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Approximately 79 percent of Americans believe that praying can help people recover 
from illness, injury or disease,1 and nearly 77 percent of American patients would like 
spiritual issues discussed as part of their care.2  Notwithstanding these statistics, Dr. 
Mitchell W. Krucoff and his colleagues at the Duke Clinical Research Institute published 
a study in the July 16, 2005, issue of The Lancet concluding that neither prayer nor 
therapy involving music, imagery and touch (“MIT”) significantly improved clinical 
outcomes after elective catheterization or percutaneous coronary intervention.3  The 
study, which is the latest development in the long-standing debate about the healing 
power of prayer, complicates the issue whether health laws and regulations should 
consider religious and spiritual practices part of health care. 
 
In the past 25 years, several individual studies, meta-analyses, systematic reviews and 
subject reviews have examined the association among religiosity, spirituality and health 
outcomes.  Many of these studies have found that religious involvement and spirituality 
are associated with better health outcomes, including greater longevity, coping skills and 
health-related quality of life, as well as less anxiety, depression and suicide.4  The fourth 
edition of the Diagnostic and Statistical Manual of Mental Disorders also recognizes 
religion and spirituality as a source of emotional support.5
 
However, not all research supports a positive relationship between prayer and better 
health outcomes.  In his recent study, Dr. Krucoff used a 2x2 factorial randomization to 
assign 748 patients undergoing percutaneous coronary intervention or elective 
catheterization to: (i) off-site prayer at established congregations of various religions (371 
patients) or (ii) no off-site prayer (377 patients), and to (i) MIT therapy (374 patients) or 
(ii) no MIT therapy (374 patients).6  Those patients who were assigned to off-site prayer 
prayed in accordance with the routine practices of the Christian, Muslim, Jewish and 
Buddhist congregations that they attended for a period of 5 to 30 days.  Those patients 
who were assigned MIT therapy relaxed their abdominal breathing, chose a “preferred 
place image” (defined as “the most beautiful, peaceful place he or she had ever been”) 
and listened to classical, country or easy listening music for a period of 40 minutes.7  Dr. 
Krucoff and his colleagues concluded that neither prayer nor MIT therapy resulted in any 
significant differences with respect to major adverse cardiovascular events, death or 
readmission to a hospital within the next six months.8  However, the study authors did 
note that mortality at six months was lower with MIT therapy than with no MIT therapy.9
 
Perhaps because of the conflicting scientific literature regarding the healing power of 
prayer, federal and state regulators are confused regarding whether religious and spiritual 
services should be considered part of health care.  For example, the federal Department of 
Health and Human Services stated in the preamble to its health information privacy 
regulations (the “HIPAA Privacy Rule”) that “health care does not include methods of 
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healing that are solely spiritual”10 and that “clergy or other religious practitioners that 
provide solely religious healing services are not health care providers within the meaning 
of th[e HIPAA Privacy Rule] . . . .”11

 
On the other hand, the Centers for Medicare & Medicaid Services stated in the preamble 
to its January 12, 2001, final regulations addressing Medicare payment for nursing and 
allied health education that, “[a]s early as the mid-1970s, Medicare recognized pastoral 
care as having a beneficial and therapeutic effect on the medical condition of a patient, 
and, therefore, the costs a provider incurs to furnish such care to its patients are 
considered patient care related costs.”12  In addition, regulations implementing the Texas 
Hospital Licensing Law explain that “the care of the patient includes consideration of the 
. . . spiritual . . . variables that influence the perceptions of illness.”13

 
Scientists have yet to reach a consensus regarding the relationship between prayer and 
health outcomes.  Until they do, federal and state regulators may continue to debate the 
appropriateness of including religious and spiritual services within legal definitions of 
health care. 
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