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IS RELIGIOSITY HELPFUL FOR PATIENTS WITH HEART FAILURE?
IMPLICATIONS FOR MEDICAL ETHICS

ANCA DANIELA FARCAS?, LAURA ELENA NASTASA?, CRISTINA ANETA TIRHAS?

ABSTRACT. The present study aims to underline the current discussions on the
religiosity-health outcome relation, highlighting the tensions that may arise in the
course of the medical practice on the following questions: a) Is religiosity itself an
(independent) factor capable to affect the outcome of patients with heart failure,
or is the association between religiosity and health benefits mediated by other
social and psychological factors?; b) To what extent do religious beliefs conduct to
illness avoidance or acceptance and to adequate treatment commitment, in other
words those beliefs support or contradict the medical approach?; c) What
measures on social policies and medical counselling level would be more effective
and appropriate for the Romanian system?; d) In which of the following policy
areas could the bioethical dimension be more flexible and efficiently integrated:
the doctor-patient relationship, the steps of the medical act, the curative decision
making and/or the long-term support of the patient? A large understanding and
evaluation of the ethical and legal frame regarding the patient’s information,
treatment and healthcare is required for the medical practitioners as long as the
shared decision making between patient and clinician is one based on modern
medical principles followed by clinicians.
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Introduction

The role of religiosity in healthcare has been highlighted by many specialists
(sociologists, psychologists, physicians, theologians, representatives of health policies
organizations, etc.). The ability of religion experienced at individual level to provide a
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sense of life and to engage psychologically and socially in support of professionals
in the realm of medicine, health counselors, psychologists and medical sociologists,
derives from multiple mechanisms of individual engagement (coping, resilience,
social adjustment) between his/her struggle in the context of illness and the
achievement of individual wellness. At the social level, religion offers the
framework for social control, assures the homogeneity of values and attitudes, and
- morally - legitimizes the support of the community in the case of illness of a
member. So, in a competitive, materialistic and stressful world, religiosity offers a
way to achieve a sense of spirituality at the individual level, while the community
obviously empowers the effect of religion by its own principles (human life as a
positive value, altruism, mutual help in community through emotional and social
support etc.), thus legitimizing them.

Scholars (Oman & Thorensen, 2002) have proposed several perspectives
from which religion as a spirituality pathway can influence health: (i) the
'psychobiological' perspective - claims that spirituality in health outcomes is
manifested by psycho-neuro-immunological or psycho-neuro-endocrine mechanisms;
(ii) the 'psycho-behavioral' route of interpretation - considers that religion as an
anchored spirituality may influence health by certain psychological characteristics,
stronger motivation on care and social support; (iii) the 'super-empirical'
assumption - assumes that religiosity as a dimension of spirituality functions as a
high empirical trigger to health, based on established health behaviors and
psychological states; (iv) 'any pathway' - a broad view through spirituality / religion
combines the four patterns of their psychological and social indicators
(psychological states and tested psychological and social influences). We consider
that the latter perspective on the relationship between religiosity as a spirituality
dimension and psychosocial indicators in terms of demonstrated benefits on health
outcomes can offer a better insight on this matter.

The study is structured in two main parts. The first part focuses on the
empirical knowledge regarding the relationship between religiosity / spirituality
and other elements of social support and illness / health, in order to clarify the
meaning and the multiple influences on social and spiritual (religious) aspects of
health in general, and cardiovascular health in particular. The second part focuses
on the bioethical implications of the relationship between the treatment and care
of long term (cardiovascular) patients in the light of religious aspects, pointing out
the need for an integrated approach of the significant variables involved in the bio-
medical and psycho-ethical domains of medical act, treatment and support. In this
respect, the current approach on the medical practice encourages clinicians to
involve medical ethics in the “traditional” evidence-based perspective. Therefore,
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the resources will be used more reasonably and will meet the expectations of the
today patient (Kirkpatrick, Fields, & Ferrari, 2010).

Religiosity and / or social factors? A map of overlapping influences

Religion as an individual experience has five basic components: intellectual,
ideological, public and private ritualistic, and religious experience / experimentation.
These components can be aggregated by two dimensions: the ideological-
experiential (as a source of individual motivation) and the ritual-community
(individual engagement in social relations in the community - as an external
motivation - and support offers from the religious community). Such mixed
categories could be seen as ways of activating personal religious constructs and
their intensity describes the likelihood of a central position of the constructivist-
religious system in personality (Huber & Huber, 2012). Since Romanians attach
great importance to religion as a support in everyday life, as indicated by the
national barometers, this analytical route deserves to be investigated more closely
by addressing chronic patients, especially patients with cardiovascular disease.

Medical studies (Farcas, Stoia, Anton et al., 2017) largely demonstrated
that the prognosis and evolution of heart failure patients depends on both physical
factors (clinical, hemodynamic, biological, etc.) as well as psychosocial factors:
anxiety, depression, stress and perception of stress (Farcas & Nastasa, 2014). The
last decades have brought an increasing focus on the impact of psychological and
socio-economic factors both in the evolution of patients with heart failure and in
the quality of their lives (Uchino, Cacioppo, & Kiecolt-Glaser, 1996). In this light,
among the psychological factors, the interference of the religious dimension is
important to be considered throughout medical process ((Farcas & Nastasd, 2011)
and ethical management in hospitals (Agheorghiesei & Copoeru, 2013).

