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Abstract

Context. Although prayer potentially serves as an important practice in offering

religious/spiritual support, its role in the clinical setting remains disputed. Few
data exist to guide the role of patient-practitioner prayer in the setting of
advanced illness.

Objectives. To inform the role of prayer in the setting of life-threatening illness,
this study used mixed quantitative-qualitative methods to describe the viewpoints
expressed by patients with advanced cancer, oncology nurses, and oncology
physicians concerning the appropriateness of clinician prayer.

Methods. This is a cross-sectional, multisite, mixed-methods study of advanced
cancer patients (n¼ 70), oncology physicians (n¼ 206), and oncology nurses
(n¼ 115). Semistructured interviews were used to assess respondents’ attitudes
toward the appropriate role of prayer in the context of advanced cancer. Theme
extraction was performed based on interdisciplinary input using grounded theory.

Results. Most advanced cancer patients (71%), nurses (83%), and physicians
(65%) reported that patient-initiated patient-practitioner prayer was at least
occasionally appropriate. Furthermore, clinician prayer was viewed as at least
occasionally appropriate by the majority of patients (64%), nurses (76%), and
physicians (59%). Of those patients who could envision themselves asking their
physician or nurse for prayer (61%), 86% would find this form of prayer spiritually
supportive. Most patients (80%) viewed practitioner-initiated prayer as spiritually
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supportive. Open-ended responses regarding the appropriateness of patient-
practitioner prayer in the advanced cancer setting revealed six themes shaping
respondents’ viewpoints: necessary conditions for prayer, potential benefits of
prayer, critical attitudes toward prayer, positive attitudes toward prayer, potential
negative consequences of prayer, and prayer alternatives.

Conclusion. Most patients and practitioners view patient-practitioner prayer as
at least occasionally appropriate in the advanced cancer setting, and most patients
view prayer as spiritually supportive. However, the appropriateness of patient-
practitioner prayer is case specific, requiring consideration of multiple
factors. J Pain Symptom Manage 2011;41:836e847. � 2011 U.S. Cancer Pain Relief
Committee. Published by Elsevier Inc. All rights reserved.
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Introduction
Prayer is the most common spiritual practice

among patients facing illness1e3 and is a fre-
quent means by which religion and/or spiritu-
ality (R/S) helps patients endure and find
meaning in the context of advanced illness.1

In patient surveys, between 19% and 67% indi-
cate that they would like prayer from their
nurse or physician,4e7 with the frequency of
desiring patient-practitioner prayer increasing
with greater illness severity and with the form
of prayer offered (silent vs. aloud).5,8 In a na-
tional sample of physicians, 83% agreed that
it was appropriate to pray with patients under
some conditions.9 Physician openness toward
participating in prayer depends on illness se-
verity,10,11 form of prayer,11 and initiator
(patient vs. caregiver).9,11 Only 19% of physi-
cians report at least ‘‘sometimes’’ praying
with patients under any conditions.12 Among
nurses, between 53% and 66% frequently offer
private prayers,13,14 whereas 8%e30% report
directly praying with patients.13,15

Recognition of the importance of spiritual
care for patients with advanced illness is
reflected in the incorporation of spiritual care
into palliative care guidelines.16,17 Among ad-
vanced cancer patients, spiritual support from
the medical team has been shown to be associ-
ated with greater hospice use, decreased futile
aggressive care, and improved quality of life
near death.18 Although prayer potentially
serves as an important practice in offering R/S
support,1 its role in the clinical setting remains
disputed.19,20 Furthermore, little data exist to
guide the role of patient-practitioner prayer in
the setting of advanced illness. Given the impor-
tant role of spiritual support in end-of-life
care,16,17,21 the importance of prayer among
patients facing advanced illness,1e3 and the
frequent desire for patient-practitioner prayer
among patients facing serious illness,5,22 data
are needed to inform the appropriate role of
prayer in the setting of advanced illness.

The Religion and Spirituality in Cancer Care
study is a multisite, cross-sectional study of
advanced, incurable cancer patients, oncology
nurses, and oncology physicians using mixed
qualitative and quantitative methods to charac-
terize patient and practitioner viewpoints of
the appropriate role of prayer in the setting
of life-threatening illness.
Methods
Study Sample

