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ABSTRACT 

Objective: analyzing the presence of religiosity and spirituality in communication done by the doctor to the 
family before the impending death situation of a young adult patient. Method: a descriptive study with a 
qualitative approach. In the field research there was used the procedure for collecting information in the 
form of oral history thematics. There were interviewed ten doctors intensivists of an Emergency and Trauma 
Hospital of Joao Pessoa/Paraiba. The research project was approved by the Research Ethics Committee, 
CAAE: 01974512.9.0000.5188. Results: after analysis of the interviews, two main themes were determined << 
Communication and humanized care: the physician before the family >> and << The influence of spirituality 
and religiosity in communicating brain death to relatives >>. Conclusion: doctors use their spirituality and 
religiosity to facilitating communication with family members about the possibility of death of a relative. 
Thus, religion, regardless of which is, provides subsidies to facilitating communication. Descriptors: Brain 

Death; Spirituality; Religion. 

RESUMO 

Objetivo: analisar a presença da religiosidade e da espiritualidade na comunicação feita pelo médico aos 
familiares diante da situação de morte iminente de um paciente adulto jovem. Método: estudo descritivo, 
com abordagem qualitativa. Na pesquisa de campo foi utilizado o procedimento de coleta de informações na 
modalidade de história oral temática. Foram entrevistados dez médicos intensivistas de um Hospital de 
Emergência e Trauma de João Pessoa/PB. O projeto de pesquisa foi aprovado pelo Comitê de Ética em 
Pesquisa, CAAE: 01974512.9.0000.5188. Resultados: após a análise das entrevistas, dois eixos temáticos 
foram determinados << Comunicação e cuidado humanizado: o médico diante da família e << A influência da 
espiritualidade e da religiosidade na comunicação da morte encefálica aos familiares >>. Conclusão: os 
médicos utilizam a sua espiritualidade e religiosidade para facilitar a comunicação com os familiares sobre a 
possibilidade de morte de seu parente. Assim, a religião, independente de qual seja, proporciona subsídios 

para facilitar a comunicação. Descritores: morte encefálica; espiritualidade; religião. 

RESUMEN 

Objetivo: analizar la presencia de la religiosidad y la espiritualidad en la comunicación realizada por el 
médico a la familia antes de comunicar la situación de muerte inminente de un paciente adulto joven. 
Método: un estudio descriptivo con abordaje cualitativo. En el campo de la investigación se utilizó el 
procedimiento de recogida de información en forma de la temática historia oral. Fueron entrevistados diez 
médicos intensivistas de un hospital de emergencia y trauma de Joao Pessoa/Paraíba. El proyecto de 
investigación fue aprobado por el Comité de Ética en la Investigación, CAAE: 01974512.9.0000.5188. 
Resultados: después del análisis de las entrevistas, dos temas principales se determinaron << Comunicación y 
atención humanizada: el médico ante la familia >> y << La influencia de la espiritualidad y la religiosidad en 
la comunicación de la muerte cerebral a los familiares >>. Conclusión: los médicos usan su espiritualidad y 
religiosidad para facilitar la comunicación con los miembros de la familia sobre la posibilidad de la muerte de 
un familiar. Por lo tanto, independientemente de cual religión sea, proporciona subsidios para facilitar la 

comunicación. Descriptores: Muerte Cerebral; Espiritualidad; Religión. 
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Communication is an important tool for the 

construction of an intensive care unit (ICU) 

more humane, harmonious and efficient, seen 

that communication is a dynamic process 

involving information sharing, purposes and 

rules between people, where the objective 

information, honest and frequent is always 

the most important needs of patients and 

families in the ICU.1 

Health professionals can pursue, at every 

opportunity, act as facilitators and processors 

of this reality in the ICU and could lead their 

practice from their beliefs, whether by 

spirituality and/or religiosity, particularly in 

the act of communicating the imminent death 

of their patients. 

