Spiritual care
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Summary

Cultural wunderstanding (which
includes religions) is important if
comprehensive or holistic health care is
important. Especially in Africa. From
practical experiences (patient reports
given) the author illusirates how spe-
cial spiritual skills are needed, and she
pleads for specific training pro-
grammes in medical education, in
undergraduate programmes and in
continuing learning seminars. These
skills will become more urgent and our
competency more needed as we see
more cancers, AIDS and infertility
becoming epidemsics.

Introduction

There seems to be a great emphasis
placed on holistic care, in articles, poli-
cies'? etc, since the international health
conference in 1978 at Alma Ata. An
interesting aspect of the definition of the
Declaration of Alma Ata that I have is
that health is defined as “a state of com-
plete physical, mental and social well-
being and not merely the absence of
disease or infirmity”.?

This definition troubles me as it does not
sound holistic. Where is the spiritual
dimension in the definition? One could
argue that it is incorporated in the men-
tal part of the definition. However, “The
spiritual dimension is different from the
psychosocial dimension in that the for-
mer concerns a person’s relationship to
a higher being or God, as defined by the
individual, and the latter concerns itself
with the relationship of a person to him-
self or the environment. There is a dis-
tinct problem with teaching
psychosocial intervention skills for
meeting spiritual needs”.*

In practice
A 26-year-old lady made an appointment

with me because of headache and palpi-
tations for the past year or so. She was
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happily married, had a two-year-old son
and was very active in the church. She
was a teacher and said that there were
no financial or other problems. Bit by
bit, it transpired that the thing that
sometimes frightened her was the
thought of dying in a car accident. She
was not scared of disease, neither of her
husband or child’s death/illness. I exa-
mined her well, found no physical
abnormalities and gave her a low dose
of propranolol asking her to see me
again in one week.

At the follow-up visit, she was a little
better but still having the symptoms —
we seemed far from the root cause. I
asked more about her feelings related to
death. She said that she had “lost her
joy” as a Christian. She didn’t know the
reason. As we spoke, I asked her how
she would feel when facing God, after
her death. She then told me that above
all she feared that God would find her
guilty and condemn her, even though
she had felt that she had ‘repented’. We
spoke for a while about how this fear
was related to her illness and I offered
to pray with her and give her specific
Bible verses to take home and think
about. After praying, she left.

Our last consultation some time later
was just a visit by her. She told me of an
episode that had occurred the day after
the second consultation. She had been
sleeping and had suddenly woken up
with a suffocating feeling and with
severe palpitations. Her husband had
taken the Bible verses and started rea-
ding them to her. After a short while, the
palpitations subsided and they both fell
asleep. She had not had an episode since
then.

It is more than a year later and we see
each other occasionally. She says she
has not been ill since.

There was a spiritual need which, man-
aged optimally or not, was addressed. It
happened to be at the beginning of my
studies at Medunsa and I experienced
that the emphasis on patient-centred
care helped me more than anything else

to recognise that this patient had an
agenda which was layers ‘deep’.

A much unhappier outcome was one
where I was requested to see a young
girl of 14 with rheumatic valve disease.
The ward doctor wanted a second opi-
nion as this young girl was deteriorating
and no cause could be found. She was
awaiting a transfer to a thoracic unit for
a valve replacement. There were no
signs of cardiac failure, blood had not
shown any infection — in spite of this she
was started on intravenous antibiotics to
rule out an underlying infective endo-
carditis. When I saw her, she was list-
less, with cardiomegally and heart
murmurs but no cardiac failure and no
signs of infective endocarditis. The chest
X-ray showed a broadened mediastinum
above the heart, possibly indicative of
TB lymphadenopathy. I suggested more
tests — ESR, Mantoux — although she
was already in a borderline age for the
real significance of a Mantoux, and pos-
sible bronchoscopy later.

The next I heard of the girl was when we
discussed her postmortem at our weekly
mortality meeting. As all the tests were
being reported and the deterioration
described, I realised how horribly we
had failed her in the most important part
—namely in recognising her as a person.
No one had spoken to her about her
fears or her thoughts on death; she had
not been referred to our spiritual wor-
ker; we had done what is often done in
the terminal sections of surgical wards —
smiled brightly every day, greeting her
and done more and more tests.

Spiritual caring should not be seen as a
lukewarm kind of terminal counselling.
There needs to be a constant sensitivity
towards this need, as there should also
be towards physical, social and psycho-
logical needs. In comprehensive care the
balance is essential.

