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How should we define spiritual healing? How should we think about its aims? How should we assess medical and scientific evidence of its effectiveness?  All of these questions are normative: that is, they already suppose an ability on our part to develop criteria for a “best practice” approach to research and scholarship on spiritual healing. As an historian of science and medicine, however, I am disciplinarily biased to feel that we must be diagnostic before we can be prescriptive. Who is already out there defining spiritual healing, thinking about its aims, and deciding on norms for assessing evidence of its effectiveness? And what do we think about the job these other people are doing?


Current efforts in the United States to study the effectiveness of intercessory prayer on the healing process – an intervention that I assume will be generally acknowledged as a spiritual healing practice – offer themselves as one arena where we can attempt to be a bit diagnostic before we become prescriptive. The prominence of such studies –the fact that many people perceive so much to be at stake in their outcomes -- may make it a particularly appropriate case to examine in some detail.

Prayer Research and the Religion- Health Connection 


In the United States, the prayer studies have established themselves as a special subfield of a larger research effort to investigate the health benefits of religious practice and belief more generally.  One of the things I want to argue is that this fact is critical for understanding, at least in part, why they have been designed in the way that they have. Before turning to the prayer studies themselves, let us therefore briefly review the research agenda of that larger territory, of which efforts to assess the efficacy of prayer are – for better or worse – a part.

The first and perhaps most straightforward item on that agenda is concerned with the possibility that church attendance is good for your health. The origins of this claim lie in epidemiological work that began in the late 1960s. This was a time of great medical interest in identifying the lifestyle and environmental factors that were contributing to the rising incidence of heart disease especially in the United States. Out of this work, social isolation emerged as a potentially important factor. Some work suggested, for example, that living in traditional close-knit communities protects against heart disease and, possibly, other common forms of morbidity and mortality. Other studies indicated that more isolated people within a community tend to be sicker and to die earlier than those who are more socially embedded.
  

The epidemiologists who first undertook this sort of work did not start out intending to investigate the possibility that religion is good medicine. From the beginning, however, membership in a religious community was included as one independent variable among many others that might act as measures of social embeddedness– and it soon became clear that it was a particularly important one. Various kinds of work began to suggest that church attendance was strongly correlated with a reduced likelihood of suffering from any number of health problems, especially in old age. Some studies even suggested that going to church was correlated with extended lifespan.
 

What might be the reason for this?  The most common answer in the literature has been to say that churches (and, by extension, synagogues and mosques) are good for your health because they provide exceptionally good social support, with its well-known protective properties. Religious communities tend to look after their members, they tend to frown on unhealthy behaviors like excess alcohol and drugs, and -- in being publicly concerned about each other’s health -- they might even tend to create a culture in which individuals seek medical assistance earlier than they otherwise might have.

That said, not everyone has satisfied that reducing church going to social support was an adequate explanation for the data. For example, in 1996, Israeli epidemiologist Jeremy Kark compared mortality rates in 11 secular and 11 matched religious kibbutzim between 1970 and 1985, and found that mortality in the secular kibbutzim was twice that of mortality on the religious kibbutzim. At the same time, he and his colleagues insisted, “there was no difference in social support or frequency of social contact between religious and secular kibbutzim…”
  

Findings like these led some to suggest that in fact social support is an inadequate explanation for the data linking church attendance to improvement on various health measures.  What kind of explanation then might be more adequate?  Two sorts are discernible in the literature. The first of these focuses on the putative stress-reducing effects of the various kinds of contemplative practices that are generally part of committed faith: prayer, meditation, ritual chanting, and so on. 
 The second focuses on the ways in which strong faith might be able to “turn on” endogenous healing physiological processes, and grounds its claims in indirect evidence drawn from new kinds of research on the placebo effect.  After being derided or ignored for years, the placebo effect – the tendency for patients’ belief in the efficacy of a medication to make them feel better -- has been rehabilitated in our own time as a phenomenon that we now believe is capable of producing “real” – physiologically measurable – effects.
  If a person’s belief in medicine (and the biochemistry associated with such belief) can cause changes in his or her body, then why shouldn’t belief in “a God that heals” also be able to produce similar  -- or perhaps even more powerful -- salubrious changes?  Some have even suggested that we humans may have evolved with a strong tendency to “expect” healing from powerful entities (like gods or doctors) in part because of the physiological changes such expectations seem to trigger.