Spirituality is a human propensity to seek 

meaning of life through concepts that 

transcend the tangible: a sense of connection 

to something larger than itself, which may or 

may not include a formal religious 

participation.2 

Religiosity is an organized system of 

beliefs, practices, rituals and symbols 

designed to facilitate proximity to the sacred 

and the transcendent, and spirituality as the 

personal quest for understandable answers to 

existential questions about life, its meaning 

and its relationship with the sacred or 

transcendent.3 

Spirituality and health religiosity are a 

clear paradigm to be established in daily 

clinical practice. It is essential to recognize 

that these different aspects are correlated in 

multiple interactions. Thus, the object of 

study was spirituality and religiosity of the 

medical professional in the process of 

informing the family about the diagnosis of 

brain death of its loved one affected by a 

cranial trauma, especially because it is most 

often in young patients who will have their 

lives interrupted so abruptly. Thus, we raise 

the following issues: How the doctor informs 

the family about the imminence of death? 

Spirituality and religiosity are present in the 

communication to the family before the 

impending death? 

Given the above, this study aims to: 

● Analyzing the presence of religiosity and 

spirituality in the communication done by the 

doctor to the family before the impending 

death situation of a young adult patient. 

 

This is a descriptive study with a 

qualitative approach. In the field research 

there was used the procedure for collecting 

information in the form of oral history. This 

becomes a means of seeking clarification of 

conflicting situations, controversial and 

contradictory, guided by the resources given 

by the sequence of questions that should lead 

to the subject clarification.4 

There were interviewed through a tape 

recorder ten intensivist physicians, two 

women and eight men, of the Emergency and 

Trauma Hospital Senator Humberto Lucena, 

located in the city of João Pessoa, Paraíba, 

Brazil, where was chosen the scene of the 

research, to be a reference hospital in the 

State of Paraíba and due to the large 

contingent of injured suffering cranial trauma. 

The interviews were conducted in April 2012, 

soon after the project was approved by the 

Institutional Review Board (IRB) at the Health 

Sciences Centre (SCC) of the Federal 

University of Paraiba/UFPB, CAEE: 

01974512.9.0000.5188. 

To run the transcription process the 

following procedures were used: transcription 

of the recorded material, textualisation, 

transcreation, and identification of vital tone, 

conference and authorization for use and 

publication and analysis of empirical data 

produced. 

To preserve the names of the employees, 

the narratives were presented with nicknames 

for each respondent, when there were chosen 

names of great doctors, men and women, of 

the World history. Including two women: Merit 

Ptah and Agnodice, and eight men: Luke, 

Avicenna, Aesculapius, Hippocrates, Jivaka, 

Cosme, Patch Adams, Damian. 

The stage of processing of information 

collected in the interview gave birth to two 

themes, from the research objective: << 

Communication and humanized care: the 

physician before the family >> and << The 

influence of spirituality and religiosity when 

communicating death brain to the family >>. 

Data were analyzed qualitatively and with 

descriptive approach. 

 

Results are presented from the interpretive 

process that is implied in the dialogic 

structure of the interviews, since both both 

the interviewer and the developer extract 

meanings from the meeting. 

RESULTS 

METHOD 

INTRODUCTION 
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Main theme Fragments 

Communication and 
Humanized Care: the 

doctor before the 
family 

What you have to do at the moment to report the imminent death is trying 
to put yourself in the position of a father. It is trying, to the fullest, to put in 
place that family, so you can transmit all necessary information in a process 
being scalable and irreversibly. Then you put yourself in place, show 
sensitivity to the situation, comfort somehow find out the family's religious 
beliefs. I always try to learn each other's belief (LUKE). 
Seeking thus approach the family depending on what I know a little of it. The 
level of education, the moment of suffering, the impact that it is causing to 
the family and also its religion ... (PATCH ADAMS). 
[...] I expose some details from the clinical point of view. For from there 
they [the family] start to assimilate the patient is very serious and we would 
not be able to leave the table even with all established therapeutic strategy 
(AGNODICE). 
[...] I see that the doctor has security than it is diagnosed, and that from the 
moment he realizes that the situation will become irreversible, it can, in a 
way, talk to family and already prepair it, especially if it's a family you note 
that do not have much knowledge, for it to go becoming aware of a fact that 
will occur within hours or days (AESCULAPIUS). 
[...] I try to have a doctor / patient / family relationship very open, always 
playing fair. You cannot be sometimes deceiving, wanting to ease a situation 
that does not exist, so we have to be objective, realistic ... Of course you 
have to understand the side of the family, as the difficulty of facing grief! Do 
not be harsh in no time, as there are many ways to tell the truth of what is 
happening without being cold (COSME). 

