their medical training. Many pa-
tients express, at some level, a de-
pendence on God to help heal their 
disease, as well as provide happiness 
in life and hope for the future.1,2 
This may prove awkward for the 
physician, whose basis for bedside 
interaction may be primarily clini-
cal, and who may have little spiritual 
training and know little about spiri-
tual assessment or care.3,4

Further, physicians often think 
it is inappropriate to mention God 

or offer prayer to patients.5,6 How-
ever, clinical studies show that pa-
tients often want the physician to 
speak with them about their reli-
gion.7,24 Further, there is increasing 
demand for spiritual-care training 
and a competency-based spiritual-
care curriculum among health-care 
professionals.8,9

The purpose of this article is 
to discuss the benefit of religion, 
shown in the medical literature in 
recent years, in a patient’s life and 
how it might influence the relation-
ship with his ophthalmologist and 
the treatment course. We’ll look 
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what the literature has revealed 
through a series of questions about 
patient attitudes and beliefs, and the 
potential benefit of prayer. We also 
will discuss methods for physicians 
to approach religious conversations 
with patients.

What the Studies Show

 • Do patients really use re-
ligion as medical care? Peer-
reviewed articles demonstrate that 
religious faith is important to many 
patients, particularly those with seri-
ous disease, and that they depend 
upon it as a positive coping mecha-
nism and treatment method. Ide-
thia Harvey, DrPH, and Lawanda 
Cook identified four categories of 
spirituality that influenced self-man-
agement in patients with chronic 
illnesses: God’s involvement; prayer; 
spirituality; as well as a combination 
of conventional and spiritual prac-
tices.10 The most frequently used 
spiritual practices included prayer 
and reading the Bible.

Gina Maygar-Russell, PhD, and 
coworkers found in ophthalmic 
patients that 82 percent believed 
prayer was important for their well-
being.11 Further, Justine R. Smith, 
PhD, and associates found in pa-
tients with inflammatory eye dis-
ease that prayer was their most com-
monly used alternative treatment 
(18 percent), greater than vitamins 
or herbal medicines.12

 • Can religion really influence 
clinical outcomes? This issue is 
most often discussed in terms of 
prayer, and its impact on the course 
of a disease appears inconsistent. 
This is especially true with cardio-
vascular disease and systemic hyper-
tension, in which prayer was associ-
ated with a positive effect (n=three 
articles) about as often as no impact 
(n=five articles).13-20 A 2001 study 
at the Mayo Clinic noted no effect 
of prayer on cardiovascular disease 

outcomes after hospitalization in 
the coronary care unit.13 In addi-
tion, Herbert Benson, MD, and as-
sociates at Harvard Medical School 
showed that prayer had no impact 
on the complication rate (52 per-
cent), compared to no prayer (51 
percent) following coronary bypass 
surgery.14

In contrast, prayer is associated 
generally with positive clinical out-
comes in non-cardiovascular diseas-
es including: rheumatoid arthritis; 
head injuries; inflammation; and in-
fection. Prassad Vannemreddy, MD, 
and coworkers analyzed severe head 
injuries and found that patients who 
received prayer demonstrated lower 
death rates, fewer long-term veg-
etative states and improved state 
of consciousness.21 Additionally, in 
a 2001 study at the Cha Hospital, 
in Seoul, South Korea, patients in 
that largely Christian country who 
underwent in vitro fertilization and 
received intercessory prayer, dem-
onstrated a 50-percent pregnancy 
rate versus 25 percent in the non-
prayer group.22

The reason for the inconsistency 
in prayer and religious factors is not 
known. Medically related reasons 
perhaps derived from differences 
in clinical measures between dis-

ease states that might influence the 
results. 

Several religious factors also 
might influence study results such 
as: the content of the prayer; the 
attitude of the supplicant; and to 
whom the prayer is directed. These 
factors were not controlled gener-
ally in prayer-related studies. Spiri-
tual aspects of healing are difficult 
to study because, if there is a God, 
he might have a “say so” in which 
prayers are answered and how!