Patients and practitioners were enrolled
between March 3, 2006 and December 31,
2008. Eligibility criteria for patients included
diagnosis of an advanced, incurable cancer;
active receipt of palliative radiotherapy; age
$21 years; and adequate stamina to undergo
a 45-minute interview. Oncology physicians
and nurses were eligible if they cared for
incurable cancer patients. Excluded patients
were those that met criteria for delirium or
dementia by neurocognitive examination
(Short Portable Mental Status Question-
naire23) and those not speaking English or
Spanish.
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Study Protocol
All research staff underwent a one-day train-

ing session in the study protocol and scripted
interview. Patients and practitioners were from
four Boston, Massachusetts sites: Beth Israel
Deaconess Medical Center, Boston Medical
Center, Brigham and Women’s Hospital, and
Dana-Farber Cancer Institute. Patients were
randomly selected from radiotherapy sched-
ules; all eligible patients were approached. To
mitigate selection bias, study staff informed all
potential participants, ‘‘You do not have to be
religious or spiritual to answer these questions.
We want to hear from people with all types of
points of view.’’ Practitioners were identified
by collecting e-mail addresses from departmen-
tal websites. Participants provided informed
consent according to protocols approved by
each site’s human subjects committee (institu-
tional review board-approved ‘‘implied in-
formed consent’’ among practitioners). Of
103 patients approached, 75 (response rate
[RR]¼ 73%) participated, with no differences
in participants vs. nonparticipants in age, gen-
der, or race. Themost frequent reasons for non-
participation were ‘‘not interested’’ (n¼ 8,
32%) and ‘‘too busy’’ (n¼ 7, 28%). Five patients
were too ill to complete the interview, yielding
70 patients (93% of 75). Of 538 physicians and
nurses contacted, 339 responded (RR¼ 63%).
Eight reported not seeing incurable cancer
patients, giving 331 respondents (98% of 339,
206 physicians and 115 nurses).
Study Measures
Perceptions of Patient-Practitioner Prayer. Partici-
pants responded to two prayer scenariosd
patient-initiated prayer and practitioner-
initiated prayerdwith items shown in Table 1.
Participants rated (6-point scale) their percep-
tions of the appropriateness of prayer in each
setting, and then provided open-ended expla-
nations of their answers (recorded verbatim).
Patients then rated how spiritually supportive
patient-practitioner prayer would be for them
(4-point scale).
Other Measured Variables. Age, gender, race/
ethnicity, and years of education were patient
reported. Karnofsky performance status was
obtained by physician assessment. Practitioner
demographics included age, gender, race, field
of oncology (medical, radiation, or surgical on-
cology), and years of practice.
Analytical Methods
Quantitative Methodology. Differences between
patient and practitioner quantitatively assessed
perspectives of the appropriateness of patient-
practitioner prayer (dichotomized by a median
split to ‘‘never’’ and ‘‘rarely’’ vs. ‘‘occasionally,’’
‘‘frequently,’’ ‘‘almost always,’’ and ‘‘always’’ ap-
propriate) were assessed using Chi-squared sta-
tistics. Predictors of viewingpatient-practitioner
prayer as at least occasionally appropriate were
assessed using univariable logistic regression
models. Multivariable analyses were then
performed and included all significant and
marginally significant (P# 0.10) univariable
predictors. Statistical analyses were performed
with SAS version 9.1 (SAS Institute Inc., Cary,
NC). All reported P-values are two-sided and
considered significant when less than 0.05.
Qualitative Methodology. The analysis followed
standard qualitative methodology24dtriangu-
lated analysis, employment of multidisciplinary
perspectives (medicine, chaplaincy, theology,
sociology), and the use of reflexive narrativesd
aimed to maximize the transferability of inter-
view data. Transcriptions were independently
coded line by line by two researchers (M .J. B.
and J. D.), andwere then compiled into twopre-
liminary coding schemes. Following principles
of grounded theory,25 a final set of themes
and subcodes inductively emerged through an
iterative process of constant comparison, with
input from M. J. B., J. D., A. C. P., and T. A. B.
Transcripts were then recoded by M. J. B. and
J. D. each working independently. The interrat-
er reliability score was high (kappa¼ 0.79).
Results
Sample Characteristics
Sample characteristics are shown in Table 2.

There were significant differences between pa-
tients, physicians, and nurses in regard to age,
gender, race, religiousness, spirituality, and re-
ligious identification. The majority of patients
(87.5%), physicians (78%), and nurses (77%)
were both (slightly, moderately, or very) spiri-
tual and religious.



Table 1
Patient-Practitioner Prayer Survey Questions and Response Options

Survey Definitions Provided to All the Participants:

Spirituality: A search for or a connection to what is divine or sacred.

Religion: A tradition of spiritual beliefs and practices shared by a group of people.