Figure 1. Time to inform the family about the possibility of the imminent death of its relative. 
 

Main theme Fragments 

The influence of 
spirituality and 

religiosity in the 
communication of 

brain death to family 
members 

My religiosity influences directly this time of communication of death, 
because it was mainly for this reason that I started to look deeper into the 
study of religions. I was able to learn many things, including that this 
information should be given in staff, mainly due to organ procurement, 
transplantation, because then it becomes even more difficult the 
acceptance of family (DAMIAN). 
[...] So, whenever I see a patient in critical condition, not only in brain 
death, but in imminent death, I always ask the family: What is your 
religion? Because when the family wants to do something to alleviate the 
relative suffering. And a lot of times, you do not say that this may be the 
last time. So I always ask: You bring someone? And most always want to 
bring someone to say a prayer (MERIT PTAH). 
[...] I have the idea that there is the absolute from the material point of 
view, which is death, our only certainty. And the absolute spiritual point of 
view, that is God (JĪVAKA). 
We must not give up investing because there is always hope and I call it 
God, without any difficulty, and then yes with the developments, 
achievements ... I always try to go to the family that we are only 
professionals use the tools. I always say: doctor, nurse, practical nurse, 
physical therapist, nutritionist, everyone is there within that service to 
help, but who gives the end point is God. (AVICENA) 
[...] about my religion and spirituality, I see that now influence enough. 
Previously I was a religion in that thought, died and over! And the day you 
die will go to hell or to heaven. My education was Catholic, traditionalist, 
believing that man evolved from Adam and Eve and Noah existed and built 
an ark. I learned that faith is something that not of to discuss. Faith is 
something that is inside out. (HIPPOCRATES) 

Figure 2. Spirituality and religiosity on the family communication about the irreversibility of the clinical 
chart of the patient with IC. 
 

 

 Communication and Humanized Care: 

the doctor before the family 

The situation of imminent death of young 
adult patients in the ICU becomes every day a 
constant. Therefore the health team of that 
sector must be prepared for these difficult 
times. The doctor, in particular, to be directly 
responsible to diagnose brain death, also 
communicates at first the family about the 
clinical condition of its relative. Therefore, 
this professional is believed that it should be 
prepared for this function, ie, present 
technical and scientific capacity, but with a 

humanized vision and acting ethically in its 
behavior. 

Proper communication between the doctor, 

the patient, and the family and the multi-

professional team of the ICU is one of the 

main factors that interfere in satisfaction, 

both patients and from that who work in the 

sector. For proper information, the physician 

should be aware about therapeutic limits and 

must learn to treat the patient and its family 

during the process of dying, so its will feel 

safe to talk about death. Ideally, the 

professional responsible for providing the 

news was experienced, both from a technical 

DISCUSSION 
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point of view, the ethical and it was, 