A convincing series of data supports the major negative effects of stress
and negative emotions (depression, anxiety, anger) on health, healing or life
expectancy (Goidescu, Farcas, Anton et al., 2017; Kubzansky & Thurston, 2007;
Russ, Stamatakis, Hamer et al., 2012; Segerstrom & Miller, 2004 ). At the same
time, social support has been shown to protect against illness and increase
longevity (Hemingway & Marmot, 1999; Holt-Lunstad & Smith, 2012; Schwarzer
& Rieckman, 2001). Religiosity influences the type of support and care that
patients receive once they return home, and also affects their commitment to
medical treatment. The existence of a religious community will provide a very
important social and instrumental support to the patient at home (household
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services and care, psychological support, the encouragements to make medical
checks regularly etc.).

But systematic studies proving the benefits of religiosity through direct
mechanisms of health in its objective parameters are relatively inconclusive and
even contradictory. Literature reviews indicate very weak ties in measurable
parameters - associations being mainly produced by intrinsic psychological /
subjective mechanisms - between religious adhesion and health benefits. Some
researches in the area of heart disease and hypertension show no significant
statistical associations between health and religion variables as "taken for granted"
(Medscape, 2010; Richard & Sloan, 2002). This relationship seems to be mediated
by different social factors (often superposed with religiosity), other than religion
itself, such as: social and financial status, familial and communitarian context,
cultural and psychological background, psychological characteristics of the
individual etc. (Uchino, Cacioppo, & Kiecolt-Glaser, 1996).

There seems to be a generally assumed evidence: at the subjective level,
the empirical findings show that both patients and caregivers declare various
benefits from spirituality and religiousness by the involvement of better coping
with illness consequences, lower perceived symptoms, and increased quality of life
(Butter & Pargament, 2003; Chang, Noonan, & Tennstedt, 1998, Farcas & Nastasa,
2011; Pargament, Koenig, & Perez, 2000).

At the objective level, different studies based on epidemiological trends
and statistics, morbidity and mortality in different types of societies point to the
conclusion that the lack of / decreasing social support increase the levels of disease and
mortality. With or without a healthy lifestyle and other protective factors (housing,
medical care, poverty / welfare), literature suggests that familial-social isolation has
become an indicator of poor prognosis in health outcomes and mortality, both on
short and long term (Cockerham, 2007; Wenger, 1984). The role of social network
seems to be essential for these results, facilitating the share of care and resources.

Relations between the treatment and care of heart failure patients in the
light of religious/spirituality aspects (bioethical implications)

The set of religious beliefs and practices are commonly used by patients to
deal with illnesses and other stressful changes in life. Studies have shown that
patients with terminal illnesses have mostly unsatisfied spiritual needs, so care for
patients with chronic illnesses also requires attention to these needs (Koenig,
1998). Failure to do so can negatively affect health and increase mortality
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independently of mental, physical or social health (Ehman, Ott, Short, Ciampa, &
Hansen-Flaschen, 1999; Pargament, Koenig, Tarakeshwar & Hahn, 2001).

Patients' religious beliefs / spirituality can affect (even opposed to) decisions
about medical treatments, influencing their compliance, especially in serious
medical conditions (Balboni, Vanderwerker, Block et al., 2007; McCord, Gilchrist,
Grossman et al., 2004). Also, religious beliefs of physicians often influence the
medical decisions they make and affect the type of care they provide to patients,
including decisions on the use of palliative or analgesic medication (Curlin,
Lawrence, Chin & Lantos, 2007), and those decisions are often not discussed with
the patient, an issue which raises other deontological problems. In this context,
doctors need to be aware of all the factors that influence health and healthcare of
their patient, so along with information on smoking, alcohol use, etc., they should
ask for information regarding various life beliefs of individuals, and also about their
religion. An intimate dialogue between physician and patient is necessary to ensure
that the patient recognizes that there are complex compromises to be done
(involving the recognition of diagnostic uncertainty, advance care planning and
preparation for aggravation and/or death) when faced with medical decisions for
both the clinician and the patient.

Bioethics deals with the moral issues raised by medical research and
practice; every stage of man's existence has a deep ethical significance. Bioethics
has four basic principles:

1) respecting patient autonomy - recognizing an individual's right to self -
determination. Under these circumstances, the medical team provides the
patient with all the information necessary to make a decision, helping the
patient understand and apply this decision, but the team must be sure that
the decision was freely taken by the patient and not imposed by another
person. At the same time, the team must respect the choice made by the
patient, even if it does not agree with it, and can intervene only if there are
suspicions about the nature of the available information to the patient,
his/her ability to understand and if the decision was forced. Respect for
autonomy also requires recognizing the patient as a distinct personality,
who has his/her own purposes, beliefs and reasons for making choices and
planning the future. Thus, respect for the patient's autonomy goes hand in
hand with human dignity.

2) well-being - the physician must act in the best interest of the patient to
prevent harm and contribute to the well- being of the patient.
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3) non-harm - the first thought of the doctor should be to avoid harming the
patient ("do not harm" - primum non nocere), then do good;

4) justice - requires medical staff to treat each person equally, regardless of
race, sex, marital status, social status, economic status, religious belief of
the patient, etc.

Despite these general regulations, it is not easy to make a distinction
between an ethical and a legal approach in the field of medical practice. The
practitioners should face different constraints due to both legislation and rules of
their system (Tay & Tay, 2010) and social-cultural requirements of the individuals
(values, beliefs, attitudes, preferences, and goals — in other words, a patient-
centered health care — see Lampert, Hayes, Annas, et al., 2010) in the shared /
informed decision making process and in the course of the treatment.

The decision making process in the medical act should involve clinicians
who fully inform the patient about the risks and benefits of treatments, taking into
account patients' goals, values and desires (Lauridsen, 2013). Making joint decisions
that require regular discussion between clinician and patient with chronic illness,
such as advanced heart failure patients (Tanner, Fromme, & Goodlin, 2011), about
patient preferences and promoting high-quality and shared decision-making health
care is the best and most appropriate means of implementing patient-centered
health care.
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