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What Is Spirituality?

Elizabeth Weathers

Abstract

This introductory chapter explores contemporary understandings of spirituality
and introduces the reader to spirituality and related concepts. It defines spiritual-
ity, spiritual distress and related concepts and describes associated key attributes.
It gives the reader an understanding of the difficulties encountered with defining
spirituality. The importance of spirituality is emphasised and expanded within a
modern healthcare context. Practical resources, including websites and case
studies, are provided to help the reader to explore their own spirituality and
understand spiritual assessment and how to address the spiritual needs of
others.

Abbreviations

JCAHO  Joint Commission on Accreditation of Healthcare Organisations
NANDA  North American Nursing Diagnosis Association

RCN Royal College of Nursing

UTI Urinary tract infection

1.1 Introduction

Since the mid-1990s, there has been an increase in the amount of literature pub-
lished on the topic of spirituality across several disciplines including healthcare
[1-4], psychology [5, 6], social work [7-10], counselling [11, 12] and
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organisational and employment literature [13—17]. Spirituality can affect all aspects
of a person’s life highlighting the importance of the topic. It is particularly promi-
nent during stressful life events, such as illness, suffering and bereavement and
during the dying phase. Healthcare professionals such as nurses, doctors, social
workers, etc. are present with people during all of these experiences illustrating the
importance of spirituality to these professions [18]. Addressing spiritual needs can
result in alleviation of suffering, a sense of well-being, enhanced ability to adapt and
cope with adversity and a sense of peace and inner strength [19]. This chapter intro-
duces the concept of spirituality and discusses the importance of spirituality from a
clinical perspective. Furthermore, the concept of spiritual distress is introduced, and
suggestions for addressing spiritual needs in clinical practice are proposed.

1.2  What Is Spirituality?

Spirituality is deemed to be that which gives life meaning, purpose and connection
with others; is distinguished from religiosity but may incorporate religious beliefs
for some people; and may comprise a religious system of beliefs and values or a
nonreligious system of beliefs and values. It can be a metaphysical or transcenden-
tal phenomenon that relates to connectedness, transcendence and meaning and pur-
pose in life [19].

1.2.1 Difficulties with Defining Spirituality

Conceptual and methodological inconsistencies have made it difficult to compare
research findings and draw significant conclusions. Spirituality is an ambiguous
concept, and few theoretical frameworks exist which aim to provide a deeper under-
standing of the concept. Therefore, much of the empirical research on spirituality
has not been guided by a theoretical framework. There is disagreement amongst
researchers in relation to both conceptual and operational definitions of spirituality
with some researchers suggesting that spirituality in its essence may not be mea-
sureable. Conversely other researchers propose that spirituality is just as measure-
able as other subjective variables such as hope, adaptation or coping, all of which
are well-established in the literature [20, 21]. Irrespective of these contrasting opin-
ions, Breitbart [22] emphasises that spirituality and spiritual needs are of major
concern for future research particularly in relation to the illness experience.
According to Sessanna et al. [23], amongst the confusion and complexity, it remains
that spirituality is a complex and abstract concept.

1.2.2 Useful Definitions of Spirituality
The Royal College of Nursing (RCN) [24] surveyed 4054 nurses to establish their

understanding and attitudes towards spirituality and the provision of spiritual care.
An online resource was created based on the findings to educate and create
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awareness about the concept of spirituality and spiritual care. Spirituality was stated
as being difficult to define (see Fig. 1.1 and Boxes 1.1, 1.2, and 1.3).

According to Swinton [25], illnesses are deeply meaningful events that can chal-
lenge people to take a different perspective on their lives. Spirituality offers ways in
which people can explain and cope with their illness experiences and in so doing
discover and maintain a sense of hope, inner harmony and peacefulness despite the
challenges that arise when a person is ill. Swinton concludes that the experience of

Fig. 1.1 What do we \
know about spirituality?

Spirituality is about making
sense of and coping with
experiences

It is central to experiences of
illness

Box 1.1: Spirituality is complex

Spirituality is difficult to define but very important. It is complex—however it
is no more complex than other commonly used terms within healthcare. Think
how difficult it is to define everyday terms such as care, community, love,
attention and affection. The fact that spirituality is difficult to define and that
people tend to define it in different ways is not unusual in terms of the lan-
guage we use as healthcare professionals (RCN) [24].

Box 1.2: Spirituality is important in healthcare

All illnesses are first and foremost deeply meaningful human experiences.
Professionals may offer diagnoses—cancer, schizophrenia, appendicitis,
depression, anxiety, influenza, etc. Yet, behind the diagnostic label is a real per-
son experiencing their illness within a specific context, accompanied by emo-
tions and understandings. Spirituality can help people make sense of and cope
better with experiences of illness and other difficult experiences (RCN) [24].
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Box 1.3: Spirituality is as important as physical care

A person’s spirituality, whether religious or nonreligious, provides belief
structures and ways of coping through which people begin to rebuild and
make sense of their lives in times of trauma and distress. These experiences
are not secondary to the ‘real’ process of clinical diagnosis and technical care
(RCN) [24].

illness is essential to a person’s movement towards health and fullness of life even
in the face of the most traumatic illness or life event [25]. Other theorists have also
expressed this idea of personal growth and spiritual enlightenment in the face of
illness and suffering. For example, Viktor Frankl was an Austrian psychologist and
a psychiatrist who was captured during World War II and kept as a prisoner in the
concentration camps. Frankl developed a theory of meaning, which he called
‘Logotheory’ derived from the word ‘logos’, which, in Greek philosophy, means
purpose or meaning. According to Frankl, everyone will endure suffering at some
stage of their life—it might be physical, psychological or spiritual. If a person is
able to deal with this suffering in a positive way, by changing their attitude towards
the situation, it can lead to a sense of inner peace and connection with others and,
for some, an enhanced connection with God or a Higher Power [26].