Patient questionnaire
1. Spiritual care example: If a patient asks for prayer, the doctor or nurse praying with the patient.
A. Is this appropriate for cancer doctors to do?
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

B. Is this appropriate for cancer nurses to do?
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

C. Please also tell me why you answered questions A and B as you did.
Answers recorded verbatim
D. How spiritually supportive would this be for you?
Not at all

supportive
Mildly
supportive

Moderately
supportive

Very
supportive

This does not apply to me
(you would never ask for prayer)

2. Spiritual care example: A religious/spiritual doctor or nurse offering prayer for a patient.
A. Is this appropriate for cancer doctors to do?
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

B. Is this appropriate for cancer nurses to do?
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

C. Please also tell me why you answered questions A and B as you did.
Answers recorded verbatim
D. How spiritually supportive would this be for you?
Not at all supportive Mildly supportive Moderately supportive Very supportive

Nurse questionnaire
1. If a patient asks for prayer, the nurse praying with the patient.
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

2. A religious or spiritual nurse offering prayer for a patient.
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

3. Please briefly explain your answers to the last two questions on prayer
Answers recorded verbatim

Physician questionnaire
1. If a patient asks for prayer, the physician praying with the patient.
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

2. A religious or spiritual physician offering prayer for a patient.
Never

appropriate
Rarely
appropriate

Occasionally
appropriate

Frequently
appropriate

Almost always
appropriate

Always
appropriate

3. Please briefly explain your answers to the last two questions on prayer.
Answers recorded verbatim
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Quantitative Assessment of Perceptions
of Patient-Practitioner Prayer

The majority of respondents indicated that
patient-initiated prayer and practitioner-
initiated prayer are at least occasionally appro-
priate in the cancer setting (Fig. 1). Nurses
were significantly more likely than physicians to
view both forms of patient-practitioner prayer
as at least occasionally appropriate. When
comparing participants’ views of patient- vs.
practitioner-initiated prayer, patients, nurses,
and physicians more frequently rated patient-
initiated prayer as at least occasionally appro-
priate (Chi-squared value¼ 4.34, degrees of
freedom[DF]¼ 1,P¼ 0.03;Chi-squared value¼
35.97, DF¼ 1, P< 0.001; Chi-squared value¼
30.08, DF¼ 1, P< 0.001, respectively).

Univariable andmultivariable analyses of pre-
dictors of perceptions of prayer in the advanced
cancer clinical setting are shown in Table 3. In



Table 2
Characteristics of Advanced Cancer Patients, Oncology Physicians, and Oncology Nurses, n¼ 391

Characteristic Patients (n¼ 70) Physicians (n¼ 206) Nurses (n¼ 115) Pa

Female gender, n (%) 38 (50.7) 87 (42.2) 113 (98.3) <0.001
Age, mean (SD)b 59.9 (11.9) 40.8 (9.9) 45.5 (9.2) <0.001
Race/ethnicity, n (%)c

White 59 (84.3) 157 (78.1) 109 (95.6)
Black 7 (10.0) 4 (2.0) 2 (1.8)
Asian American, Indian, Pacific Islander 1 (1.4) 36 (17.9) 2 (1.8)
Hispanic 1 (1.4) 4 (2.0) 1 (0.9)
Other 2 (2.9) 0 (0) 0 (0) <0.001

Education, mean (SD)d 15.2 (3.5) NA NA NA
Religiousness, n (%)e

Not at all religious 13 (19.1) 62 (31.2) 29 (25.9)
Slightly religious 25 (36.8) 66 (33.2) 22 (29.5)
Moderately religious 17 (25.0) 54 (27.1) 43 (38.4)
Very religious 13 (19.1) 17 (8.5) 7 (6.3) 0.02

Spirituality, n (%)e

Not at all spiritual 5 (7.4) 30 (15.1) 6 (5.4)
Slightly spiritual 14 (20.6) 57 (28.6) 18 (16.1)
Moderately spiritual 24 (35.3) 75 (37.7) 58 (51.8)
Very spiritual 25 (36.8) 37 (18.6) 30 (26.8) <0.001

Religious tradition, n (%)e

Catholic 32 (47.1) 47 (23.6) 70 (62.5)
Other Christian traditions 22 (32.4) 45 (22.6) 17 (15.2)
Jewish 5 (7.4) 51 (25.6) 6 (5.4)
Muslim 1 (1.5) 2 (1.0) 0 (0)
Hindu 2 (2.9) 3 (1.5) 2 (1.8)
Buddhist 0 (0) 11 (5.5) 0 (0)
No religious tradition 2 (2.9) 22 (11.1) 6 (5.4)
Other 4 (5.88) 18 (9.1) 11 (9.8) <0.001

Field of oncology, n (%) d
Medical oncology 112 (54.4) 90 (78.3)
Radiation oncology 46 (22.3) 13 (11.3)
Surgical oncology 32 (15.5) 7 (6.1)
Palliative care 16 (7.8) 5 (4.4) <0.001

Years in practice, n (%) d
Resident or fellow 67 (32.5) d
1e5 36 (17.5) 24 (20.9)
6e10 35 (17.0) 24 (20.9)
11e15 23 (11.2) 15 (13.0)
16e20 20 (9.7) 11 (9.6)
21þ 25 (12.1) 41 (35.7) <0.001f