However, other religious factors 
beyond prayer might influence clin-
ical results. For example, Eliezer 
Schnall, PhD, and associates showed 
that religious affiliation or frequent 
religious service attendance did not 
reduce cardiovascular mortality or 
morbidity, but they were associated 
with decreased all-cause mortality.23 
Further, another group at the Uni-
versity of North Carolina at Chapel 
Hill observed that church-based in-
terventions were successful in help-
ing weight loss, diabetes and cardio-
vascular disease.24

 • Do patients really want me to 
discuss religion with them? May-
be. Many patients, but not all, react 
positively to a physician’s spiritual 
discussion with them. One group of 
researchers found that in patients 
with any systemic disease, 33 per-
cent wanted to be asked, and 67 per-
cent felt their physician should know 
about their religious beliefs.25 Fur-
ther, patient agreement with physi-
cian spiritual interaction increased 
with severity of illness (19 percent 
at a clinic visit, 29 percent during 
hospitalization, and 50 percent at 
near death). 

Be careful, however. The authors 
found that the patient’s desire for 
spiritual interaction with the physi-
cian decreased with greater inten-
sity of the intervention: 33 percent 
would discuss spiritual issues; 28 
percent assented to silent prayer; 
and 19 percent desired spoken 
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prayer. The authors concluded that 
the physician should be aware that 
a substantial minority of patients 
wants spiritual interaction, even at 
an office visit, and the desire for this 
interaction increases with severity of 
the illness.25

For eye doctors, Michael Siat-
kowski, MD, and coworkers found 
that before surgery 90 percent of the 
Christians studied thought praying 
with their doctor was positive in an 
ophthalmological setting.26

 • Can religion make my pa-
tients happy? Generally, studies 
have found a positive relationship 
between religious practice, the seri-
ousness of this practice, and quality 
of life in patients. 

Harold Koenig, MD, of Duke 
University, found in older patients 
that most had religious beliefs and 
practices that were associated with 
positive social, psychological and 
physical-health outcomes.27 Further, 
in 40 percent, their belief was the 
most important factor to help them 
cope with physical illness and major 
life stresses. In a separate study, Dr. 
Koenig and coworkers found that 
positive aspects of religious wor-
ship—believing God is benevolent, 
seeking a connection with God, and 
asking support from clergy—were 
related to better mental health.28

In addition, our own group found 
that glaucoma patients who prac-
ticed their Christian faith and who 
had at least some knowledge about 
their religion had a more positive at-
titude towards their glaucoma; bet-
ter disease-coping; and a belief that 
God was concerned about their glau-
coma and helped with their treat-
ment.29 In a separate study in which 
we collaborated, we found similar 
findings in ocular diabetic patients.30 
These results may indicate that the 
more serious the practice of reli-
gion, the greater sense of well-being 
derived in relationship to their glau-
coma disease and treatment. 

 • Can religion make my pa-
tients unhappy? It seems, yes, de-
pending on the nature of a patient’s 
relationship with God. Dr. Koenig 
and associates showed negative 
experiences, such as dealing with 
God’s vengeance, punishment, de-
monic forces and spiritual discon-
tent, were associated with poorer 
health outcomes.27 Further, Ken-
neth Pargament, PhD, and cowork-
ers noted patients’ struggles related 
to perceived anger from God or be-
ing unloved by God, were associated 
with poorer health outcomes.31 No 
clear explanations were provided by 
these negative interactions by the 
authors.

 • Can religion make my pa-
tients take their medicine? Re-
ligious belief may be associated 
with greater treatment adherence. 
Gerard Silvestri, MD, and cowork-
ers noted that lung cancer patients 
ranked the doctor’s recommenda-
tions first and faith in God second 
when evaluating treatment options.32 

James Park, MD, and Sharon Nach-
man, MD, studying AIDS patients 
aged 14 to 22, found that excellent 
treatment adherence was associated 
with greater religious beliefs.33

In addit ion,  several  s tudies 
have noted that greater spiritual-
ity is generally associated with more 
knowledge about a patient’s dis-
ease. Ramesh Ve Sathyamangalam 
and associates found, in an urban 
glaucoma population, that greater 
knowledge about this disease was 
associated with: practice of religion; 
female gender; higher education 
levels; older age; and family histo-
ry of glaucoma.34 In a rural health 
clinic, Padmaja Rani and coworkers 
observed that Christians and people 
from social economic upper strata 
knew the most about diabetes and 
retinopathy.35

The reasons for the benefits asso-
ciated with adherence are not com-
pletely understood. However, they 
might potentially result from the ef-
fect of religion in the patients’ lives, 
which generally encourages them to 
maintain a positive attitude and be 
respectful of medical staff and their 
treatment decisions, and provides 
a comforting hope regarding either 
a potential cure or their eternal fu-
ture. Additionally, the structure of 
religious practice itself may provide 
the necessary discipline to encour-
age the patient to learn about his 
disease and adhere to treatment. 