Many authors have tried to clarify and define the concept of spirituality.
Steinhauser et al. [27] stated that some clarity regarding a definition of spirituality
can be established when one considers the difference between defining spirituality
for the purpose of clinical practice as opposed to a definition that is used for research
purposes. The focus in clinical practice is on individuality, promoting conversations
and capturing the breadth of the experience of spirituality. Furthermore, in clinical
practice, psychological or emotional concepts overlap with spirituality. Meanwhile,
in research the focus is on measurement and generalising findings to large samples.
Therefore, the concept needs to be clearly defined and differentiated from other
related concepts, and specific dimensions of the concept under investigation need to
be clearly delineated.

Spirituality can mean different things to different people. Figure 1.2 was devel-
oped by the authors and outlines some of the words used to describe what spiritual-
ity means to different people.

Given the complexity of the concept of spirituality and the difficulties with defin-
ing it, it is often useful to identify what spirituality is not. The RCN have outlined
what spirituality is not [24]. Firstly, spirituality is not something that has no connec-
tion with clinical practice. Spirituality has clinical significance. In order to care for
people, it is crucial to know and be able to recognise what the meaning of the illness
is at the personal level. Secondly, spirituality is not just about religious beliefs and
practices. It applies to people of all faiths and no faith. Spirituality is increasingly
being recognised as something separate to religion but inclusive of religious beliefs
and values depending on a person’s belief system. Thus, people can be spiritual but
not necessarily religious. Thirdly, spirituality is not only important for chaplains.
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Fig. 1.2 Words used to describe spirituality

Chaplaincy is central to the delivery of spiritual care. However, chaplaincy is not the
only discipline that benefits from understanding and recognising what spirituality is
and how it functions in the lives of people experiencing illness and distress.
Spirituality is important for all healthcare professionals. However, chaplains should
be recognised as experts in the provision of spiritual care and also provide expertise
and education to other healthcare professionals. Fourthly, spirituality is not only
important for patients — it is important for all persons. Healthcare professionals are
spiritual people, and learning to work with one’s own spirituality within a caring
context is a vital tool for the delivery of holistic care; to care well, one needs to be
cared for well. Finally, spirituality is not about imposing your own beliefs and val-
ues on another. Although the spirituality of carers is important and needs to be
considered, this does not mean that it is in any way appropriate for carers to impose
their values and beliefs on patients in situations where they are clearly vulnerable.

Personal Reflection Activity
Read the following paper: Weathers, E., McCarthy, G., & Coffey, A. (2016).
Concept analysis of spirituality: an evolutionary approach. Nursing Forum 51
(2) 79-96.

After reading the paper, answer and reflect on the following questions:

What are the defining attributes of spirituality?

What are the antecedents and consequences of spirituality?

What is the conceptual definition of spirituality presented in the paper?
What are the implications of the findings for healthcare practitioners and
your own practice?

5. Now consider your understanding of spirituality. Does this differ from the
understanding offered in the paper?

= B =
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1.3  Why s Spirituality Important?

Spirituality is important for physical and psychological health as proven in prior
research [4, 28-32]. Spirituality is becoming increasingly recognised as an impor-
tant part of healthcare as reflected in global initiatives undertaken to promote the
inclusion of spiritual care into healthcare [1]. A number of guidance documents and
professional standards internationally have referred to the provision of spiritual
care, further emphasising its importance in clinical practice (see Box 1.4). It is clear
that the assessment of spirituality, and the provision of spiritual care, is being
increasingly acknowledged within health policy and standards. Yet, the best way of
implementing these recommendations in practice has yet to be fully discerned.
Koenig [33] emphasised the importance of creating awareness amongst physicians
with regard to conducting spiritual assessment and taking a spiritual history. It is
equally important that nurses and other healthcare professionals are aware of spiri-
tuality and the spiritual needs of patients.

Box 1.4: Useful Resources
Example of policies and guidelines that make reference to spiritual care:

e NMBI Requirements for Nurse Registration Education Programmes
(2005), http://www.nursingboard.ie/en/publications_current.aspx?page=3
(see pl4, 17, 21, 26, 27, 32 & 33).

e Nursing and Midwifery Board of Ireland (NMBI) Scope of Nursing and
Midwifery Practice Framework (2015), Available at: https://www.nmbi.ie/
nmbi/media/NMBI/Publications/Scope-of-Nursing-Midwifery-Practice-
Framework.pdf?ext=.pdf (see p10 & 16).

e Nursing and Midwifery Council (NMC) Standards for Pre-Registration
Nursing Education, UK (2010), Available at: https://www.nmc.org.uk/glo-
balassets/sitedocuments/standards/nmec-standards-for-pre-registration-
nursing-education.pdf (see p18, 27, 36, 38, 45, 108, 113, 114, 148 & 149).

e NMC Standards for Competence for Registered Nurses, UK (2010),
Available at: https://www.nmc.org.uk/globalassets/sitedocuments/standards/
nmc-standards-for-competence-for-registered-nurses.pdf (see pS & 16).

