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A Few Definitions
World Psychiatric Association Statement on Spirituality and Religion
in Psychiatry1
• Religion
– Involves the beliefs, practices, and rituals related to the sacred
– Rooted in established tradition
– Institutional aspect of spirituality
• Spirituality
– May develop individually, communities, or traditions
– Closely related to values, meaning, and life purpose

Sigmund Freud’s atheistic stance
influenced psychoanalysis and
psychiatry2
• Unreceptive to religion

Historical
Background

Clergy were alienated by the
medicalization of mental health3
• Psychiatry was “anti-Christian”

State of mutual antipathy until
several decades ago
• Rapid increase in research that has
breached some of the barriers

The R/S needs of patients have been
recognized as part of holistic care4

More
Collaborative
Approach

Cultural competence in clinical practice
includes meeting the R/S needs of
patients5
R/S may exert significant impact on the
prevalence, diagnosis, treatment,
outcome, and prevention of mental illness
There are strengths and weakness of both
science and religion

Survey of 2000 physicians (Curlin et
al., 2007)6

What do
physicians
think
about
R/S?

63% response rate; psychiatrists are
less religious than other physicians
Findings
• 56%
• 6%
• 76%
• 75%
• 55%

will influence on health
will change “hard” medical outcomes
will help patients to cope
will give patients a positive state of
mind
will provide support through a
community

Impact on Health
Positive7
• Powerful coping behavior
• Makes sense of suffering
• Provides control over the
overwhelming
• Promotes social rules that facilitate
– communal living
– cooperation
– mutual support

Negative2
• Negative religious coping
– Divine
– Interpersonal

• Misunderstanding
– Conflict or delay in medical care

• Miscommunication
• Negative beliefs
– Emotional distress

Western secular societies require
substantiation of R/S by research
which depends on measurable &
quantifiable concepts8

Research
Challenges

Relationship between R/S and MH
may be too complex and
multifaceted for easy capture9

Bar for proof has been raised
• Research methods and analytic strategies
have become more sophisticated

Small cross sectional studies

Evolution
of R/S
Research

Simple bivariate analyses
Lack of a consistent definition or
conceptualization of R/S and mental
health
Problems with measurement
• Systematic review of 68 studies evaluating 18 hope
scales resulted in the finding that there is no robust
and valid scale for measuring hope across the
lifespan, cultures, and health10

Strong
Research
Design

• Protects against bias11
– Response bias
– Social desirability response
bias
– Unconscious experimenter
bias
– Observer bias
– Expectancy effects
– Question order bias

Religion, Spirituality, and
Special Populations
CLEARING THE RESEARCH BAR

•

R/S and
Older
Adults

Health and Retirement Study12
– Began in 1992, adults aged
51 to 61
– Health and economic
circumstances associated
with aging
– Expanded sample is
nationally representative of
non-institutionalized adults
– Well measured set of social
and economic determinants
of health
– Three measures of religious
involvement
• Religious affiliation
• Frequency of attendance at
religious services
• Rating of the importance of
religion in the participant’s life

Test of the Association between R/S
and Survival
•
•
•

18,370 adults aged 50 and older were interviewed in 2004
Followed for all-cause mortality in 2014
Cox proportional hazards reduction models used to predict
mortality in 2014
– Three religious measures
– Other demographic and economic social determinants of
health
– Health status confounders
– Health behaviors
– Social ties

Findings

•

After adjustment for confounders,
– Attendance at religious services had a dose-response with
mortality
• Regular attendance associated with a 40% reduction in
mortality hazard, HR=0.60 (95% CI 0.53-0.68)
– For those who ranked religion as “very important”
• 4% increased risk of mortality, HR=1.04 (95% CI 1.01-1.07)
– Risk of mortality not associated with religious affiliation

Other Factors and Explanations

•
•

Other factors associated with reduced mortality
– Higher income and net worth, female, Latinx, native birth
Explanations
– Frequent religious attendance is mediated by health behaviors
(smoking, drinking)
– Greater religious importance may coincide with illness,
physical decline, other aspects of aging

Religion is multidimensional
Different aspects may have different
associations with health

Why this
Study is
Important

Large, nationally representative sample
Longitudinal design
High quality measures of wealth and net
worth
Limitations
• Reliance on self-report, absence of biological
measures