SD¼ standard deviation; NA¼ not assessed.
aP-values based on c2 tests for categorical variables and analysis of variance for continuous variables; P < 0.05 considered significant.
bAge missing for 25 physicians and 8 nurses.
cRace/ethnicity missing in five physicians and one nurse.
dEducational status of physicians and nurses not assessed, but given the training requirements of these professions, can be assumed to be at least
a postgraduate education.
eReligiousness, spirituality, and religious tradition missing in seven physicians and three nurses.
fResident or fellow category combined with practice one to five years to create single category of less than five years of practice.
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univariable analyses, respondents were more
likely to view patient-initiated prayer and
practitioner-initiated prayer as at least occasion-
ally appropriate if they were female, more
spiritual, and more religious. Perceptions of
patient-practitionerprayer alsowere influenced
by religious affiliation, with Catholics being the
most likely to perceive patient-practitioner
prayer as at least occasionally appropriate.
Age, race, years of practice, and field of oncol-
ogy were not predictive of perceptions of
practitioner-initiated prayer. In multivariable
analyses, Catholic religious tradition, female
gender, and increasing spirituality were signifi-
cant predictors of viewing patient-initiated
prayer as at least occasionally appropriate;
whereas Catholic religious tradition was the
only factor that remained a significant predictor
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Fig. 1. Respondents who indicated that patient-practitioner prayer was at least ‘‘occasionally appropriate’’ accord-
ing to initiation by patients and by practitioners, n¼ 391. a71.4% vs. 83.5%, c2 value¼ 3.8, degrees of free-
dom¼ 1; b71.4% vs. 64.6%, c2 value¼ 1.2, degrees of freedom¼ 1; c64.6% vs. 83.5%, c2 value¼ 12.9, degrees
of freedom¼ 1; d64.3% vs. 75.7%, c2 value¼ 2.8, degrees of freedom¼ 1; e64.3% vs. 59.2%, c2 value¼ 0.6, de-
grees of freedom¼ 1; f75.7% vs. 59.2%, c2 value¼ 8.8, degrees of freedom¼ 1. **Response proportions to
patient-initiated prayer: (1) patients: never appropriate¼ 14%, rarely appropriate¼ 14%, occasionally appro-
priate¼ 21%, frequently appropriate¼ 13%, almost always appropriate¼ 19%, always appropriate¼ 19%; (2)
oncology physicians: never appropriate¼ 10%, rarely appropriate¼ 26%, occasionally appropriate¼ 34%,
frequently appropriate¼ 12%, almost always appropriate¼ 13%, always appropriate¼ 5%; (3) oncology nurses:
never appropriate¼ 4%, rarely appropriate¼ 12%, occasionally appropriate¼ 38%, frequently appro-
priate¼ 19%, almost always appropriate¼ 12%, always appropriate¼ 14%. ***Response proportions to
practitioner-initiated prayer: (1) patients: never appropriate¼ 17%, rarely appropriate¼ 19%, occasionally appro-
priate¼ 30%, frequently appropriate¼ 4%, almost always appropriate¼ 16%, always appropriate¼ 14%; (2) on-
cology physicians: never appropriate 16%; rarely appropriate 25%; occasionally appropriate 34%; frequently
appropriate¼ 10%; almost always appropriate¼ 8%, always appropriate¼ 7%; (3) oncology nurses: never appro-
priate¼ 12%, rarely appropriate¼ 12%, occasionally appropriate¼ 40%, frequently appropriate¼ 17%, almost
always appropriate¼ 11%, always appropriate¼ 7%.
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of viewing practitioner-initiated prayer as at
least occasionally appropriate. Notably, in mul-
tivariable analyses, respondent type (patient,
physician, or nurse) no longer predicted per-
ceptions of patient-practitioner prayer.

A sizable minority of patients (38.6%) indi-
cated they would never ask their nurse or physi-
cian for prayer. Of those who would potentially
request prayer, most (86.0%) rated receiving
prayer in that setting as at least mildly support-
ive (62.8% moderately to very supportive).
Most patients (80.0%) rated apractitioner offer-
ing prayer as at least mildly spiritually support-
ive (55.7% moderately to very supportive).

Qualitative Assessment of Perceptions
of Patient-Practitioner Prayer

The six primary themes extracted from par-
ticipants’ open-ended descriptions of the ap-
propriate role of patient-practitioner prayer
in the cancer setting are shown in Table 4
with illustrative quotes. Qualitative theme
and subtheme frequencies are provided in
Table 5.