¢ International Council of Nurses Code of ethics (2012), available at: http://www.
icn.ch/images/stories/documents/about/icncode_english.pdf (see p2 & 10).

Example of practice resources for the provision of spiritual care:

o Spiritual Care Matters: An Introductory Resource for all NHS Scotland
Staff (2009), UK. Available at: http://www.nes.scot.nhs.uk/media/3723/
spiritualcaremattersfinal.pdf

* Royal College of Nursing (RCN) (2010) Spirituality in Nursing Care:
Online Resource. Available at: https://my.rcn.org.uk/__data/assets/pdf
file/0008/395864/Sprituality_online_resource_Final.pdf
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https://www.nmc.org.uk/globalassets/sitedocuments/standards/nmc-standards-for-competence-for-registered-nurses.pdf
http://www.icn.ch/images/stories/documents/about/icncode_english.pdf
http://www.icn.ch/images/stories/documents/about/icncode_english.pdf
http://www.nes.scot.nhs.uk/media/3723/spiritualcaremattersfinal.pdf
http://www.nes.scot.nhs.uk/media/3723/spiritualcaremattersfinal.pdf
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e Manitoba’s Spiritual Health Care Partners (2017) Core Competencies for
Spiritual Health Care Practitioners. Available at: https://www.gov.mb.ca/
health/mh/spiritualhealth/docs/core_competencies.pdf

Example of published government reports on spirituality:

* Department of Health (2009) Religion or Belief: A Practical Guide for the
National Health Service, UK. Available at: http://webarchive.nationalar-
chives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/
Publicationsandstatistics/Publications/PublicationsPolicy AndGuidance/
DH_093133

e Health Service Executive (2011) A Question of Faith: the Relevance of
Faith and Spirituality in Health Care. Available at: http://www.hse.ie/eng/
services/publications/corporate/Your_Service,_Your_Say_Consumer_
Affairs/Reports/questionoffaith.pdf

e Health Service Executive/Trinity College Dublin (2016) An Exploration of
Current in-Hospital Spiritual Care Resources in the Republic of Ireland
and Review of International Chaplaincy Standards:
A Preliminary Scoping Exercise to Inform Practice Development:
Available at: https://www.researchgate.net/profile/Silvia_Caldeira/
publication/313876297_An_Exploration_of_Current_Spiritual_Care_
Resources_in_Health_Care_in_the_Republic_of Ireland_ROI

1.4  Challenges with Terminology

There has been much societal change in recent years in relation to religion and
spirituality. Gray [34] describes a ‘mood of uncertainty’ in modern society which
has been marked by the decline of mainstream religion and the emergence of new
forms of spiritual expression (p. 178). This societal shift has caused a loss of tradi-
tion and shared meanings, resulting in many people raising questions about the
relevance of religion and its importance in people’s lives. Society appears to be
moving away from institutionalised religion towards a more individualised reli-
gion, which involves a personal search for meaning [26, 35]. Also, many people
now draw on Eastern philosophy or New Age thinking to emphasise the impor-
tance of values such as loyalty, respect and responsibility [34]. As a consequence
of these societal changes, the terminology and meaning of the word spirituality
has changed. Historically, spirituality was considered a concept that develops
within a religious context and usually within established institutions designed to
facilitate spirituality [27]. Nowadays, spirituality and religion are considered sep-
arate concepts that can be interrelated for some people, depending on their belief
system [19, 27]. Healthcare professionals need to be aware of this diversity in
meaning when caring for patients, especially given that healthcare professionals
are now caring for more and more people from diverse cultural backgrounds, with


https://www.gov.mb.ca/health/mh/spiritualhealth/docs/core_competencies.pdf
https://www.gov.mb.ca/health/mh/spiritualhealth/docs/core_competencies.pdf
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http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_093133
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_093133
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_093133
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different beliefs and rituals. Additionally, healthcare professionals themselves in
turn hold different religious beliefs and come from different cultural backgrounds.
An overview of some strategies that can be used by healthcare professionals to
enhance self-awareness and create a better understanding of individual spirituality
is provided in Table 1.1.

Table 1.1 Strategies for enhancing self-awareness and understanding of one’s own spirituality

Personal Taking time to mentally reflect on experiences in practice is a vital part of
reflection personal and professional development. There are many different models that can
be used to guide a personal reflection. For example, Gibb’s model (1988)
outlines six stages: Description, feelings, evaluation, analysis, conclusion and
action plan. Other models include John’s model (1994) and Rolfe’s reflective
model (2001)

Reflective Keeping a reflective diary is a written form of reflection that can help healthcare
diary professionals to document their experiences in clinical practice. Any of the
above-mentioned models could be used to guide this process. Or alternatively the
healthcare professional may prefer to use an ad hoc or verbatim process of
documenting their experience. This form of reflection also allows the
professional to gather their thoughts on any given clinical experience and to
make sense of it

Meditation | Meditation is a very useful method of enhancing a person’s awareness of self and
their spirituality. Meditation is useful because, like the above methods, it can be
practised alone. Healthcare professionals wishing to adopt this strategy should
try to identify a quiet space where they can sit and meditate. Some people prefer
to have music playing in the background or to have some candles lighting also.
The aim is to create a space in which the healthcare professional can dissociate
from the experience in clinical practice and truly reflect on it

This evolution has been described as moving from underlying
ﬁ constructs that are theistic (belief in a supreme being) to religious
(including shared customs and practices) through
phenomenological (based on lessons learned from life experience)
and existential (the search for meaning and purpose) to the

mystical (relationship between the transcendent, interpersonal and
transpersonal) [27], p. 429.

