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Prayers in the Clinic: How Pediatric Physicians

Respond

Wendy Cadge, pip, and Elaine Howard Ecklund, pnp

Background: Physicians and researchers have recently paid in-
creased attention to prayer in physician-patient interactions. Re-
search focuses more on attitudinal questions about whether physi-
cians and/or patients think prayer is relevant than on actual data
about when and how prayer comes up in the clinic and how physi-
cians respond. We focus on pediatric physicians to investigate: 1)
how prayer enters clinical contexts and 2) how physicians respond.

Methods: We examined in-depth interviews with 30 academic pe-
diatricians and pediatric oncologists. All of these physicians were
employed by the most highly ranked hospitals according to US News
and World Report.

Results: In close to 100% of cases when the subject of prayer came
up in clinical contexts, it was patients and families who raised it.
Patients and families mostly talked about prayer in response to a
seriously ill or dying child. When it was raised, pediatric physicians
responded to prayer by participating; accommodating but not par-
ticipating; reframing; and directing families to other resources.

Conclusions: Physicians wanted to respect patients and families
around the topic of prayer. They negotiated between patient/family
requests, the specific situation, and their own comfort levels to re-
spond in one of four ways. Their four responses allowed researchers
to generate hypotheses about the independent variables that influ-
ence how pediatric physicians respond to prayer. Asking how prayer
actually came up in clinical situations rather than how patients and/or
physicians thought it should be raised, better informs ongoing con-
versations about the significance of prayer in physician-patient in-
teractions.
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Increasing numbers of physicians acknowledge that religion
and spirituality help some patients and families cope with
illness, especially difficult and life-threatening illnesses.'™
Patients pray, consult religious/spiritual teachers, attend reli-
gious gatherings, and rely on personal religious/spiritual be-
liefs.® ® Recent surveys of pediatric physicians describe their
attitudes about religion and spirituality and how these might
influence patient care.””'# Much less is known about the
behaviors, self reported or otherwise, of pediatric physicians
around religion and spirituality in clinical contexts. We asked
how pediatric physicians say they behave when prayer enters
clinical situations. Previous studies have not explored how
physicians act in these situations.’'?

The empirical study of pediatric physicians’ self-reported
behaviors around prayer in clinical contexts respond to three
ongoing discussions. First, there is debate about whether pa-
tients want physicians to pray with them.*™'® Second, there
is an ethical discussion about whether it is appropriate for
physicians to pray with patients and how such prayers should
be approached.'® Third, there is research that shows more
than half of Americans pray for their own health or the health
of their loved ones and three-quarters believe prayer can have
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a positive effect on those who are ill.* Surveys of religion and
spirituality among pediatric physicians, however, have stopped
short of analyzing physicians’ perceptions of their own be-
haviors when prayer enters clinical settings.

Materials and Methods

After obtaining approval from the Rice University Insti-
tutional Review Board, we conducted this study in two phases,
both focused on pediatric physicians randomly selected from
thirteen US News and World Report honor rtoll hospitals.”
Rather than studying physicians at a single hospital, we se-
lected physicians from thirteen hospitals to maximize the
reliability and generalizability of the findings.”® We focused
on pediatric physicians at highly ranked honor roll hospitals
as leaders in their fields.**

Honor roll distinction was determined by combining hos-
pital reputation, mortality data, and patient-care related fac-
tors. When six or more specialty areas showed “exceptional
breadth of excellence,” the hospital placed greater than two
standard deviations above the mean and was granted honor role
status. The following hospitals were included: Stanford Hospital
and Clinics, the Johns Hopkins Children’s Center, UCLA Med-
ical Center, the University of Michigan Medical Center, Duke
University Medical Center, University of Washington Medical
Center, Mayo Clinic, Cleveland Clinic, New York-Presbyterian
Medical Center, Massachusetts General Hospital, Hospital of the
University of Pennsylvania, University of California San Fran-
cisco Medical Center, and Barnes-Jewish Hospital.

In phase one of the study, 209 faculty level general pedia-
tricians were randomly selected from departments of pediatrics
at hospitals in the sample. Similarly, 122 pediatric oncologists
were randomly selected for participation. During May and June
2005, a contact letter was sent to each respondent inviting par-
ticipation in a short web-based or telephone survey about reli-
gious identity, beliefs, practices, ethics, and the intersection of
religion and medicine. Overall, 116 general pediatricians com-
pleted the survey (110 via web and 6 by telephone), yielding a
response rate of 56%. Also, 74 academic pediatric oncologists
were recruited, yielding a response rate of 60% (71 online, 3 by
telephone). These survey data were published in other arti-
cles.** Researchers have not yet studied how prayer comes up
in clinical situations and how pediatric physicians actually re-
spond. For this reason we did not include a question about it on
the survey. Instead, and because little is known about how prayer
is introduced, we asked about the subject in in-depth interviews,
a protocol that is recommended by medical researchers when
little is known about a topic.>>°

Interviews with 30 pediatric physicians (14 pediatricians
and 16 pediatric oncologists) comprise phase two of this

*Data from a survey conducted by Newsweek dated November 1, 2003.
Available through Polling the Nation.