Research

Dr Thomas E Oxman® did a study to
examine the impact of religion on cardio-
vascular mortality. He reported on 212
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patients at least 55-years old who under-
went elective coronary artery bypass
graft surgery and/or aortic valve replace-
ment. As part of this prospective study,
they all underwent extensive psychiatric
testing prior to their pre—surgical visit.

He undertook this effort because he
recognised that for many people, reli-
gion increases in importance with age,
while other social and coping resources
diminish. Dr Oxman found a fourfold
increased risk of death within six
months, following cardiac surgery, in
those having no religious support, even
after there had been control of variables,
eg, severity of cardiac disease.

How to address our and our patient’s
needs in this area?

Our dilemma is that there is such a low
premium placed on spiritual health in
terms of undergraduate training and that
we subsequently all probably feel a bit
lost when confronted with the ‘how’. It
has been convincingly stated at medical
conferences by medical lecturers, that
there is no spiritual dimension and
therefore no need for sensitivity in this
area and this point of view has remained
unchallenged in a conspiracy of silence!

As part of the diploma in Clinical
Nursing Science for nurses I am
involved in as co-ordinator, there is an
orientation period for the new students
who are all experienced qualified nur-
ses. Part of the time spent on discussing
the concept of holistic health, is specifi-
cally delegated to spiritual care — as an
introduction. It is hoped that the
thoughts and interest stimulated in this
period might be productively utilised
throughout the year, laying a foundation
for a further professional practice.

Students are given the article by
Carole Piles® on the role of spiritual
assessment and care and this is dis-
cussed the following day. There is a
role play by students in which they
attempt to recognise and cope with
an expressed spiritual need. A num-
ber of counselling principles are usu-

ally also highlighted in this role play.

The main barrier to communication in
general, often identified in the role play
session, is the attempt of the health
worker to always have the right answers
for the patient — the giving-of-good-
advice. In one session we spent some
time around the comment made by the
‘health worker’ in the role play:
“Mudzimu u a divha” ie “God knows”.
This was said in a reassuring way in
response to a ‘stroke patient’ played by
another student, who was reacting
aggressively and angrily against her con-
dition, the staff and God. When the
‘patient’ was asked how she had felt
about this response “Mudzimu u a
divha”, she said she had felt frustrated
and had felt that the person was not
really listening. She had felt that she had
a problem with God allowing this to hap-
pen to her and she really didn’t need this
sort of advice.

A previous year-group of students, after
having read the article and having done
a role play, were asked to discuss some
ideas around the patient who says: “I
don’t want to die”. They felt the follow-
ing points might be helpful in such a
situation:

e [istening is more important than giv-
ing answers.

e Try to give the feelings of the patient
back to him — in order to help him to
sort out his thoughts — that is, to be a
facilitator. Even where the patient
asks directly for help, throw the ques-
tion back to him.

e If you don’t have the information or
skills — refer. Also refer for conti-
nuing care you might not be able to
give.

e With a very depressed person, do not
give too much input. A well-known
psalm could just be read to such a
person.

e For someone who is very absorbed
and busy thinking about his suffering,
comfort is what is most needed, eg, “I
am here, I want to help you”. Beware
of saying you know how the patient
feels.

A very depressed person
cannot handle a lot of

input.

Comfort is often what is

needed most.
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e The miracle lies in helping prepare a
patient to have peace in life and
death NOT a quick-prayer-cure. If the
prayer is part of the process, this is
acceptable.

e See the patient’s needs first. Two
comments made here concerned dif-
fering religious views, ie, it was
asked: Should the patient, if a
Moslem, be referred to his priest?
(With the implication that often
patients are proseletysed to another
religion whilst at their most suscepti-
ble OR that the level of discomfort is
so much more with a person of
another religion that optimal spiritual
caring might not be given.) It was felt
that love and acceptance and listen-
ing unjudgementally would lead to
greater patient openness than a dis-
cussion about the difference in our
beliefs. The second comment was
that the above would also apply
when patients sometimes express the
need to go to healing services —
whether one agrees or not, the
patient’s needs (agenda) must be
carefully weighed.

e Help patients to feel comfortable
about God, not fearful.

¢ We need to know more about differ-
ent religions and about spiritual care
in general. The college (Nursing)
should be approached to introduce
something like this.

e [f one wishes to use the Bible, the
Gideon’s version has specific verses
at the back or front, which could be
very helpful for different situations.
One should, however, avoid Bible
reading and prayer if you are very
uncomfortable with it because the
patient will perceive a falseness.

e Keep body language in mind.