This evolution has been described as moving from underlying constructs
that are theistic (belief in a supreme being) to religious (including shared cus-
toms and practices) through phenomenological (based on lessons learned
from life experience) and existential (the search for meaning and purpose) to
the mystical (relationship between the transcendent, interpersonal and
transpersonal) [27], p. 429.
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1.4.1 Differentiating Religion and Spirituality

As described in the former section, there has been a societal shift that has led to dif-
ficulties and challenges in relation to the terminology to describe spirituality. This
evolution has also led to a differentiation between the concepts of spirituality and
religion. The word ‘religion” was derived from the Latin word meaning that which
‘binds together’ inferring connections to a deity or Supreme Being, to other persons
and to one’s beliefs and values [27]. In light of the earlier described evolution, the
word religion now increasingly refers to institutional, social, doctrinal and denomi-
national practices or experiences [27]. Meanwhile, the word spirituality is considered
to denote a broader search for meaning and purpose and connection with self, others
and the transcendent [19]. From a clinical practice perspective, it is important to not
assume anything in relation to a person’s spiritual or religious beliefs or practices.
Implementing reflective techniques as described earlier can be useful to enhance a
person’s ability to remain non-judgemental and to avoid making any assumptions.

1.5  Spirituality, Religion and Nursing

Of all the healthcare professions, nursing has the strongest spiritual and religious
heritage [36—38]. Spirituality has been embedded within the nursing profession dat-
ing back to the pre-Christian era [38, 39]. In pre-Christian times, nursing was con-
sidered a noble act, and nursing care was concerned with nourishment of the human
spirit including prayer to the Gods during illness [38, 39]. In ancient Celtic writings,
a nurse was referred to as an ‘anam cara’ or a soul friend illustrating the embodi-
ment of spirituality within nursing from a very early stage [40]. During the Christian
era, nurses continued to nourish the human spirit but in accordance with a religious
(Christian) framework. The mission of these Christian groups (e.g. the Béguines
and the Sisters of Charity) was to care for the sick in the same manner that Jesus had
cared for the sick [38, 39]. ‘Compassionate accompaniment’ was the driving force
of nursing at the time [41, 42].

During the twentieth century, the rise of modern science resulted in the introduc-
tion of university-affiliated nursing programmes, which focused on the profession-
alisation of nursing, striving to establish a universal system of nursing education
and regulation of nursing practice [37, 42—44]. Nursing curricula reduced the con-
tent on spirituality and spiritual care to knowledge of major religions and associated
dietary practices or rituals [45, 46]. The nursing profession was said to be inadver-
tently led into adopting the biological, reductionist approach to healthcare [47].
However, from the 1970s onwards, the concept of holistic nursing began to re-
emerge, and with it came lots of literature on the meaning of spirituality and the
spiritual needs of patients [3, 43, 48-51]. The scientific biomedical model that had
encapsulated nursing was no longer sufficient and left many questions unanswered
[45]. Timmins and McSherry [38] (p. 951) suggest that nursing had become ‘dis-
connected from the spiritual dimension’ with too much focus on the technical, sci-
entific, medical and physiological aspects.
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1.6  Spiritual Needs, Assessment and Spiritual Care

The predominance of the biomedical model of care with a focus on the physical
dimension has impeded the provision of spiritual care in healthcare delivery [37, 39,
43, 52, 53]. The biomedical model has been criticised for not acknowledging the
spiritual dimension even though healing traditions began with care of the spirit [54—
56]. Nonetheless, according to Watson [51], nursing models and theories have
extended beyond this limited view of physical care opting for a holistic approach to
health. Nursing theories and models have conceptualised health as more than merely
the absence of physical disease to include the psychological and spiritual dimensions
of man [57]. There is a recent spiritual re-emergence in society, and the paternalistic,
biomedical model is no longer considered adequate to address the diverse health-
associated needs of human beings [51, 58]. Consequently, there has been an increase
in the number of published research studies exploring the concept of spirituality.

1.6.1 Spiritual Needs

Studies have investigated whether patients considered it appropriate for healthcare
professionals to ask about their spiritual needs and reported that 52—63% of patients
considered it appropriate [59, 60]. Additionally, addressing spiritual needs of indi-
viduals with cancer has been associated with improved satisfaction with care, better
quality of life, higher existential well-being and lower costs [61-64]. Other studies
have examined the spiritual needs of individuals diagnosed with cancer (see Fig. 1.3).

The spiritual needs of individuals with cancer are similar irrespective of cultural
background. For example, Hatamipour et al. [65] identified the spiritual needs of
people with cancer (n = 18) in Iran (age range 22—72 years old). Participants empha-
sised the need for connection (i.e. social support and to be treated normally), seeking
peace (i.e. inner peace, forgiveness and hope), meaning and purpose (i.e. accepting
the reality, cause of disease, reliance on self and meaning of life) and transcendence
(i.e. strengthening spiritual belief, communication with God and prayer).