R/S and
Young
Adults

• Younger cohorts are less likely
to attend religious services, but
do express self-reported
spirituality
• Purpose in life
– Conceptualized as one
aspect of spirituality13
– A potentially modifiable
health asset that enhances
well-being14
• Prospective examination of
these associations among a
large sample of young adults14

Growing Up Together Study (GUTS)

• 16,882 children of the 116,430 registered nurses
enrolled in the Nurses’ Health Study, started in 1996
• In 2007, a measure of sense of mission was included in
the GUTS questionnaire
– Baseline n=9,860, mean age of 22.97 years
• Outcomes assessed in 2010 and 2013
– Final analytical sample of 6,323 to 7,463

Findings
•

Generalized estimating equations models
– Controlled for sociodemographic characteristics, religious service
attendance, maternal attachment, and prior values of outcome
variables

•

Greater sense of mission
– Associated with greater psychological well-being
• Life satisfaction, positive affect, self-esteem, emotional
processing, emotional expression
– Associated with use of preventive health care and more volunteer
activities
– Not associated with physical health or other behavioral outcomes

Strengths and Weaknesses
•

•

Strengths
– First study to provide evidence that the associations of sense
of mission and several health and well-being characteristics
are bi-directional
– Large cohort, longitudinal design with strong analytics
Weaknesses
– Single question o evaluate sense of mission
– Reliance on self-report (sense of mission, well-being)
– Inability to control for baseline psychological health
– Offspring of nurses

Why this Study is Important

• Interventions designed to increase a sense
of mission or purpose among young
adults may result in a healthier population
– Greater psychological well-being
– Better health with more use of
preventive care

Religion, forgiveness, hostility, and
health: A structural equation analysis
•

•

8500 American adults were asked to participate in web-based
survey
– Survey sponsored by Spirituality and Health
– Sampling frame reflects demographic characteristics of the
2000 United States Census
– Final sample of 1629 participants
• 816 men
• 813 women
– Conducted by Equation Research in 08/2004
Hypothesis: religious participation exerts a positive influence on
health by increasing forgiveness and reducing hostility
Lutgen, Silton, & Flannelly, 2012 (15)

Religion
• Religious affiliation
• Three questions
• How religious are, how often do you
pray, how often do you attend
religious services

Methods
(Measures)

Forgiveness
• 2 questions, forgive self and forgive
others

Hostility
• Scale from the Symptom Assessment

Subjective health
• SF-36

Results
Religion was significantly related to
health indirectly via the pathway of
increased forgiveness and reduced
hostility
•
•
•

People who were more religious
were more forgiving (b=.59)
Greater forgiveness was associated
with less hostility (b=-.10)
Lower hostility was associated
with greater subjective physical
health (b=-.22)

Religion had only a small indirect
effect on health (b=.013)
Small effects may have substantial
consequences

Religiosity indirectly affects health
through the mediating variables of
increased forgiveness and reduced
hostility

Why this
Study is
Important

Structural equation modeling may parse
the disparate pathways mediating the
relationship between religion and health

Limitations include:
• Latent variable of forgiveness had 2 observed
variables, each of which involved self-reports of
forgiveness
• Connection between religion and forgiveness is
highly nuanced

R/S and Mental Health
• Problem of proof
• More sophisticated research
approaches
• Leap of Joy or
Leap of Faith…
Thank you
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REASONS TO TAKE A SPIRITUAL
HISTORY
• Diagnostic/Evaluative Utility
• Symptoms may present in context of R/S
• Differentiate R/S beliefs from OCD, hypomania, psychosis
• Information about coping style, support structure

REASONS TO TAKE A SPIRITUAL
HISTORY
• Therapeutic Utility
• Many (but not all) patients want providers to ask them about R/S
• Aids therapeutic alliance
• Culturally competent care and treatment planning

THERAPEUTIC UTILITY:
WHAT PATIENTS WANT?
• Systematic Review: 54

Studies,12,327 patients
• Inpatient and Outpatient
• Mostly USA
• One psychiatry article,

many [psycho]oncology
and palliative care articles
Best et al 2015.