The ‘‘conditions for patient-practitioner
prayer’’ theme was defined as the conditions re-
quired for prayer to be appropriate in the
clinical setting. One physician exemplified this
theme by stating, ‘‘It depends on the spirituality
of the patient, the relationship between the
patient and physician, and the comfort level of
the physician.’’ Among patients, the most cited
conditions were the practitioner knowing the
patient’s spiritual background, the presence of
a prior established patient-physician relation-
ship, and concordance of patient and practi-
tioner R/S beliefs. For example, one patient
expressed feeling uncomfortable receiving
prayer from a practitioner with potentially dif-
fering beliefs by emphatically stating ‘‘I don’t
know who the person is praying to.’’ For physi-
cians and nurses, the most frequently cited



Table 3
Univariable and Multivariable Predictors of Viewing Patient- and Practitioner-Initiated Prayer as at Least

Occasionally Appropriate in the Clinical Care of Advanced Cancer Patients, n¼ 379a

Patient-Initiated Prayer OR (95% CI) Pb AOR (95% CI) Pb

Respondent type
Nurse Ref Ref
Patient 0.70 (0.49e1.01) 0.05 0.85 (0.37e1.96) 0.75
Physician 0.36 (0.20e0.64) <0.001 0.90 (0.44e2.84) 0.93

Catholic religious traditionc 2.67 (1.62e4.41) <0.001 1.90 (1.07e3.38) 0.03
Female gender 3.13 (1.99e4.92) <0.001 2.14 (1.19e3.83) 0.01
Spirituality 2.06 (1.59e2.66) <0.001 1.78 (1.28e2.47) <0.001
Religiousness 1.46 (1.15e1.86) 0.002 0.99 (0.72e1.37) 0.95

Practitioner-Initiated prayer

Respondent type
Nurse Ref Ref
Patient 0.76 (0.55e1.05) 0.10 0.63 (0.30e1.29) 0.30
Physician 0.47 (0.28e0.78) 0.003 0.73 (0.39e1.35) 0.74

Catholic religious traditionc 2.75 (1.73e4.39) <0.001 2.27 (1.36e3.79) 0.002
Female gender 1.67 (1.09e2.54) 0.02 1.05 (0.62e1.78) 0.86
Spirituality 1.40 (1.11e1.76) 0.004 1.21 (0.90e1.63) 0.20
Religiousness 1.35 (1.08e1.69) 0.009 1.10 (0.83e1.47) 0.50

OR¼ odds ratio; AOR¼ adjusted odds ratio; CI¼ confidence interval; Ref¼ reference category.
aSample reduced from 391 because of missing data.
bP < 0.05 considered significant.
cCatholic vs. all others (other religious traditions and no religious tradition). Proportion viewing prayer as at least occasionally appropriate accord-
ing to religious traditions: Catholics (77.9%), Protestants (54.8%), Jews (59.7%), Buddhists (57.1%), Hindus (63.6%), other religious traditions
(57.6%), and no religious tradition (50.0%).
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condition was the practitioner and/or patient
feeling comfortable, a theme exemplified by
a nurse: ‘‘I think it depends on the spirituality
of the nurse and her comfort bringing this
into care.’’

The ‘‘potential benefits of patient-practitioner
prayer’’ theme was defined as potential positive
outcomes of patient-practitioner prayer. The
most frequently raised subtheme was the poten-
tial for prayer tobea sourceof support for cancer
patients, as illustrated by one patient: ‘‘Because I
think prayer is as important a part of the treat-
ment as conventional medicine itself. It is an-
other way for doctors and nurses to hold out
a hand.’’ Another view noted prayer can foster
a better patient-practitioner relationship. One
patient stated, ‘‘Because [prayer] would make
me feel that they care for me to take time to
pray. It shows that they are feeling people.’’ Sim-
ilarly, one physician explained, ‘‘[Prayer] can’t
hurt and it fosters closeness between doctor
and patient.’’

The ‘‘critical attitudes regarding patient-
practitioner prayer’’ theme was defined as criti-
cal presuppositions underlying participants’
perceptions of patient-practitioner prayer. The
most common subtheme for all groups was the
view that prayermay violate professional bound-
aries. One patient explained, ‘‘The patient ex-
pects objectivity from the physician. To change
that role would not be offensive but it would
be a challenge to get used to. I have an image
of a doctor I knew who would remove his stetho-
scope when talking to patients on a spiritual
level.’’Onephysician said, ‘‘Ideally there should
be a division of labor between the physician and
spiritual guide. The two strike me as separate
roles and disciplines.’’ The next most common
subtheme for all groups was that R/S are private
matters. One nurse stated, ‘‘[I] want to keepmy
religious beliefs and practices private.’’
The ‘‘positive attitudes regarding patient-

practitioner prayer’’ theme was defined as pos-
itive presuppositions underlying respondents’
views of patient-practitioner prayer. The most
common subtheme was that prayer is intrinsi-
cally good and/or powerful, as illustrated by
one nurse who said, ‘‘To me a prayer is not
about religion. It is a group of words which
can bring about hope, meaning and peace to
a person.’’ A second subtheme was the view
that prayer is part of a holistic approach to
patient care, illustrated by one patient who in
explaining the appropriateness of patient-



Table 4
Representative Theme Quotes on the Appropriateness of Prayer in the Cancer Care Context According to

Advanced Cancer Patients, Oncology Physicians, and Nurses, n¼ 388

Theme Respondent Representative Quote

Conditions for patient-
practitioner prayer

Cancer patient If the MD is comfortable praying then it is fine but it must be genuine.
Prayer is always good because it is a powerful force. Context is very
important. It is helpful if both are of the same beliefs but even this is not
absolutely necessary. There needs to be a comfort level between people for it
to be appropriate.