Personal Reflection Activity

First think about your own clinical experience in caring for spiritual needs.
Then use an online search engine or database to find articles that investigate
spiritual needs. Now consider both your experience and the research that you
found to answer the following questions:

e What samples were included in this prior research (e.g. people with cancer,
chronic pain, people with dementia, etc.)?

» Were other types of spiritual needs identified? If so, what were they?

* What about individuals who are cognitively impaired—how might you
address their spiritual needs?
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Hocker et al. (2014)%°

* Explored spiritual needs in patients with early and advanced cancer (n=285) in Germany

* Mean age was 61.3 years and most were male

* Almost all patients (94%) reported at least one spiritual need

¢ The two most frequent needs were ‘to plunge into the beauty of nature (77%) and 'to turn to someone
in a loving attitude' (77%)

Darby et al. (2014)%®

* Explored the spiritual needs of young people (n=9) aged between 11 and 16 years

Spiritual needs were classified into three main themes:

Personal issues-fear of the unknown, loss (hobbies, attending school), boredome and loneliness
Relationships and attitudes-presence of family members and friends, anticipation of being discharged
Environment-importance of having a conducive emotional space, building a sesne of community and
belonging especially with people who have survived cancer, building a sense of community and
belonging especially with people who have survived cancer.

Spiritual needs were found to change over time and it was recomended that heatlhcare professionals
should re-assess spiritual needs.

Fig. 1.3 Spotlight on oncology research

As identified earlier in this chapter, all individuals have spiritual needs,
even those who are cognitively impaired (e.g. individuals with intellectual dis-
ability or dementia). Frankl [26] identifies three dimensions to every person:
the soma (body), the psyche (mind) and the noos (the soul or spirit). For indi-
viduals who are cognitively impaired, this tridimensional core of the person
does not change, and they still have physical, psychological and spiritual
needs. However, it is more difficult to establish their care needs, especially
their spiritual needs.

In terms of assessing spiritual needs of patient who are cognitively impaired, it is
best to assess the person as early as possible in the disease trajectory and develop a
plan for spiritual care for both the individual and their caregiver [66]. Remarkably,
some studies have found that spirituality can slow cognitive decline in people with
dementia [67] and even protect against cognitive decline in middle-aged and older
adults [68]. This emphasises the importance of addressing spiritual needs in all
individuals.

1.6.2 Spiritual Assessment

As discussed earlier in the chapter, many governmental and professional bodies
and organisations recommend the inclusion of spiritual assessment in healthcare.
For example, the Joint Commission on Accreditation of Healthcare Organisations
(JCAHO) mandates that all patients must be assessed for spiritual beliefs and
practices. Thus, it is essential for healthcare professionals to understand how to
efficiently and effectively assess cancer patients for spiritual distress. Many
authors advocate a two-tiered approach (see Box 1.5) to spiritual assessment
[69-72].
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Box 1.5: A Two-Tiered Approach to Spiritual Assessment

e Tier 1 is a brief, superficial initial assessment that will obtain data to
determine if there is any distress that requires further focused assess-
ment. This assessment can be limited to asking the patient about gen-
eral spiritual status (e.g. how are your spirits now?), spiritual needs
(e.g. what spiritual concerns are bothering you most now?) and spiritual
resources (e.g. what do you think might help you with these
concerns?)

» Tier 2 is a focused assessment that engages the patient to describe the spe-
cific type(s) of spiritual distress being experienced. For example, during
the initial assessment, the healthcare professional may learn that the patient
is wondering ‘why?’. Tier 2 assessment questions would then reflect this
specific problem of meaning. Follow-up questions could include “Tell me
more about your “why” questions’ or ‘What answers are you finding for
why?’.

Healthcare professionals can craft original questions to reflect the patient’s
immediate concerns and language. Indeed, when talking with patients about their
spiritual distress, it is important for healthcare professionals to be aware of the
language utilised. To introduce the topic of spiritual distress, healthcare profes-
sionals can employ neutral phrases or use the language proffered by the patient.
For example, if a patient remarks that it is faith and family that are getting me
through this, the healthcare professional can create an assessment question using
faith. Neutral phrases such as matters of the heart or spiritual interests may also
be helpful. Other aspects of spiritual assessment are also important to consider.
First, the quality of the data collected during a spiritual assessment will be deter-
mined by the rapport and trust the healthcare professional has established with
the patient. Patients will more likely speak freely of their spiritual concerns to a
healthcare professional whom they perceive as warm, kind and respectful and
personally interested. Rapport can be developed rapidly by a healthcare profes-
sional who is genuinely caring. A healthcare professional presence, nonverbal
messages and behaviours can convey readily the qualities a patient needs to talk
openly about spirituality. Assessment data can be collected not only from the
verbal interactions with patients. Healthcare professionals must also consider the
nonverbal messages a patient sends. Objects such as religious jewellery or spiri-
tually oriented books in the patient’s environment can signal information about a
patient’s spirituality. This is particularly important for people with cognitive
impairment.

Having read the previous sections on spiritual needs and spiritual assessment,
consider the following case study activity:
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1.6.3 Case Study Activity

Joan is 82 years old and attended the emergency department last night accompanied
by her daughter, Shauna. Joan was complaining of difficulty passing urine for
3 days, and her daughter informed staff that she had also observed Joan to be disori-
entated for the previous 2 days. A short while later, Joan was admitted to the ward
with a diagnosis of a urinary tract infection (UTT).