These suggestions were made in a spe-
cific context. Another point made by a
pastor who joined the 1994/1995 group
for the discussion, was that there is a
tradition of condemnation in the local
churches which does not allow people
to be free to speak of their spiritual
needs. He mentioned examples like the
following. Some people, before drinking
tea, drive the demons out of the cup;

before food is cooked, the demons have
to be driven out, etc. This ‘demonisation’
has become a tradition in many chur-
ches in our context and leads to a diffi-
culty for people to be able to share
deeper things. There is a fear of condem-
nation which brings a barrier. He men-
tioned as well that the emphasis should
be on the love and the power of God
rather than on condemnation and the
power of evil. A specific word he cau-
tioned us not to use was the word ‘why?’
as this was often loaded with the impli-
cation of the sick person’s fault or sin.

After the session with the pastor, we
spent time on another question in the
class: “Why do people here (in Venda)
go to all types (eg faith healers, tradi-
tional healers and so-called Western
healers) of healers for the same com-
plaint?

A previous year-group had mentioned
the following reasons:

e There is a Venda proverb “Muthu ndi
ndou — hali muri muthihi fhedzi’, ie “A
man is an elephant. He does not eat
from one tree only”. This proverb is
commonly applied to polygamous
marriages but is also used to explain
why people go to different healers.
The students felt that it indicated a
need to be treated holistically.

e Healing is the aim, not the how.

e Some people go to the traditional
healer for one part and others then to
another healer for another part.

The current group of students empha-
sised that bad attitudes of health
workers often ‘forced’ people to try
other options; when complications
arose or a person did not get better
from one sector, he or she would try
another option; people want rapid
results, eg, if antibiotics have not been
perceived to have worked within one
day, another method will be sought.
Another reason was that ‘western’
medicine only partly helps in terms of
healing the body but does not address
the root cause, namely the who and
the why of the illness.
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A great deal of this discussion has to do
with beliefs, values and norms. There is,
in fact, not a great deal of discussion
around the physical aspect.

Challenges

In medical undergraduate training there
is little emphasis on sociology or on
types of religions. One could argue that
most doctors manage patients close to
their own culture and therefore do not
need this kind of undergraduate input. I
believe that this is not the case. At all
our universities, we are exposed to cul-
ture groups other than our own and a
very central part of communicating and
understanding is located in the under-
standing of patterns, ways of interpret-
ing life events (eg illness). Spiritual
understanding is inextricably linked
with this cultural understanding espe-
cially in an African context.

This seems to be a serious vacuum, IF
one is serious about so-called holistic
care. Otherwise, is there not simply lip
service being paid to the word and to the
concept? I agree with Weston’ that even
in undergraduate programmes, the inclu-
sion of the ‘arts’ is crucial to the curricu-
lum.

Apart from the curriculum which needs
to be more comprehensive in terms of
cultural understanding (including reli-
gions), it is also important that before
one can start working on strategies for
coping with spiritual signals, one has to
recognise such signals. This is different
from knowing all about someone else’s
religious beliefs. I may know a great deal
about the ZCC as a church but still miss
the subtly expressed need of my ZCC
patient! Piles mentions some clues
which help in the recognition of this
need: “Indicators of spiritual needs may
be expressions of fear, doubt or despair
whether verbal or non-verbal. The
nurse’s response to even simple clues
may determine whether a patient is will-
ing to share deeper concerns of a spiri-
tual nature.” Other clues mentioned by
her are fear of dying, anger at God, no-
ting whether there are religious articles

in the home or beside the bed, guilt feel-
ings expressed by the patient and oth-
ers.

In summary, the need seems to be for
skills training also in the spiritual field.
Many patients were found in Ms Piles’
study to be more at ease with health
workers than with pastors when it came
to really expressing their doubts, fears
and anger. This does not exclude refer-
ral to the pastor or spiritual worker.
Part of holistic care is recognising one’s
limits and getting the best person to
complement what one has already done.
However, due to inexperience, embar-
rassment or fear, I might be referring
patients far too soon and thereby limit-
ing part of my role as family practitioner
— continuity of care, understanding the
context, being interested primarily in the
person and not necessarily the cure and
other facets that I should be fulfilling.’

The above training should, I think, be
available from undergraduate level and
should also be available as seminars or
as a continuing learning programme for
postgraduate health workers. It is our
responsibility as primary health care
workers to be competent in an area
which will be more and more necessary
as we see cancer, AIDS and infertility
becoming epidemics.
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