The Placebo Effect and Spiritual Healing: a Closer Look

What relevance do these developments have for our concerns? A brief historical excursion may help clarify the issues.  My focus is Lourdes in the late 19th-century, not long after it was sanctioned as a pilgrimage site and healing shrine by the Catholic Church.  The Church did indeed recognize Lourdes as a place where authentic spiritual healings might happen, but did so in a way that it hoped would allow it to maintain its authority to pass judgment on people’s experience and in this way to ensure that Lourdes did not spiral into some kind of populist movement that it could not control. 
  One of the most important ways in which it did this was by establishing a Medical Bureau composed of physicians whose mandate was to decide which of the many claimed miracle healings at Lourdes in fact were “medically inexplicable,” as judged from a range of objective criteria. (The question whether medically inexplicable healings were genuinely miraculous was a theological matter, and so final judgment on every case was to be left to the clerics). 


In making its judgments, the Medical Bureau was deeply influenced by recent research in secular French medicine into such phenomena as hysteria and hypnosis that collectively had led to a deep suspicion of the human mind, and especially of the minds of (often poor, often female) patients.  It was generally understood that, unwittingly, the mind – influenced by “suggestion” and its own “imagination” – often essentially fabricated experiences and even physical symptoms that nevertheless could not be taken at face value.  The mind was a trickster, and the job of medicine was to learn its tricks so as not to be fooled by them.  

At the same time, efforts to distinguish pseudo-miracles wrought by suggestion’s power from true miracles wrough by God were actually important in two ways to the Medical Bureau: the goal was not just to debunk and expose pseudo-healings; but also to call attention to the apparent inability of the new French ideas about the power of the mind (the power of suggestion”) to account for a lot of what was going on at Lourdes. Could suggestion, for example, account for the disappearance of tumors in patients who had taken the waters? In the words of one of the clerics at the time:

 The most learned and daring of the suggestionists of the present day, Bernheim, a Jew, head of the famous school of Nancy… answers in the negative …Therefore curative suggestion is no explanation. It is not suggestion that operates at Lourdes; the cause which cures acts differently and is infinitely more powerful. …As a matter of fact, no natural cause, known or unknown, is sufficient to account for the marvelous cures witnessed at the foot of the celebrated rock where the Virgin Immaculate deigned to appear. They can only be from the intervention of God. 

It is at this point, perhaps rather improbably, that two former rivals from the world of French hysteria and hypnosis research, Hippolyte Bernheim and Jean-Martin Charcot found themselves united in mutual indignation. Secularists both of them to the core, with no love for the Catholic Church (Charcot was openly anti-clerical, Bernheim a secular Jew), it was a grave affront to them both that clergy from the Catholic church should misappropriate medical discussions of the time about the limits of suggestion’s power to advance spurious supernaturalist arguments. In no sense were these men prepared to agree that, where suggestion let off, God began. On the contrary, all that the healings at Lourdes showed was that medicine had underestimated the power of the mind to heal the body. Alongside the power of suggestion, Bernheim now said, medicine needed to recognize a second, more potent power of the mind, that was perhaps stimulated by religious belief, but had itself no inherent religious implications. He called it “faith.” 
Faith moves mountains, faith performs miracles, because faith is blind, because it does not reason, because it suppresses control and impresses itself directly upon the imagination, without moderating second thoughts.