Oncology nurse As for offering prayer, my bias is not to offer but to let the patient take the
lead, so as not to make the mistake of imposing prayer on someone who
doesn’t want it, or who sees the oncologist as not responsible for that role.
However, there are parts of the country and patient populations where
oncologists may be expected to offer prayer more often, and if so, after
considering these cultural issues and discussing with peers, it may be
appropriate for the oncologist to offer prayer more frequently.

Oncology
physician

I think it would only be appropriate for the nurse to offer prayer if she/he
knew the patient very well in the context of their religious/spiritual
preferences and shared that similarity.

Potential benefits of patient-
practitioner prayer

Cancer patient If they are willing, it would make the patient feel more helped and at peace.
Oncology

physician
Praying with a patient if requested by the patient may be appropriate as a
way of supporting the patient and providing comfort.

Oncology nurse For many individuals, spirituality is very important. For these patients
offering spiritual support can make a great difference in how they respond
to their treatment and diagnosis.

Critical attitudes toward patient-
practitioner prayer

Oncology nurse I am a practitioner of medicine not spirituality. I can refer patients to spiritual
advisors but would never personally pray with a patient, I personally do not
feel that it is appropriate. And as an atheist, I do not feel that I offer any
type of prayer with any credible level of sincerity.

Cancer patient Religion is private. Treat [my] disease, not my soul.
Oncology

physician
Patient-initiated prayer would require faking, whereas a nurse offering prayer
seems to be crossing professional boundaries. I would not take them out
to dinner either.

Positive attitudes toward patient-
practitioner prayer

Cancer patient It is appropriate because God is so important and powerful. God is a healer.
It is important for the physician to know where I as the patient stand. I go
home with God and they should know how I feel on the inside. If offered
prayer, the patient can easily decline if they are not interested in receiving
prayer. But another patient may be very interested in receiving that prayer.

Oncology
physician

If praying provides the patient with comfort and the physician feels comfortable
praying with the patient, it is a beneficial thing to do in keeping with a
physician’s mission.

Oncology nurse As nurses our job is to provide comfort. If prayer is a way to do this then we
should help the patient with prayer, even if we do not share the same beliefs.

Potential negative consequences
of patient-practitioner prayer

Oncology nurse It may be appropriate. However, it needs to be clear that the oncologist visits are
not primarily spiritual. If an oncologist privately chooses to pray for patients,
that is completely appropriate. However, it seems that discussing it with a
patient may cause awkwardness and deflect the focus from more important
parts of the oncologist’s job.

Cancer patient If they offered [prayer] I would think that I’m very sick.
Oncology

physician
I am personally not comfortable praying with patients. Offering prayer is lovely
and from the heart, but I have an uncomfortable feeling that it is imposing
beliefs that the patient might not share. Asking permission would be more
appropriate, or praying only when the patient requests.

Prayer alternatives Cancer patient It is fine for the physician to pray on his own without disclosing to the
patient directly.

Oncology nurse Even if the oncologist is not spiritual and/or religious, they can bow their
head in respectful silence while the patient prays. If they are religious,
they can join aloud or silently. If the provider is religious, it would be
natural to offer a prayer for their patients in general or a specific patient,
either privately or as part of a formal service, e.g., ‘‘prayers of the people’’
in the Anglican or Catholic tradition.

Oncology
physician

Religion is a personal matter. I am happy to support my patients in their views,
but do not feel comfortable in participating in their practices with them.
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Table 5
Qualitatively Assessed Theme and Subtheme Responses and Comparisons to the Appropriateness of Patient-

Practitioner Prayer According to Advanced Cancer Patients, Oncology Physicians, and Nurses, n¼ 388a

Themes and Subthemes
Advanced Cancer
Patients (n¼ 69)

Oncology
Physicians (n¼ 204)

Oncology Nurses
(n¼ 115)

Conditions for patient-practitioner prayer 53 (77) 144 (71) 97 (84)
Awareness of patient’s spiritual background 15 (22)b 20 (10) 28 (24)d

Concordance of religious/spiritual beliefs or
practices

12 (17) 25 (12) 13 (11)

Importance of an established patient-practitioner
relationship

12 (17) 12 (6) 7 (6)

Prayer is patient centered 10 (14) 11 (5) 11 (10)
Appropriate context for prayer (e.g., patient
facing death)

10 (14) 12 (6) 17 (15)