WHAT PATIENTS WANT
•

Do patients want their doctors to ask them about R/S?
•

•

Median 70.5% said yes
•

Likelihood increased with more education, private insurance, personal religiosity (and demographic
factors a/w this), increased severity of illness

•

Those who do not identify as religious often still think physicians should ask about R/S (45% per
Ehman et al 1999)

Large minority said no
•

Likelihood increased if patients were not seriously ill, or if they preferred to turn to other individuals
for spiritual support (such as family members)

•

Concerns about boundaries; concerns that this may signal that patient is sicker than they realized
Best et al 2015.

WHAT PATIENTS WANT
•

Other Themes:
•

Asking about R/S as part of seeing patient as a whole person
(preferred) vs. as a precursor to spiritual counseling (less preferred)

•

Patients often feel vulnerable, and therefore reticent to bring up R/S if
they are unsure how physician will respond

•

Importance of R/S for coping

•

15 studies addressed praying with patients
Best et al 2015.

WHAT ABOUT PSYCHIATRY?
•

Less data on patient preference and outcomes

•

Baetz et al 2004: survey link on Department of Psychiatry home page at Canadian University + those
in waiting room at mental health clinic —> 157 patients

•

•

53% say it is important to have R-S addressed in their MH treatment;

•

47% say it is important to know R-S orientation of psychiatrist

Stanley et al 2011: survey of 66 (out of 142, 46% response rate) adults aged 55 and older who had
previously participated in study of CBT for anxiety/depression
•

82% felt it was important for counseling to include attention to R-S

•

73% said R-S played a significant role in their lives at present

•

53% say it is not important to know R-S orientation of counselor, 44% say it is

WHAT ABOUT PSYCHIATRY?
•

2 studies from schizophrenia clinic in Geneva

•

Huguelet et al 2011: 84 outpatients (part of intervention study)

•

•

At baseline: When asked if they wish to speak to their psychiatrist about R-S, 51% said Not at all or a
little, 28% said A lot or totally

•

Rates decreased in control group (when psychiatrists were told not to ask about R-S unless patient
brought it up)

Mohr et al 2014: 147 outpatients asked by their psychiatrist if they would like to address R-S issues in their
care at the clinic
•

25% said yes, of those, 33% do not discuss R-S with anyone

•

Of those who said no, 64% do not discuss R-S issues with anyone

THERAPEUTIC UTILITY: THERAPEUTIC
ALLIANCE
•

OASIS: Oncologist assisted spiritual intervention study (Kristeller et al 2005)
•

•

oncologists using semi-structured tool to ask outpatients about R/S concerns
•

takes 5-7 minutes

•

focuses on relating R-S to experience of illness/coping with illness, and assessing resources/support
around this

118 participants (out of 124, 95% response rate), recruited in waiting room, randomized to usual care or
intervention groups
•

assessed immediately after intervention, and 3 weeks later

•

Results: most patients approved of the intervention

•

Results: improvements in depressive symptoms and QOL and an improved sense of personal caring
from their physician (latter was only addressed in intervention group)

THERAPEUTIC ALLIANCE
•

Ehman et al 1999
•

177 adult
outpatients at
pulmonary
practice at
University of
Pennsylvania

THERAPEUTIC ALLIANCE
•

84/117 patients with schizophrenia/non-affective psychosis at a psychiatric
clinic in Geneva (72% agreed to participate); 3-month follow-up period

•

All psychiatrists attended training session; patients were randomized to
experimental and control groups

•

In experimental group, psychiatrist used semi-structured tool to conduct
spiritual assessment; in control group, psychiatrists were instructed not to
discuss R/S unless patient brought it up

•

At three-month, improved appointment attendance in experimental group;
similar measures of patient satisfaction in both groups

Huguelet et al 2011.

THERAPEUTIC UTILITY: TREATMENT
PLANNING
•

Integration of an understanding of R/S into discussions of behavioral activation,
lifestyle modifications, etc.

•

Chaplaincy Referral

•

Mind-Body Interventions

•

Religiously modified psychotherapies
•

Mixed results for R-CBT (Lim et al 2014, Propst et al 1992, Tulbure et al 2018)

•

Existential therapies (Breitbart et al 2004)
Balboni et al 2017.