Almost a century later, the journalist Norman Cousins described a remarkable cure  -- one that his doctors would have deemed impossible -- in the pages of The New England Journal of Medicine. He did not ascribe the cure to the grace of God, however.  Prayer had played no role in it. What had cured him, he believed, was the power of his own mind; and, most important of all perhaps, , a strong conviction in the possibiity of his own cure. Was it really possible that positive attitude itself could produce dramatic healings in this way? Was there any prior evidence? In asking these questions, Cousins invoked the object lesson of Lourdes. But then he suggested that the apparently miraculous healings seen there were neither more nor less miraculous than his own, and that perhaps there was a common explanation for them all: not the power of faith, but the power of the placebo effect:

:. …It is quite possible that …everything I did …was a demonstration of the placebo effect. If so, it would be … important to probe into the nature of this psychosomatic phenomenon. At this point, of course, we are opening a very wide door, perhaps even a Pandora’s box. The vaunted “miracle cures” that abound in the literature of all the great religions, or the speculations of Charcot and Freud about conversion hysteria, or the Lourdes phenomena – all say something about the ability of the patient, properly motivated or stimulated, to participate actively in extraordinary reversals of disease and disabilities.
 

Was the placebo effect the key to making sense of all apparently miraculous healings, past and present? In the mid-1970s by two events unfolding within a few years of each other seemed to give some credence to this view. The first was an outgrowth of the discovery in the early 1970s of endorphins: substances in the brain that are chemically similar to opioids, and that therefore appeared to be the brain's own natural “painkillers.”  In 1978, a report was published that suggested that placebo treatments for pain were mediated, at least in part, by those biochemical substances. When an opioid-blocker called naloxone was used to block the body’s opioid receptors (without telling patients this was being done), placebo responders stopped reporting relief of pain. 
 Was there a real biochemistry to placebo responses – and, by extension – to the power of positive thinking after all, just as Cousins had predicted?


The second event from the 1970s that began to transform the placebo from a suspect instrument of suggestion to a catalyst for the miracle cures of positive thinking was the rise of the new field of psychoneuroimmunology. In 1975, the psychologist Robert Ader at the University of Rochester put a powerful immune-suppressing drug, cyclophosphamide in saccharine water and fed it to rats (his goal was to create a state of nausea in the rats and condition them to associate it with the sweet taste of the water; he had not originally realized that the drug also suppressed the immune system). When his rats grew ill and began to die; he stopped offering them the tainted water and just fed them plain saccharine water. Nevertheless, they continued to grow ill and die.  
Why was this happening? In the end, he and his colleagues concluded that the rats had somehow been conditioned to make a link between the taste of the saccharine water and the biochemical action of cyclophosphamide. Their immune systems thus continued to act “as if” they were still being suppressed by the drug; something that then-current understandings of the immune system denied was possible.
  The results had not been expected, but faced with them, Ader began to ask: had he not in the end, with his saccharine solution, done nothing more than create a placebo version of cyclophosphomide, and, in so doing, shown that placebos were truly potent, even to the point of being able to depress the immune system of a laboratory animal to fatal levels? And if they could depress the immune system, why should they not be able also to enhance it, perhaps to the point of effecting a cure that would otherwise have not seemed possible? In such a context, to talk about the biochemistry and physiology of a miracle seemed like less of any oxymoron than it might otherwise would have – and for some, a very exciting prospect. In the exuberant words of one student of the phenomenon: “The placebo effect is the good news of our time.  It says, “You have been cured by nothing but yourself.”
 
Prayer versus Placebo: what is at stake?

For Christians in particular, committed to a good news message of a different sort, this kind of talk was sure to rankle. There was, however – or so it seemed – a way to challenge it.  All one needed to do was to demonstrate definitively that some healings were neither due to standard medical interventions, nor due to the placebo effect, but due to something else again; something that might be supposed to be God.  Moreover, it was proposed, one could demonstrate such a thing by adopting a methodology that would allow one to distinguish between mental powers and spiritual powers, between effects that are merely due to the mind’s ability to influence the body and effects that apparently cannot be due to either mind or body, and therefore must be due to something else. The methodology in question is one that was originally designed to control (among other things) for the unwanted influence of psychological factors when attempting to determine the independent efficacy of new drugs: the randomized, placebo-controlled clinical trial (RCT). 