How Do I Use This?

Research studies have shown that 
religion generally plays a positive 
role in patients’ lives, enabling them 
to draw encouragement from their 
relationship with God and helping 
them cope with their disease. Reli-
gious patients also show improved 
adherence to treatment and greater 
knowledge about their disease. The 
physician might use religion in cer-
tain cases as a resource to assist a 
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struggling patient.
How then should you approach 

the issue of religious faith? There 
are no set rules, and it depends on 
the preferences of the individual 
doctor. In general, a physician might 
choose one of three directions in in-
teracting with a patient’s faith. 

First, a secular approach. A physi-
cian might assume that God does 
not interact with a patient and his or 
her disease or treatment. However, 
the physician could use the positive 
aspects of a patient’s faith to further 
encourage her knowledge about the 
disease, about adherence to treat-
ment, and about the use of faith as a 
coping mechanism. 

In one sense this is the easiest 
choice, because it allows the physi-
cian to contain religious-based in-
teractions with the patient within 
the framework of the scientific lit-
erature. However, such an approach 
might be perceived by the patient as 
impersonal, or as lacking respect for 
her religion.

Second, a humanistic approach. 
The physician might assume that 
a loving God exists and interacts 
equally among adherents in all faith 
groups. This approach allows the 
physician to be positive towards 
all religions, and limits the need to 
learn specifics about each. 

However, it does have a disadvan-
tage—the lack of knowledge about 
a patient’s individual religion may 
limit the doctor’s ability to coun-
sel because the approach may ap-
pear uninformed or insincere. In 
reality, there are vast differences 
between religions and how God is 
perceived to interact with human-
kind that might have psychological 
consequences for the patient. 

Third, a religion-specific ap-
proach. A doctor might assume that 
if God exists, then the Deity would 
manifest certain characteristics con-
sistent with the religious literature 
(i.e., Judeo-Christian God, Mus-
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lim God or Hindu pantheon, etc.). 
Therefore, the religion-specific ap-
proach has the advantage of provid-
ing better counsel to patients in a 
more sensitive and knowledgeable 
way. 

For example, in Christianity, by 
far the most common religion in the 
United States, a patient struggling 
over guilt or fear of punishment by 
God—which has been linked to neg-
ative disease outcomes—or fear of 
death and the afterlife might receive 
encouragement from a physician 
who is knowledgeable in Christian 
tenets. Since Christianity bases ac-
ceptance by God solely on faith and 
not upon a system of works, the pa-
tient could be counseled in the prop-
er precepts of this religion.36 This 
might assist the patient to derive 
comfort and reduced anxiety, and 
raise hope from the conversation. 
Further, a referral by the doctor to 
a local church also might benefit 
the patient’s socialization. Finding a 
support group and ultimately a bet-
ter sense of well-being might con-
ceivably improve patients’adherence 
and knowledge of their disease.

In summary, our short journey 
through religion suggests that pa-
tients frequently interact with God 
about their disease state. This spiri-
tual interaction may benefit the pa-
tient by providing better well-being, 
a disease-coping mechanism and in-
creased treatment adherence. 

Many research avenues remain 
open regarding religion and disease, 
including controlled longitudinal 
studies investigating the impact of 
religion on a patient’s quality of life 
and disease, as well as research that 
evaluates how physicians can best in-
teract with patients’ religious beliefs 
and encourage them to use their 
religion to cope with their disease. 

Further, the great majority of 
available research about religious 
practices and medicine is derived 
from the United States, primarily 

in self-identified Christians. Impor-
tantly, cultures differ across the 
world and dogma differs across re-
ligions. Therefore, the results in this 
review might not reflect research 
performed in other countries or in 
religions with beliefs differing from 
Christianity.  
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