CAVEATS
•

•

Survey data:
•

Participation bias,

•

Only some studies use validated survey tools

Generalizability:
•

Limited data from psychiatric settings and inpatient settings;

•

No data from inpatient C/L settings
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The spiritual history as a clinical skill
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Create an open environment

Academy of Consultation-Liaison Psychiatry

Listen actively
§ Your “spiritual radar” should function in all sections
of the interview
– Attend to both spoken and unspoken R/S themes
– Clarify all terms
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Reflect on your own R/S
§ Aim is to minimize negative effects of countertransference
§ Consider: assessing whether a patient’s religious practices constitute
hyperreligiosity
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Take R/S history routinely
§ Hard to tell who will desire vs. eschew this discussion
§ Power dynamic in clinician-patient relationship places responsibility on
the clinician to initiate the discussion
§ In C-L, exceptions abound- i.e. delirium, agitation
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Instruments for assessment
§ At least 25 instruments have been created to aid health care
professionals in gathering R/S history (Lucchetti 2013)
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FICA
§ F - Faith and Belief
§ I - Importance/influence
§ C - Community
§ A - Address in Care
Puchalsky 2000
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F
FICA

Do you consider yourself spiritual or religious?
Do you have spiritual beliefs that help you cope with stress?
If the patient responds “No,” the health care provider might ask, “What gives your life meaning?”
Sometimes patients respond with answers such as family, career, or nature.

I

C

A
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Puchalski 2000

F
FICA

Do you consider yourself spiritual or religious?
Do you have spiritual beliefs that help you cope with stress?
If the patient responds “No,” the health care provider might ask, “What gives your life meaning?”
Sometimes patients respond with answers such as family, career, or nature.

I

What importance does your faith or belief have in your life?
Have your beliefs influenced how you take care of yourself in this illness?
What role do your beliefs play in regaining your health?

C

A
Academy of Consultation-Liaison Psychiatry

Puchalski 2000

F
FICA

Do you consider yourself spiritual or religious?
Do you have spiritual beliefs that help you cope with stress?
If the patient responds “No,” the health care provider might ask, “What gives your life meaning?”
Sometimes patients respond with answers such as family, career, or nature.

I

What importance does your faith or belief have in your life?
Have your beliefs influenced how you take care of yourself in this illness?
What role do your beliefs play in regaining your health?

C

Are you part of a spiritual or religious community?
Is this a support to you and how?
Is there a group of people you really love or who are important to you?

A
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Puchalski 2000

F
FICA

Do you consider yourself spiritual or religious?
Do you have spiritual beliefs that help you cope with stress?
If the patient responds “No,” the health care provider might ask, “What gives your life meaning?”
Sometimes patients respond with answers such as family, career, or nature.

I

What importance does your faith or belief have in your life?
Have your beliefs influenced how you take care of yourself in this illness?
What role do your beliefs play in regaining your health?

C

Are you part of a spiritual or religious community?
Is this a support to you and how?
Is there a group of people you really love or who are important to you?

A

How would you like me, your healthcare provider, to address these issues in your health care?
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Puchalski 2000

Other techniques
§ Existential questions
– What is important to the patient? How does one respond to
struggles?
– Universal experiences à normalizing rather than pathologizing
– Often uncovers sources of coping
Academy of Consultation-Liaison Psychiatry

Existential questions
§ In troubled times, where do you find peace? When you are afraid or in
pain, how do you find comfort?
§ Where do you find strength?
§ Is this illness the hardest thing you’ve faced? What has sustained you
during other difficult times?
§ What most gives your life a sense of worthiness?
§ What is your best sense of what your life is about? If you were fully
thriving, what would be happening?
Griffith 2002
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Existential questions
§ For whom, or for what, does it matter that you live and persevere?
§ Who truly understands your life? Who is worthy of your trust?
§ How would you like others to remember you?
§ For what are you most grateful?
§ When have you felt most alive?
§ What most stands in the way of your becoming the person you most
want to become?
Griffith 2002
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Nuances
§ Focus on different aspects depending on the differential
– Compulsive need to engage in practices à Relief afterward? Related
symptoms?
– Large amount of time spent reading holy text à New onset? Other
manic or psychotic symptoms?
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Life stage/clinical situation
§ Patient who has a terminal illness with expectation of just days left to
live
§ Young patient who was just informed of a new medical diagnosis
§ Patient in the ER who you will only see once
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What not to do
§ Prescribe or force R/S in general, or any
particular views
§ Debate or argue over beliefs
§ Disclose more than necessary
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Thanks!