How would this methodology work when applied now to testing the efficacy of spiritual techniques of healing? To see, consider a few of the most influential of these studies. The first of these was published in 1988 by a cardiologist named Randolph Byrd. For this study, 393 patients who had been admitted to the coronary care unit of the San Francisco General Hospital were studied. Patients were randomly assigned into two groups. One of these would be prayed for and the other would not (though there was no attempt to stop family members and others from praying for the people in the control group, leading to all sorts of odd discussion about the effects of “background” prayer and comparative “prayer dosage”).   The so-called intercessors or ”pray-ers” responsible for providing prayers to the “active treatment” group were all self-identified born again Christians who claimed to pray daily and to go to church. Their task was quite specific: to pray daily for the speedy recovery of the patients with no complications.  The results showed no difference in the speed of recovery between the two groups, but Byrd found that, on six out of 26 kinds of possible complications, the prayed-for patients did better on a statistically significant level than the controls, and the controls did not do better than the prayed for groups on anhy of the 26 measures.
 In 1999, a Kansas-based researcher, William Harris, claimed to have replicated Byrd’s findings with a larger population sample, though his study did not reproduce any of the specific measures of improvement found by Byrd, but rather found improvement on other measures).
  

The studies carried out by both Byrd and Harris both focused exclusively on the health benefits of Christian prayer. In 1998, however, psychical researchers Fred Sicher and Elizabeth Targ published the results of a six-month double-blind study of spiritual healing on forty AIDS patients in the San Francisco Bay area that took a much more ecumenical approach. The interveners consisted of forty practicing healers that self-identified variously as Christians, Jews, Buddhists, Native American shamans, and graduates of "bioenergetic" schools. Each of them was given a photograph of an AIDS victim, including the person’s first name and his or her blood counts. In this study, rather than asking God to heal these patients, the healers were directed to send positive healing energy, to direct an “intention” for health and well-being to the subject. The authors claim that the twenty AIDS patients who received the healing energy (without knowing they had been selected for such treatment), had "fewer and less severe new illnesses, fewer doctor visits, fewer hospitalizations, and improved mood” than the twenty patients in the control group who did not receive the energy. 

The Return of the Psychological
The RCT approach to studying spiritual healing has defined the spiritual as a term that is effectively synonymous with the inexplicable. The studies I have reviewed are not about the extent to which a person’s medical condition might be influenced by the knowledge that he or she is being prayed for, and the possible placebo effects or stress reducing effects that might result.  On the contrary, it is widely agreed that if there is even a chance that blinding was imperfect and that therefore subjects may have known they were being prayed for, then the study should be deemed null, void, and a failure. 
 

In this sense, on some level, the prayer studies stand apart from all the other efforts of our time to investigate the effects of religion on health, because – in contrast to those other efforts – they are less about healing and more about metaphysics. The question that interests them, above all, is not just what helps, but who, in the current culture wars between the religious and the secular sectors of our society, has the truth?  Evidence for this assertion is found in the fact that the prayer studies are discussed, not just within religion and health circles, but in forums concerned with ways in which science in general might be finding evidence for God and the supernatural. In this sense, the studies are understood by many to be of a piece with discussions of the anthropic principle from physics (the idea that the universe was deliberately constructed to support intelligent life), discussions of alleged fundamental weaknesses in Darwinian evolutionary theory, and discussions of the theological implications of near-death and so-called out-of-body experiences.

That said, interest in the role played by the psychological in efforts to test for the efficacy of prayer has recently reappeared as a concern, for reasons that are quite telling. In 2005, The American Heart Journal published a paper reporting the results of a research headed by Herbert Benson that had originally been widely touted as the definitive and methodologically most rigorous study of the effects of prayer on health to date. It involved close to 2,000 patients in six hospital sites and the design was as follows: 604 of cardiac patients undergoing surgery were told that it was possible that they would be prayed for (and possible that they would not be), and were then in fact prayed for. 597 patients were told that it was possible that they would be prayed for (and possible that they would not be) and were then in fact not prayed for. A final group was told that people would be definitely praying for them --and this was done. Classical clinical end points defined by the Socoety of Thoracic Surgeons were used as outcome measures, and a rigorous statistical analysis plan was designed. 