TU.S. News & World Report. July 12, 2004 edition, “Honor Roll Hospitals.”
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project. Interviewees were randomly selected from those who
completed the survey. The interview response rate for pedi-
atricians was 47% and for pediatric oncologists it was 53%.
There was no bias of selection in choosing potential interview
respondents. For methodological triangulation, each of the
two authors conducted a portion of the semi-structured inter-
views, in person and by telephone. Much of the data pre-
sented here was gathered in response to questions:

e When, if at all, does the issue of prayer come up in
your interactions with patients and families?

e Who brings it up?

¢ Do patients/families ever ask you to pray with them? If
yes, how do you respond?

We stopped hearing new themes after completing 30
interviews, evidence that we reached saturation and a reliable
sample size.” Interviews were digitally recorded and tran-
scribed by trained transcriptionists.

The authors triangulated the data in the analysis, identi-
fying common themes and systematically coding all of the
transcripts inductively using a grounded theory approach.?’
As is common in qualitative research, initial codes were re-
fined as new themes became evident. Themes and codes were
considered independently by each of the authors, in consul-
tation with a research assistant. This process of triangulation
strengthens the interpretations and conclusions. Representa-
tive quotes were selected to illustrate the conclusions pre-
sented below.

Results
Study Population

The thirty physicians interviewed included equal num-
bers of women and men. Sixty percent were white and just
over one-quarter were Asian American. They ranged in age
from 31-65, average 46. The majority were married and just
over half had children under age 18. They had been in their
current position between 2 and 32 years, average 10.3 years.
Eighty-six percent said they were spiritual, 34% said they
were religious, and 41% belonged to a religious organization.
When asked about their religious affiliation, 43% (n = 13)
said none, 23% (n = 7) said Jewish, 13% (n = 4) said
Protestant, 10% (n = 3) said Catholic, and the remaining 10%
(n = 3) report another religion or had no answer.

When Prayer Comes Up, How Do Pediatric
Physicians Say They Respond?

Prayer is not a regular subject of discussion with patients
and families, but it does come up, more often for pediatric
oncologists than pediatricians. Patients and families usually
raise the subject. When patients and families raise the topic,
physicians describe responding in one of four ways: they
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participate in the prayers; they accommodate the prayers, not
participating; they reframe the prayers; or they direct patients
and families to other religious and spiritual resources. The
immediate context in which families raise prayer and the
physicians’ own personal backgrounds influence their re-
sponse with no discernable patterns according to personal,
religious, or demographic characteristics of the physicians.

One set of physicians participated in prayers with pa-
tients and families. A pediatric oncologist said that patients
and families frequently mentioned spontaneously that they
were praying for certain outcomes. He responded, “T’11 tell
them that I will join them in their prayers” (Int21). Some-
times families asked physicians to pray with them. Another
pediatric oncologist said, “Some of the families I'm very
close to . . . say, ‘do you mind praying with us?’”” He always
responded by praying with them (Int6).

Physicians are often invited to participate in religious
ceremonies in the hospital where prayers are offered, such as
at baptisms. In the words of one physician, a Catholic, “In my
life on a few occasions, I had the parents ask me to be there
for the baptism given to the baby because the baby was dying,
or I stayed when they called the priest to give the benediction
to the infant. I stay at the bedside myself because, 1 felt like,
you know they’re part of my family, so . ..I love to share
that” (Int6).

Rather than praying with patients and families, a second
group of physicians accommodated prayers by being present
for them but not participating. Physicians described standing
quietly with families bowing their heads and even speaking at
funerals in ways they felt benefited families. A pediatric on-
cologist explained, “I participate [in prayers]. I mean in the
sense that I generally sit quietly and listen to their prayer in
what I hope is a respectful manner” (Int28). A pediatrician
echoed, “I remember a case where everyone was standing
around a bed and the family wanted everyone to bow their
heads with them and I did it out of respect for the family”
(Int22). And another pediatric oncologist explained, “T will
bow my head and close my eyes and listen. I will sometimes
say a quiet amen. I won’t fake it, but [ am respectful of their
desires. I've often had a strongly religious grandmother or
somebody offer to pray for me in various situations, and if
somebody tells me they’re going to pray for me, I say, ‘Thank
you’” (Int29).