You are asked to assess Joan on admission to the unit. In your assessment, you
discover that Joan is widowed for the past 4 years, and since then, she has lived with
her eldest daughter, Shauna. Shauna has a family of her own, but she can manage
well as Joan is usually semi-independent with mobilising, hygiene, toileting and
dressing. However, with the past 3 days, Shauna has noticed that her mother has
been quite disorientated and has required more assistance with some of these tasks.
You continue to ask Shauna questions about Joan’s disorientation, and you discover
that Joan’s memory has actually been deteriorating over the past year. Shauna
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reveals to you that Joan has noticed a change herself but is reluctant to discuss it
with anyone. She says that the family are very worried about Joan especially over
the past 2 months when they have noticed that Joan does not attend any social events
anymore. Shauna tells you that ever since she can remember, Joan would go to the
local church every Sunday for mass and would meet all her friends afterwards in the
village coffee shop, next to the church. Shauna says that Joan really enjoyed this
every week and looked forward to it. However, over the past 2 months, Joan has
refused to attend mass and has had no interaction with her friends.

As part of Joan’s care plan, you need to consider spiritual needs and spiritual
care. Reflect on the following questions:

e What kind of terms would you use to discuss spirituality and spiritual needs with
Joan?

e How would you introduce the topic?

e Who would you involve in the discussion?

e What specific spiritual needs might arise in Joan’s case?

* How would you ensure that Joan’s spiritual needs are prioritised along with other
needs?

e Which departments/disciplines would you consider referring Joan’s case to?

1.6.4 Spiritual Care

Spiritual care should be considered as an approach to care [73]. In other words,
spiritual care is not an addition to what nurses and other healthcare professionals
already do, but rather it is a natural part of compassionate care, which shouldn’t
present an extra ambiguous burden to deal with [73]. The importance of communi-
cation within the healthcare professional-patient relationship is emphasised and
numerous ways in which physical care or other biomedical interventions can be
made spiritual [73]. Box 1.6 provides an overview of therapeutic approaches to
spiritual assessment and spiritual care.

Box 1.6: Approaches to Spiritual Assessment and Spiritual Care

* Allowing person to discuss concerns

e Active listening

» Using full or transcendence presence

e Offering spiritually nurturing books, videos or other resources

e Educating about and supporting spiritually healing nonreligious rituals

 Facilitating the expression of the spirit through art (e.g. painting, sculpting,
music, quilting)

* Supporting religious practices

 Introducing journal writing

e Prayer

* Meditation

* Guided spiritual imagery

* Making appropriate referrals
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One way in which healthcare professionals can help people towards wholeness
and finding meaning in their illness is by referral to other multidisciplinary team
services or sometimes external support services. For example, referrals can be made
to the following team members:

Chaplains (trained in clinical pastoral education, pastoral counselling and fusion of
theological and psychological knowledge)

Clergy (depending on the religious denomination)

Mental health professionals (counselling experience)

Parish nurses (have some pastoral counselling training and understand the varieties
of spiritual distress amidst illness)

Spiritual directors (clergy or lay persons with some training in becoming ‘holy
listeners’)

Spiritual healers (shamans, medicine men, folk healers considered to be spiritual
care experts)

Personal Reflection Activity
Think about your clinical experience and your clinical setting. Now consider
the following questions:

* What spiritual support services are available for patients?

* What spiritual support services are available for staft?

e Is there a need to implement further support services and education on
spiritual care in your clinical setting?

1.7  Spiritual Distress

Research studies have shown that spiritual distress or spiritual pain (e.g. feeling
abandoned by God) is associated with worse outcomes for patients with diverse
conditions. For example, spiritual distress has been associated with increased
depressive symptoms, poorer quality of life, more functional limitations, increased
risk of mortality, emotional adjustment and quality of life [74—76]. Spiritual distress
has been defined as a disturbance in the belief or value system that provides strength,
hope and meaning to life [77]. Spiritual distress has been accepted as a nursing
diagnosis in the NANDA International (formerly, North American Nursing
Diagnosis Association) since 1978 [78]. According to Caldeira et al. [79], spiritual
distress may be diagnosed if the patient is in a state of suffering associated with the
meaning of his/her life, related to a connection to self, others, world or a Superior
Being. A list of manifestations of spiritual distress has been identified by NANDA
International (see Fig. 1.4).

Spiritual distress is said to arise from unmet needs, and the greater the degree
that a spiritual need remains unmet, the greater the level of spiritual distress experi-
enced by the patient [79]. All humans have a spirit that deeply yearns for
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Expression of lack of hope, meaning, and purpose in life,
and forgiveness of self

Expressions implying being abandoned by or having anger
toward God

Refusals of interaction with friends and family

Sudden changes in spiritual practices

Requests to see a religious leader

No interest in nature

Reading spiritual literature

Fig. 1.4 NANDA list of manifestations of spiritual distress

meaningfulness, inner peace, love and connection with a transcendent. This is mag-
nified during the experience of illness or a traumatic life event due to feelings of loss
and change, which can also initiate a search for meaning and raise existential ques-
tions [71]. Furthermore, individuals can experience a realisation of mortality; a feel-
ing of powerlessness and vulnerability; an isolation and loneliness; and feelings of
guilt or shame [71]. Thus, losses and changes to which a patient cannot assign
meaning or reconcile with basic beliefs about the world will contribute to spiritual
distress. Being unable to sense that one’s existence will continue in some manner
after death may also exacerbate spiritual distress. Unanswered existential questions,
a continued sense of vulnerability, loneliness, and guilt may have the same effect
[71]. Unlike physical or psychological symptoms, spiritual distress may not always

Online Activity: Part |

Watch this TedTalk by Debra Jarvis, who describes her experience as a health-

care chaplain and cancer survivor:
https://www.youtube.com/watch?v=4n8qTOvQbWk

No one can tell us what our experience means...we have to decide what it means.