whenever possible, the same station.5 

The family deserves special care from the 

moment of communication of diagnosis, since 

that time has a huge impact on them; they 

see their world crashing down after the 

discovery of a potentially fatal illness struck 

one of its members. This means that, in many 

instances, exceed their psychological needs of 

the patient and, depending on the intensity of 

emotional responses triggered, familial 

anxiety becomes one of the most difficult 

aspects of handling.6 

From this type of conduct it is important to 

point out that humanization is the act or 

effect of becoming human, where such an act 

is realized by the experience of all site 

activity and the people who work there, giving 

the patient the treatment it deserves as a 

human person, according to the circumstances 

in which he finds himself during 

hospitalization. Thus the ability to speak and 

listen to establish the level of humanization of 

achievement to their fellow men, since all 

things in the world only become human when 

they pass through dialogue.7-8 

Humanized care faces to the 

comprehensive care where it is necessary to 

customize the service, making it the most 

individual possible based on the principles of 

ethics, respect and love.9 With regard to 

family participation there is the importance of 

including family members and dear patient 

people as active participants in the 

communication process and decision 

making.10-11 

The humanized care are not intended to 

replace or reject the curative medicine, but 

add to this with greater amplitude of the size 

of treatment, focusing especially the patient 

and its family, to the detriment of the 

disease.12 

In death took possibility, it is very 

important that there is a conversation 

between the medical staff and family to 

clarify the case. This communication must be 

clear, in a suitable place and passing serenity 

to the family that is going through a difficult 

time. The cases which have more difficulty as 

young patients or acute conditions require a 

better professional relationship with the 

family and that this is more aware of events. 

While we know that the range of words 

available for use on these occasions is small, 

in the case of a challenge that becomes 

difficult for any health care professional who 

deals with death, particularly physicians, we 

need at the moment leave aside the technical 

communication and make use of 

humanization. Therefore, vocational training 

directed to the care value as it is necessary.13 

Doctors kept a balance in your training on the 

theme of humanization to the detriment of 

more scientific technical matters.14 

Given the information provided, we can 

observe the different emotional reactions of 

family members such as anger, guilt, 

accusation, grief and denial, which must be 

taken into account for the communication of 

this fact; this should be planned in addition to 

clinical aspects. In this context, the 

improvement of the structured dialogue 

should be part of the therapeutic arsenal of 

the teams. 

In the communication of bad news, 

information has a special meaning because it 

leads the families of patients to a state of 

emotional crisis, and for health professionals, 

this situation creates tension. Many of these 

professionals manifest difficulties to establish 

contact with family members of deceased 

persons. This is mainly due to the lack of 

training for this type of communication.15 

It is vital that the doctor in touch with the 

family to provide information about the 

disease and the general state of its loved one, 

seeking to clarify the equipment that will be 

around its family for the unknown 

environment they will experience in ICU is not 

scary and not increase their stress level. 

Furthermore, this relationship is a key to 

improving the quality of health services, 

which doubles up as many components as the 

customization of care, humanization of care 

and the right to information. 

 The influence of religiosity and 

spirituality in the communication 

The communication of brain death to the 

family is a difficult task for doctors, mainly 

because after this news will be asked to 

family donation of organs and tissues for 

transplantation. This may highlight ethical 

dilemmas permeated by religious, spiritual, 

cultural, economic and / or social aspects; 

requiring health care providers a holistic view, 

because only then it will have satisfactory 

results in their conduct.15 

When you talk about spirituality, the fact 

of being spiritual is the first sense of 

ontological nature, which refers to a 

characteristic of the human being. Spirituality 

leads the individual to, from its knowledge; 

carry out its vital choices because every 

conscious human activity brings with it a 

spirituality that drives its reflective and 

purposeful activities.16  

Spirituality and religiosity routinely are 

present in hospitals and in the ICU, where, in 

the silence and anxiety present in moments of 
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farewell to life, prayers and meditations are 

oratories and chapels in hospitals.17 However, 

it is within the family itself, in waiting rooms, 

who see the greatest spiritual mobilization at 

the time that communicates the severity of a 

patient. So, the doctor can be sensitive to this 

situation of pain, despair and denial of death 

of a loved one. 

The doctor in the conception of diversity 

should listen and try to understand the point 

of view of the family. Listen respectfully does 

not require that the doctor agrees or modify 

its own views. Family members who realize 

that the physician understands and cares 

about them may be more willing to consider 

the doctor's opinions on the prognosis and 

treatment. When responding to spiritual and 

religious concerns of relatives and their 

needs, doctors can help them find comfort the 

end of life. This practice is common in the 

East, when you have an anthropocentric view 

of health, life and death, because they are 

never considered as natural phenomena, but 

human, cultural and taking the own human 

beings themselves and in their culture the 

first and fundamental explanation.18-19 

The factor spirituality and religiosity, as 

related elements, helps immeasurably in the 

understanding of human finitude, although it 

is essential that these factors can not be 

reduced to the therapeutic nostrums. 