§ Larkin.Kao@va.gov
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Objectives
• Articulate the development and implementation of mental health
evaluation guidelines for the End-of-Life Option Act (EOLOA) for the UCSF
Cancer Center.
• Compare and contrast CA EOLOA and UCSF Protocol.
• Demonstrate an understanding of attitudes towards EOLOA based upon
faith based, religious and spiritual beliefs.
• Case based vignettes illustrating religious and spiritual values relative to
EOLOA.
• Understanding of opportunities beyond MH Evaluation for EOLOA.
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California End of Life Option Act: Confirming “Informed Decision”
His or her medical diagnosis
and prognosis.

The potential risks
associated with ingesting the
requested drug.

The probable result of
ingesting the drug.

The possibility that he or she
may choose to obtain the
drug but not take it.

The feasible alternatives or
additional treatment options
• Including, but not limited to,
comfort care, hospice care,
palliative care, and pain control
Academy of Consultation-Liaison Psychiatry

California End of Life Option Act:
Steps the Patient Must Take
The patient makes three
requests
• Two oral at least 15 days apart, one
written request using a special form

The patient must then see a
second “consulting physician,
“ who confirms the patient’s
diagnosis, prognosis, and
ability to make medical
decisions

Before taking the drug, the
patient must sign a form that
says they took the drug
voluntarily.

The patient must take the
drug himself or herself.
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California End of Life Option Act:
Mental Health Specialist’s Role
CA EOLOA
If either physician thinks the patient
might have a mental disorder, the
patient must also see a mental health
specialist.

UCSF
Patient completes required oral and
written requests with both physicans.
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If a mental health specialist
assessment referral is made, no aidin-dying drugs shall be prescribed
until the mental health specialist
determines that the individual:
• Has the capacity to make medical decisions and
• Is not suffering from impaired judgment due to
a mental disorder.

Mandatory MH Evaluation
no aid-in-dying drugs shall be
prescribed if:
• Lacks the capacity to make medical
decisions due to psychiatric or
neurocognitive disorder.
• History of a suicide attempt.

Experiential Reflections
§ 30+ evaluations since enactment, June 9, 2016.
§ Loss of meaning, choice and connection in the face of
helplessness.
§ Demoralization and existential anxiety.
§ Sense of loss of autonomy and control over suffering, pain,
timing and place of death.
§ Reconciling religious and spiritual values.
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Multi-Ethnic Attitudes Toward Physician-Assisted Death in
California and Hawaii
§ Study to compare attitudes of residents from California and Hawaii to identify
variables that may predict attitudes toward PAD.
§ A cross-sectional online survey of 1095 participants from California and 819
from Hawaii. Data were collected between July through October 2015.
§ The study showed that in the ethnically diverse states of California and Hawaii,
faith/religion/spirituality and age are major influencers of attitudes toward
PAD and not ethnicity and gender.
§ Even in the subgroups least supportive of PAD, the majority supports PAD.
Periyakoil et al 2016
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Periyakoil et al 2016

US Physicians’ Religious and Other Objections to PAS, TS and WLS
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Curlin et al