Reflecting on your clinical practice, consider how meaning can be fostered in
the patients you care for who are ill.


https://www.youtube.com/watch?v=4n8qT0vQbWk
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be a symptom to avoid. However, healthcare professionals need to be aware that
spiritual distress can lead to negative religious coping as a result of poor adjustment
to illness [79]. Examples of negative religious coping include believing that God is
punishing the individual, feeling abandoned by God, viewing cancer as an act of the
devil and passive deferring of decisions to the divine. Yet, spiritual distress may be
a necessary and vital part of the spiritual journey, as alluded to by Debra in the
YouTube clip. Although the experience will still be experienced as painful, it can
produce new spiritual growth. Spiritual distress may be a natural part of a process
that can lead to spiritual transformation. Although some persons may get ‘stuck’,
those who embrace and learn from inwardly painful spiritual distress may experi-
ence transformation.

Online Activity: Part Il
Remembering the words of Debra Jarvis:

Claim your experience...don’t let it claim you.

Consider Debra’s message about suffering and how people can interpret and
deal with it in different ways. What are your experiences from your clinical
practice?

1.8  Spotlight on Spirituality Research

Some researchers claim that the study of spirituality is fragmented and in the early
stages [80, 81]. The progress of spirituality research has been challenged by a lack
of consensus on definitions and measures [48, 57, 58, 81-83]. The ambiguity sur-
rounding the conceptualisation of spirituality has been exacerbated by a lack of
acceptable measurement instruments that address spirituality in a patient-centred,
theoretically integrative and comprehensive manner [84, 85]. The majority of quan-
titative research conducted to date uses instruments measuring spiritual well-being
[86, 87], spiritual experiences [88, 89] and spiritual practices [90], to operationalise
spirituality. In some instances, measurement of spirituality has been simplified to
religious practices [91, 92] or religiosity [93-95]. This may be due to poor differen-
tiation between the concepts of spirituality and religiosity, which are often used
interchangeably in the literature [3, 96, 97]. Nonetheless, the link between spiritual-
ity and health outcomes is well-established in the literature [98, 99].

1.9  Conclusion
The recent spiritual re-emergence in society has resulted in the paternalistic, bio-

medical model no longer being considered adequate to address the diverse health-
associated needs of human beings [52, 58]. Spirituality is a highly personal and
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individualised concept; thus many definitions of spirituality exist. Spirituality is
essential to healthcare and is increasingly recognised in healthcare policies, stan-
dards and guidelines. Spirituality can help people cope with difficult life events
including a cancer diagnosis. Previous research has illustrated the prevalence and
diversity of spiritual needs amongst individuals diagnosed with illness [65, 100,
101]. Spirituality can be helpful to the health and well-being of individuals; how-
ever, a person can also experience spiritual distress. Spiritual distress may manifest
in many different ways depending on the person’s situation and their belief system.
Yet, spiritual distress may not always be a symptom to avoid. Rather, it may be a
necessary part of the spiritual journey that can lead to transformation in the
individual.

With regard to spiritual assessment, a two-tiered approach is recommended. This
involves an initial brief spiritual screening assessment to identify any evidence of
spiritual distress. This could be performed by any healthcare professional and used
to make appropriate and timely referral to spiritual support services such as the
chaplaincy service. There are many different modes of assessment including sur-
veys and interview questions. For a spiritual assessment to be successful, there must
be a strong rapport developed between the nurse and the patient, and the nurse
should be aware of the importance of the language utilised. Spiritual assessment
also includes nonverbal and behavioural observation, e.g. looking for signals in the
patient’s environment and observing their body language closely when opening a
conversation with them about spirituality. Finally, spiritual care is an integral part of
nursing care and should not be regarded as an ‘added extra’. Rather spiritual care is
an approach to care and should be at the core of everyday nursing care provided to
people with cancer [73].
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Abstract

This chapter explores psychological aspects of spirituality. After an introduction
to the psychology of spirituality and religion, the evolutionary psychological
basis of transcendent belief is explored. A novel model is proposed based on the
idea that ‘believing’ information from trusted sources was advantageous and
possibly adaptive in our evolutionary history, which has facilitated the develop-
ment of spirituality within the human species across the globe. The essential
elements of this model are (a) believing as knowledge transmission, (b) believing
as motivation or drive and (c) spiritual and religious beliefs as the basis for com-
munity (beyond kinship). These factors are further examined in relation to their
benefits in health care today.

2.1 Introduction

Spirituality and religion have been shown to have health benefits. In fact, the rela-
tionship between spirituality/religion and health and well-being has become a grow-
ing area of interest [1-3]. A positive relationship has been established between
spirituality and well-being in the general population [4], in patients with chronic
illness [5, 6], with mental health problems [7], in ageing [8] and in palliative care
[9]. Research in health psychology has established that, regardless of whether a
transcendent element is included, belief and search for meaning are salubrious
aspects in health and illness [10]; most notably there are signs that a spiritual or
religious element may be particularly supportive in stress management and avoiding
burnout [11, 12].