Patient and/or practitioner feel comfortable 9 (13) 53 (26)c 46 (40)d

Prayer initiated by patient 8 (12) 12 (6) 17 (15)
Prayer initiated by practitioner 8 (12) 0 (0) 1 (1)
Practitioner feeling authentic or honest 2 (3) 50 (25)c 25 (22)d

Potential benefits of patient-practitioner prayer 27 (39) 16 (8) 20 (17)
Prayer can be a support for patients 21 (30)b 12 (6) 16 (14)
Prayer can engender a better patient-practitioner
connection

9 (13) 2 (<1) 4 (1)

Critical attitudes regarding patient-practitioner prayer 27 (39) 55 (27) 15 (13)
Prayer is beyond professional roles of physicians/
nurses

15 (22)b 37 (18)c 8 (7)

Religion/spirituality is private 9 (13) 17 (8) 7 (6)
If requested, prayer is socially expected 7 (10) 2 (1) 0 (0)

Positive attitudes regarding patient-practitioner prayer 21 (30) 14 (7) 15 (13)
Prayer is intrinsically good and/or powerful 12 (17) 12 (6) 12 (10)
Prayer is a part of holistic patient care 11 (16) 3 (1) 3 (3)

Potential negative consequences of patient-practitioner
prayer

14 (20) 49 (24) 20 (17)

Prayer can cause relational misunderstandings 8 (12) 26 (13) 8 (7)
Prayer can impose religious/spiritual beliefs 5 (7) 19 (9) 10 (9)
Prayer can cause patient-practitioner relational
boundary violations

2 (3) 12 (6) 7 (6)

Alternatives to patient-practitioner prayer 6 (9) 40 (20) 29 (25)
Offering private prayer or thoughts 3 (4) 25 (12) 10 (9)
Offering a referral to pastoral care 1 (1) 1 (<1) 7 (6)
Being respectful while declining prayer participation 0 (0) 15 (7) 11 (10)
Other alternatives to prayer 2 (3) 2 (1) 6 (5)

aSample reduced from 391 because of missing data.
bTop three subthemes cited by patients.
cTop three subthemes cited by oncology physicians.
dTop three subthemes cited by oncology nurses.
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practitioner prayer stated, ‘‘Doctors and nurses
need to touch the patient where the patient is.
This is important to healing.’’ Similarly, a physi-
cian stated, ‘‘While prayer is personal, it may
be appropriate in the context of holistic
healing.’’

The ‘‘potential negative consequences of
patient-practitioner prayer’’ theme was defined
as possible deleterious outcomes of patient-
practitioner prayer. Subthemes included the
potential for patient-practitioner prayer to
cause relational misunderstandings. This sub-
theme was illustrated by one physician who
explained, ‘‘The physician might be seen as giv-
ing up on the medical/scientific approach.’’
Also raised were concerns regarding prayer
causing an imposition of religious beliefs, as il-
lustrated by one patient who stated, ‘‘You
don’t want the patient to feel pressured by the
doctor’s religiosity.’’ A third subtheme was the
potential for prayer to cause boundary viola-
tions in the patient-practitioner relationship.
One physician shared, ‘‘[Patient-practitioner
prayer] depends on the oncologist’s comfort,
beliefs and relationship with the patient. In
some cases there is a boundary, in others there
is not.’’
The ‘‘prayer alternatives’’ theme was defined

as alternatives to prayer considered potentially
more appropriate than patient-practitioner
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prayer. Alternatives included showing respect
without active participation in prayer, de-
scribed by one nurse who shared, ‘‘I have stood
respectfully in the room when prayers were of-
fered of other faiths. If of my faith and the pa-
tient asked me to stay, I have said blessings of
recovery.’’ Another alternative was private prac-
titioner prayer. One physician described,
‘‘Private prayer is appropriate as a way to
demonstrate caring for a patient. Sometimes
I might pray for a patient without their knowl-
edge just as a human being, which I think is al-
ways or almost always appropriate, but I am
wary as an oncologist of taking a more formal,
spiritual role.’’
Discussion
Our findings indicate that the majority of

patients, nurses, and physicians view patient-
practitioner prayer as at least occasionally ap-
propriate in the advanced cancer setting, and
that most patients would find this practice spir-
itually supportive. Although viewed as less fre-
quently appropriate than patient-initiated
prayer, the majority of respondents viewed
practitioner-initiated prayer as at least occa-
sionally appropriate, a finding that stands in
contrast to assertions that prayer should always
be patient initiated.20,26 These findings are
consistent with prior reports indicating that
patient-practitioner prayer is more frequently
considered appropriate in the setting of life-
threatening illnesses when compared with
other settings.5,11 Our study indicates that en-
gagement of patient-practitioner prayer is
best done, however, after considering key fac-
tors influencing the appropriateness of prayer
in the clinical setting, indicated by six qualita-
tively derived themes.