Nevertheless, there is an emerging literature 

that shows a salutary impact on the belief 

religious practices to the well being of the 

patient and its family. Also, if spirituality is 

seen as the search for transcendent meaning, 

then all human, secular or religious, beings 

must deal with spiritual matters. Disease 

severity of a patient, can therefore be seen by 

doctors as biological term, but yet also 

becomes a spiritual and religious challenge, 

therefore a human need to search through the 

religions for answers about death and dying.20 

Most religious doctrines see death as a key 

moment in the life of human beings, because 

it determines the passage to the afterlife. On 

the other hand, for humans less religious, 

death can hinder personal achievements as 

well as their life projects. Death rather than 

annihilate the meaning of life, stimulate the 

responsible actions of human beings, given 

that the awareness of finitude makes humans 

enjoy the possibilities of meaning of life 

alerting the conscience of not pass the times 

will, making the most of their choices.21 

The various religions offer different angles 

to understand death. Thus, religion has played 

a leading role in matters of the visions of 

death, offering individuals positive visions of 

death, such as the afterlife, courage and 

natural end, also providing a lower perception 

of death as failure, which would give a 

meaning to death.22 

The religious aspect is fundamental in the 

process of accepting and trying to minimize 

the suffering of those who see the severity of 

the condition of a patient hospitalized in the 

ICU or in cases of terminal illness. This aspect 

is often gone unnoticed. 

God (not the case, only the Christian God) 

is considered the spiritual center of power to 

face the moments of risk of death, regardless 

of the religion then. In this sense, despite 

considering the subjectivity of the individual, 

the human being is the answer to many of 

their questions and doubts in a transcendental 

one, which is not in the world, but it is for the 

world, that is, a kind of divine force that 

sustains and gives existence to the individual. 

This transcendent occupies and fills the void 

of humanity.23 

The spiritual dimension to the 

confrontations of life comes at the expense of 

meaning, direction and hope. One is poor, 

socially and personally, in a sense, and, 

therefore, we try to reason, even 

metaphysical, to live and to die. We seek to 

make sense of earthly existence, a task to be 

performed in the course of life, but are not 

sure that this mission ends with death.17 

If this last event of life is not experienced, 

because we are consecutively unable to 

reflect and talk about our death, the 

experience should be full when reached its 

present there as it is not the end of life, but 

the "passage" to another life that happens. 

Thinking this way, death then ceases. 

Consequently, despite the belief of human 

beings, often unshakable, about life after 

death, it is not known whether it actually 

exists. Everything remains shrouded in 

mysteries and questions of essentially 

religious and spiritual nature. 

Regardless of religion practiced by our 

respondents, we can find in their speeches a 

humanized action through their religiosity, 

making it clear that this factor is increasingly 

addressed in health practices, as a way of 

promoting care and comfort to patients and 

their families. 

 

We call attention to the communication 

between doctors and relatives, because the 

basis of humanization is in communication, 

and it must be present in the ICU as a 

facilitator and not as a stressor. The dialogue 

between people is disappearing every day, 

and as a result we have in the case of ICU, an 

FINAL REMARKS 
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impersonal staff, low level of interpersonal 

and small scientific growth relationship 

because there is no exchange of experiences. 

So what could grow every day through 

communication and externalization of small 

ideas, ends stagnating for complacency in 

relation to a reality that even with so many 

problems, is still working. 

Found in the statements of the medical 

professionals concerned about the importance 

of communication between the 

multidisciplinary team and the family, from 

the admission to the ICU, featuring a good 

welcome to the patient and their relatives. 

Within this dialogue perspective, we can 

highlight the influence of spirituality and 

religiosity used by doctors as a key factor in 

building a good humane care. 

It was evident that all use the spirituality 

and religiosity to facilitate communication 

with family members about the possibility of 

death of a relative. For doctors believe that 

beyond the technical and scientific 

information, family members need to feel the 

support needed in that moment of pain and 

anguish. And it is through these dimensions 

that they find a way to ease the pain felt at 

that time by family members. So, religion, 

regardless of which professes, becomes an 

important factor in communication in the ICU. 
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