Religious Perspectives on PAD and Euthanasia:
A Brief Overview
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Roman Catholic
§ “While the Church exhorts civil authorities to seek peace, not war, and to exercise
discretion and mercy in imposing punishment on criminals, it may still be permissible
to take up arms to repel an aggressor or to have recourse to capital punishment.
There may be a legitimate diversity of opinion even among Catholics about waging
war and applying the death penalty, but not however with regard to abortion and
euthanasia.” To compound confusion, physician-assisted dying is frequently and
erroneously considered euthanasia:
§ Pope Francis, despite being considered more liberal than past popes, has continued
statements against physician-hastened death, stating that the practice is “false
compassion” and a result of our “throwaway culture” that devalues and dehumanizes
the sick. Catholic organizations are often in the lead in organizing against Death with
Dignity laws or ballot initiatives.
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Various Mainline and Liberal Christians
§ Many UCC clergy have been supportive of right-to-die legislation, and the UCC
continues to encourage open, inclusive conversations about all aspects of death and
dying.
§ Pro-choice statements have been made by the United Church of Christ, and the
Methodist Church on the US West Coast. The Episcopalian (Anglican), Unitarian
Universalist, Methodist, Presbyterian and Quaker movements are amongst the most
liberal, allowing at least individual decision-making in cases of hastened death.
§ 27th General Synod, UCC’s Executive Council sent a draft resolution “In Support of
Physician Assistance in Dying” back to the working group for further study.
§ https://www.deathwithdignity.org/learn/religion-spirituality/
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Mormon
Euthanasia is condemned. Anyone who takes part in euthanasia,
including assisted suicide, is regarded as having violated the
commandments of God. However the Church recognizes that
when a person is in the final stages of terminal illness there may
be difficult decisions to be taken. The Church states that, “When
dying becomes inevitable, death should be looked upon as a
blessing and a purposeful part of an eternal existence. Members
should not feel obligated to extend mortal life by means that are
unreasonable.”
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Judaism
§ The Union of Orthodox Jewish Congregations has been heavily involved
in efforts, in both Congress and the courts, to restrict physician assisted
death. In 2000, Rabbi J. David Bleich, Jewish Law Professor at Yeshiva
University’s rabbinical seminary and Law Professor at Yeshiva’s Cardozo
Law School, stated that “Judaism places the highest importance on
palliation of pain, particularly in the case of terminal patients,” and that
“Judaism teaches that suicide is an offense against the Deity who is the
Author of life.” Conservative and Reform leaders have called for
increased discussion of end-of-life issues, but have not issued official
positions on assisted dying.
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Buddhism
§ The teachings of the Buddha don’t explicitly deal with aid in dying, but the
Buddha himself showed tolerance of suicide by monks in two cases. Buddhists
are not unanimous in their view of physician-assisted dying.
§ The Japanese Buddhist tradition includes many stories of suicide by monks;
suicide was used as a political weapon by Buddhist monks during the Vietnam
war. In Buddhism, the way life ends has a profound impact on the way the
new, reincarnated life will begin.
§ So a person’s state of mind at the time of death is important: their thoughts
should be selfless and enlightened, free of anger, hate or fear. This suggests
that suicide is only appropriate for people who have achieved enlightenment
and that the rest of us should avoid it.
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Hinduism
§ There are several Hindu points of view on physician aid in dying. Most
Hindus would say that a doctor should not accept a patient’s request for
death since this will cause the soul and body to be separated at an
unnatural time. The result will damage the karma of both doctor and
patient. Other Hindus believe that physician-hastened dying cannot be
allowed because it breaches the teaching of ahimsa (doing no harm).
However, some Hindus say that by helping to end a painful life a person
is performing a good deed and fulfilling their moral obligations.
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Islam
§ Human life per se is a value to be respected unconditionally. The concept of a life not worth living
does not exist in Islam. Justification of taking life to escape suffering is not acceptable in Islam. The
Prophet Mohammad said: “Among the nations before you there was a man who got a wound and
growing impatient with its pain, he took a knife and cut his hand with it and the blood did not stop
until he died. Allah said, ‘My slave hurried to bring death upon himself so I have forbidden him to
enter Paradise'” (Qur’an 4:29).