Pediatric oncologists also reported sometimes speaking
at children’s funerals. After explaining that she accommo-
dated families’ prayers by “stand[ing] in a circle and hold-
[ing] their hands because [she] thinks that could be a sign of
comfort and solace to them,” one pediatric oncologist ex-
plained that she goes to most kids’ funerals and when asked
to speak tries to be “quiet about my own personal viewpoints”
and “very general” in the comments (Int20).

Different from those who accommodate prayer silently, a
few reported speaking directly with families about how they
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interact with prayer. When families asked her to pray, one
pediatric oncologist said she prays in her own way.

“In my agnostic way, I do pray. People say more general
things like, “You know, would you please pray for my
child,” and I answer ‘Of course — in my way I will,
absolutely, my prayers are with you.” And that’s a true
statement . . . and whether I translate it to good thoughts
or to dialogue with God. It may not be the way they pray,
but it’s the way I pray (Int26).”

Another pediatric oncologist also wants to accommodate
people’s requests for prayers but makes clear that he is only
comfortable doing so to a point. “If somebody wishes me to
lead a prayer, I say ‘I don’t think that’s appropriate or I would
prefer not to but I'1l be happy to be here with you.” Beyond
that he feels it is “manifestly unfair of patients to demand
something so personal of their physicians” (Int27).

A third group of physicians reframed the prayer requests
families make in ways they perceive to be more realistic and
appropriate. A pediatric oncologist explained that families will
say ““Will you pray for him [patient’s name]?” kind of in a
general sense.” This physician reframes the request in her an-
swer to families saying, ‘Of course, everybody will be praying
for them.”” She explains, “I try not to bring myself into it,
because I don’t want this to be about me, and I don’t want them
[the family] to think that I have more quote-unquote power to
cure their child than I actually have. And I don’t want them to
think that because I'm praying with them that I will be more
likely to cure them than if I didn’t pray with them” (Int16).

A final group of physicians responded to prayer by re-
ferring patients and families to other resources, such as the
family’s religious and spiritual leaders or hospital chaplains.
A pediatrician remembered working in a pediatric emergency
room several years ago and asking families “who they wanted
to have come be with them as far as their priest or minister or
other spiritual person” (Int3). Similarly, a pediatric oncologist
responded to family requests by saying that she would keep
people in her prayers but also referred families to chaplains. She
explains, “If I don’t feel comfortable, if I feel that their religion
is something that I have a hard time understanding, I often ask
if they would like to have some spiritual guidance. I’m happy to
call someone that might be better able to address it” (Int25).

Discussion and Conclusion

Studies of prayer in pediatric physician-patient interac-
tions focus on attitudes and preferences—whether patients
want physicians to pray with them, how physicians feel about
praying, and the ethics of physician prayer—rather than em-
pirically documenting what is actually taking place in clinical
encounters.''# This article is the first to focus on how phy-
sicians describe actually behaving.

We find that prayer is more commonly relevant for the
pediatric oncologists interviewed than for pediatricians. When
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families raise the topic of prayer in the clinic, it is rarely a
simple matter of families directly asking physicians to pray
and physicians saying yes or no. One previous study showed
that 90% of pediatricians at an urban medical center said they
thought it appropriate to pray with patients and 76% said they
would feel comfortable praying with patients.’® Qur study
found that the request is often not as direct as survey ques-
tions assume. The situations that gave rise to requests and
physicians’ behaviors in response are more complex than
simply praying or not praying.

All of the physicians interviewed had a desire to be re-
spectful of families’ prayers, even if they did not share their
beliefs or feel comfortable participating in them. While some
did participate in prayers as people of faith or members of the
same religious tradition, others silently accommodated. Some
pediatric physicians put their personal beliefs aside to support
a family while others gently let families know of their per-
sonal comfort levels. Others refer requests to religious leaders
or hospital chaplains, those who pediatricians think have more
expertise to be with patients and families in their prayers.

This study is limited by its small sample size, and its
findings cannot be generalized statistically to all pediatricians/
pediatric oncologists or to all pediatric physicians in aca-
demic medical centers. The qualitative research methods used
here are valuable for generating detailed descriptions of be-
haviors from the perspective of the people involved in them
and hypotheses for larger quantitative study. This paper points
to the importance of studying physicians’ self-reported be-
haviors in addition to their attitudes, in order to understand
how prayer is present in pediatric clinical contexts. If these
results are replicated in larger quantitative studies, they sug-
gest that medical schools might add sections about how to
respond to prayer to courses about religion/spirituality, cul-
tural competency, and/or patient-physician relations.
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