The implicit assumption of the design was that, if blinded prayer was effective (prayer in which there was no possibility of a placebo effect operating), the unblinded prayer (prayer involving both God and the placebo effect) would be even more effective. It was not what happenned. There was no difference in recovery between the first two groups; in this sense, the experiment had failed to confirm the independent effectiveness of prayer.  There was, however, an effect seen in the people in the group who knew for certain that they were going to be prayed  for: they did worse than the other two groups. In the words of the researchers: “certainty of receiving intercessory prayer was associated with a higher incidence of complications.”

While the researchers in their 2006 report suggested, almost in passing, that the findings might have been due to chance, most analysts were not satisfied. In the emphatic words of an editorial that appeared in the same issue of The American Heart Journal: 

It is rather unusual to attribute a statistically significant result in the primary end point of a prospective, multicenter randomized trial to “chance.” In fact, such attribution is antithetical to the very definition of what α error and statistical certainty imply: that the worse outcomes are almost certainly related to the therapy and not the play of chance. If the results had shown benefit rather than harm, would we have read the investigators' conclusion that this effect “may have been a chance finding,” with absolutely no other comments, insight, or even speculation?

The investigators were reluctant to discuss the possible meaning of their unexpected findings in part, it seemed, because one conclusion that could readily be drawn from those findings is that – even leaving the question of independent efficascy-- prayer was not unambiguously a benign intervention. What might make I less than benign, howeverm was the meaning that the patient imputed to the information that he or she was to be prayed for: As the author of the same editorial quoted above noted: “Approaching a patient to participate in a prayer study before a procedure could inadvertently alarm a patient, ‘You mean I'm so sick that I might need prayer?’” 
   

Benson’s data, in short, raised the possibiilty that  patients can experience a negative placebo response to a prayer intervention. However, because his study – like all the randomized controlled trials of prayer – had been concerned, not with the experience of prayer but with the outcome of prayer, no one had thought about the possibility of this happening, and so everyone had ended up feeling caught out.

What Should We Think?
At the outset of this paper, I suggested that, before we could be prescriptive in our thinking about spiritual healing, we needed first to be diagnostic, needed first to see how – either explicitly or implicitly – spiritual healing was already being both defined and assessed in contemporary medical research and elsewhere. The prayer studies have served as my case study for coming to some conclusions about the general tenor of current thinking, and it will be interesting to see whether other kinds of studies of spiritual healing – perhaps some being carried out in cultural contexts other than the Anglo-American – destabilize any of these conclusions. What I see happening in the prayer studies is a vision of spiritual healing grounded in a kind of eliminative logic: if results cannot be explained in terms of the placebo effect, in terms of stress reduction, in terms of social support, or in terms of any other accepted psychological or psychobiological category, then we can conclude that we are in the realm of unknowable spirit, in the realm of God’s ineffable power.  God’s power begins (or at least can be witnessed) only where the power of the mind leaves off, and only in the abstract space of statistical trends rather than in any specific individual case.

   In consequence – and this does seem like an important consequence -- the subjective experience of those who are on the receiving end of prayer usually is seen, not a source of potential insight, but a source of potential distraction to experts on the hunt for more objective clues of divinity. Or it is so perceived until something happens – as happened to Benson’s group – that puts the issue of experience front and center again. 

What would our studies look like, however, if we were to resist current tendencies to conceive placebo and prayer, mind and spirit as antagonistic terms, and indeed were to resist the larger appropriation of prayer into the science versus religion culture wars of our time?  What if we were to imagine a new generation of prayer studies in which experience was just as important as outcome, meaning just as important as mechanism?  How might a resolve such as this influence our prescriptive desire to develop new “best practice” norms that serve, not just metaphysical debates, but human beings in all their complexity, as they actually experience the world.
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