§ Patience and endurance are highly regarded and highly rewarded values in Islam. “Those who
patiently persevere will truly receive a reward without measure” (Qur’an 39:10). “And bear in patience
whatever ill maybe fall you: this, behold, is something to set one’s heart upon” (Qur’an 31:17). When
means of preventing or alleviating pain fall short, this spiritual dimension can be very effectively called
upon to support the patient who believes that accepting and standing unavoidable pain will be to
his/her credit in the hereafter, the real and enduring life.
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Vignette 1
61yo woman with hx of multifocal intrahepatic cholangiocarcinoma (dx'd
2016; s/p multiple rounds of chemo, most recently on TAS-120, with
treatment course c/b RLE DVT in 3/2018, on lovenox, NAFLD, cirrhosis with
ascites, biliary obstruction w/ hx of cholangitis and multiple stent
placements, s/p cholecystectomy in 2015, s/p admission from 6/21/2018
to 6/23/2018 for fever/rigors, malaise, poor sleep, and difficulty
concentrating.
§ "To my great surprise my brother, whom is a Mormon, is great nonjudgmental, asked if I wanted to get buried by our mother, and felt it was
an honor." "My partner was OK with that, and thought it would be nice
to be remembered in that way." "Things are changing," which he relates
to learning of his family's very supportive stance recently.
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Vignette 2
§ 67 y/o female with Stage IV lung adenocarcinoma c/b brain metastases,
s/p carboplatin/pemetrexed, s/p clinical trial with nivolumab, enrolled
with hospice with 6 month or less prognosis.
– Grew up in Jewish religion; "Proud of my heritage, celebrate
holidays, don't go to temple.“
– "Culturally Jewish but don't find it comforting.“
– Used to walk up to the Marin Headlands overlooking the Golden Gate
Bridge, imagining herself with nature following her death.
– "A friend of mine from 9 y/o, a devout Catholic even thought my
situation was so bad.“
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Vignette 3
§ 63 y/o female with Stage IB rectal adenocarcinoma with
metastatic disease.
– She values her Buddhist faith in terms of reaching the end of her life
and not having to burden her family nor herself with further suffering.
– Struggled with decision to pursue EOLOA due to a dilemma with her
state of consciousness at the time of death as a major determinant of
the next rebirth.
– With the help of her spiritual advisor and embracing a Japanese sect
of her practice acknowledges rightful end to suffering, having lived a
valued life and reached a transcendent state of mind prior to death.
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Vignette 4
§ 44 y/o with recurrent stage IIIC high grade serous ovarian CA, s/p
chemotherapy, XRT and numerous recurrences, no longer eligible for any
clinical trial.
– Catholic. Has been reading "Proof of Heaven," and
various related books; "trying to think about what comes next.“
– "Don't want to die and would like to have a miracle, I hope for life.“
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Vignette 5
§ 59 y/o male with metastatic colorectal cancer. His spirituality hasn't
necessarily changed since his cancer diagnosis, though he has at times
felt challenged. He has actually felt more shaken by some of the search
and rescue body recoveries that he has participated in in the past.
§ Christian Scientist: "legacy stays behind, I don't practice it for spiritual
comfort."
§ "I want to let the disease run its course, at peace whenever it comes,"
denying any pain throughout her treatments or currently.
§ "Been so comfortable not sure I would use it," currently in hospice and
have not had any pain, with no desire to shorten his life. "Main fear is
pain." Has been open with his daughter, who is "perfectly comfortable"
with this option.
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Vignette 6
48 y/o male with metastatic kidney cancer.
§ "Much of my life is about curiosity," reflecting on an old European
nursery rhyme he heard as a child, "The Bear Went Over the Mountain."
§ Raised Catholic, "non-religious, spiritual yes." 15 yrs ago traveled to
Bhutan, and learned about a dying ritual which includes, cremating the
departed and mixing ashes with soil around house, and creating "stupa"
icons with ashes and gathered clay, which is the manner in which he
would like his ashes handled, which he has conveyed to his wife and
friends.
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Opportunities Beyond MH Evaluation for EOLOA
§ Articulating and memorializing one’s legacy, including religious and
spiritual beliefs in the face of suffering and end of life issues.
§ Opportunity to reflect on meaning and potentially existential suffering.
§ Reconcile one’s religious and spiritual beliefs in terms of EOLOA.
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Thanks!

§ lawrence.kaplan2@ucsf.edu
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What fractions is she willing to accept?
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Consider involving a chaplain or pastor
Balboni TA, et al. Provision of spiritual care to advanced cancer patients: associations with
medical care and quality of life near death. J Clin Oncol 2009; 27:1-7.
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Safety Assessment
A 25 year old survivor of sexual abuse presents to the ED with
SI, but says she fears killing herself because of her faith. What
more would you want to know?
Does she feel God would punish or forgive suicide?
Does she have fantasies of reunion after death?
Does she have an accessible faith community?
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A young Pentecostal woman presents with involuntary
vocalizations and grimaces she calls “manifestations.” What
diagnostic possibilities come to mind?
Seizure disorder
Tourette’s disorder
Dissociative disorder
Religious or spiritual problem
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religion concerning. What are the diagnostic possibilities?
Recurrent mania/hypomania
Adolescent turmoil
Normal religious conversion experience
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Differential Diagnosis 3
A trauma survivor and seminary graduate in her 60s expresses
SI, unable to believe in a God who could have made her “so
damaged”. What diagnoses come to mind?
Complex PTSD with depression
Major depression
The “Dark Night of the Soul”
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Differential Diagnosis 4
A young Orthodox Jewish man spends increasing amounts of
time reading the Torah and praying using phylacteries. What is
in the differential diagnosis?
Scrupulosity
OCD
Normal religious devotion