First, optimal conditions for prayer should
be appreciated, such as knowing the patients’
spiritual background, sharing concordance
of beliefs, and weighing personal comfort
and ability to be authentic. The noted condi-
tions highlight the central role of taking
a spiritual history,27 which provides cues to
guide all subsequent spiritual care, including
the appropriateness of prayer in the clinical
setting. Factors found to quantitatively pre-
dict perceptions of the role of prayer in
the clinical setting (e.g., Catholic religious
tradition, increasing spirituality, gender) can
also aid in informing the optimal context
for patient-practitioner prayer.

Next, although practitioners should ac-
knowledge that prayer is spiritually supportive
for most patients, they also should weigh po-
tential negative consequences, such as creating
discomfort or distance with a patient who may
not share the same belief system, may be un-
comfortable with prayer in the medical setting,
or may feel the clinician is imposing his or
her R/S beliefs. Strategies to mitigate negative
outcomes can be considered, such as ensuring
concordance in R/S beliefs or offering
prayer in a manner that provides comfortable
ways to decline (e.g., simultaneously offering
chaplaincy referrals).28 Beyond considering
potential consequences, engagement in
patient-practitioner prayer requires reflection
by clinicians on their own and their patients’
underlying attitudes. For example, if practi-
tioners feel that prayer is beyond their per-
sonal beliefs or professional roles, they
should feel no obligation to participate in
prayer. However, practitioners should weigh
this view with the potential for prayer and
other forms of spiritual care to benefit the pa-
tient and foster holistic care. Bringing these
contrasting influences together, practitioners
can offer spiritual care consistent with their
own beliefs and professional commitments,
such as calling on chaplaincy or remaining re-
spectfully silent during patient prayer.29 Like-
wise, a practitioner who holds that patient-
practitioner prayer is a part of holistic care
must weigh this attitude against potential neg-
ative consequences. Beyond reflecting on un-
derlying attitudes, clinicians also should be
aware of the potential for countertransference
and nonepatient-centered motivations in the
practice of patient-provider prayer,30 such as
a clinician offering prayer in response to a per-
sonal emotion or agenda (e.g., to ease guilt
over disease progression). The ability to pru-
dentially consider potential consequences, un-
derlying attitudes, personal emotions, and
motivations regarding patient-practitioner
prayer hinges on practitioners incorporating
spiritual assessments as part of initial and on-
going care and being constructively aware of
personal viewpoints, emotional responses to
patients, and biases regarding R/S in the med-
ical setting.
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Finally, caregivers should consider prayer al-
ternatives, such as offering private prayer or re-
lying on othermembers of the health care team
such as chaplains,31 while communicating
respectful acknowledgment of patients’ R/S
beliefs and practices even if declining participa-
tion.29 Patient-practitioner prayer involves
some degree of shared experience of R/S and
a shared willingness to invite that experience
into the patient-practitioner relationship.
Whether personal irreligiousness, deeply held
R/S beliefs, or conviction that prayer is outside
the practitioner’s role, a number of factors cir-
cumscribe the appropriateness of patient-
practitioner prayer. The frequent differences
between patients and practitioners in regard
to R/S characteristics, as noted in our sample
and in others,32 only further highlight the im-
portance of spiritual care approaches that side-
step potential conflicts associated with
divergent beliefs and practices. Examples of
such conflicts not only include a religious prac-
titioner imposing R/S beliefs on a patient, but
also can include an irreligious practitioner fail-
ing to acknowledge a patient’s R/S beliefs or is-
sues, potentially disregarding existential needs1

and medically relevant information.33 Aware-
ness and facility with other forms of spiritual
care (e.g., taking a spiritual history) equips prac-
titioners to navigate R/S on a case-by-case basis,
recognizing that although the role of prayer
should always remain voluntary, practitioners
hold a central role as facilitators of spiritual
care in the setting of advanced illness.21,27,31,34

Study limitations include the fact that respon-
dents were surveyed from a single U.S. region.
Given that this region has lower than national
averages of religiosity, spirituality, and daily
dependence on prayer,35 our study may under-
estimate the perceived appropriateness of
patient-practitioner prayer and overestimate
negative perceptions, although such character-
istics may aid in conservatively informing the
role of prayer in the medical setting. Last, the
generalizability of these findings to other dis-
eases or illness severities is unknown; further
studies are required to define the role of
patient-practitioner prayer in other settings.

In conclusion, this study demonstrates that
the majority of patients, physicians, and nurses
view patient-practitioner prayer as at least
occasionally appropriate in the setting of
advanced cancer. Furthermore, most patients
view patient-practitioner prayer as spiritually
supportive. Perceptions of prayer are shaped
by key factors that inform its appropriateness
on a case-by-case basis. These factors highlight
the essential role of regular spiritual assess-
ments by clinicians21,27 and the importance
of a multidisciplinary approach in the provi-
sion of patient-centered spiritual care.
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