J. M. A. de Vries (PX<)
School of Nursing and Midwifery, Trinity College Dublin, Dublin, Ireland
e-mail: jan.devries @tcd.ie

© Springer Nature Switzerland AG 2019 23
F. Timmins, S. Caldeira (eds.), Spirituality in Healthcare: Perspectives for
Innovative Practice, https://doi.org/10.1007/978-3-030-04420-6_2

2


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-04420-6_2&domain=pdf
mailto:jan.devries@tcd.ie

24 J.M. A.de Vries

How spirituality and religiosity lead to those health benefits can be explained in
more than one way. Of course, those experiencing the benefits of such beliefs will
highlight the transcendental element. For instance, when a person prays for recov-
ery from an illness, he or she may believe that God heard the prayer and brought
about the cure. Or, someone may believe to have received a sacred sign to maintain
health by treating the body like a temple and thereby received a divine health bless-
ing. Or, an individual with mental health problems may benefit from psychotherapy
which explores previous lives and discovers the cause of the problems in an earlier
reincarnation. In contrast, a medic, nurse or psychologist is expected to provide
explanations within their fields of professional expertise, which requires a secular
understanding.

A psychological approach to the impact of spirituality or religion does not require
belief in actual transcendent, supernatural or divine intervention but instead empha-
sises how normal psychological processes mediate between spiritual or religious
beliefs and health and well-being. A Dutch psychologist, who researched the use of
reincarnation therapy with people suffering from phobias, was asked on television
whether he believed in reincarnation, to which he answered ‘that does not matter, as
long as it works’ [13]. It was not important that the psychologist believed in reincar-
nation, as long as the participants in the study were convinced that through regres-
sion to an earlier reincarnation, they could address their mental health problems.
Without believing in its transcendental foundation, the therapy could not work. Like
psychologists, health-care workers must be respectful of such beliefs, to ensure that
the benefits occur, even if the mechanisms as understood by health-care workers are
entirely different from what the patient/client believes. The effective handling of
this duality is an essential aspect of health care.

Keeping this in mind, we can now embark on the main mission of this chapter.
After a brief introduction to the psychology of spirituality and religion, the chapter
will outline:

* A novel model for the evolution of spirituality and religion as central aspects in
human psychological and communal functioning.

e An overview of health benefits of spirituality and religion based on elements put
forward in the evolutionary model.

Implications for practice will be discussed specifically in three discussion and
application sections.

2.2  Psychology of Spirituality and Religion

Psychology used to be seen as intrinsically incompatible with spirituality and reli-
gion. Psychology’s efforts to uncover the mysteries of all things human based on
empirical evidence were considered a threat to religion and spirituality. While early
psychological theorists such as William James and Carl Jung have contributed
important insights on spiritual and religious matters [14], indeed throughout the
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twentieth century, psychology as a field has been more concerned with observable
behaviours and measurable cognitive and emotional phenomena. Even the contribu-
tion of humanistic psychology, which advocated focussing on self-development,
meaning in life, hope, free will and empathy [15, 16], was considered contrary to a
religious or spiritual perspective on life. The emphasis on individualism and the
centrality of the ‘self” have sometimes led to accusations of psychology as a danger-
ous ‘cult of self-worship” [17].

But things have changed. The loosening grip of Christian religious dogma on
Western society has facilitated the emergence of a spirituality that not only shares
common ground but vividly relates to psychology, in particular to the humanistic
aspects listed above. Moreover, enlightened religious leadership has generated a
climate in which psychology is no longer frowned upon in many churches. At the
same time, psychology has evolved to the acceptance of spirituality and religion as
fields of scholarly interest. Social psychology, clinical psychology, personality the-
ory, evolutionary psychology and even cognitive neuroscience have each contrib-
uted to this [3]. Interestingly, for a while, the study of parapsychology which
focussed on extra-sensory perception, telekinesis, telepathy, clairvoyance and other
paranormal claims opened the door for the study of spiritual experiences as part of
controlled psychic experiments and case studies [18, 19]. However, robust empirical
support remained elusive [20], and this effort has all but been abandoned in aca-
demic institutions. Perhaps most importantly, the new movement of positive psy-
chology [21] which focusses on all that can contribute to optimal human functioning
has ensured that the integrated study of psychology and spirituality remained on the
agenda. Popular psychological themes, such as mindfulness [22] and stress manage-
ment techniques, meditation and yoga, contain spiritual elements.

In addition to these developments, the establishment in 1976 of the Society for
the Psychology of Religion and Spirituality (Division 36) of the APA (American
Psychological Association) more or less galvanised the topic as a discrete area [23].
This spawned several journals, handbooks and ground-breaking publications to har-
ness the progress in this area. Still, this does not mean that a coherent area with
well-established questions and answers has been established yet. Even at the level
of defining religion and spirituality, there is considerable disagreement [3]. Often
the distinction has been between spirituality as encompassing more individual inter-
pretations of soul, spirit or the supernatural, in contrast with religiosity which is
generally defined as a communal interpretation and practice of divine beliefs [24].
However, most conceptualisations have met with considerable disagreement within
the field. So much so, that authoritative recent texts suggest a pragmatic perspective
which avoids artificial distinctions [25] and highlights the commonalities between
religion and spirituality [26]. This approach is also taken in this chapter. In essence,
organised religion and spirituality are understood to share belief in and search for
significant meaning in transcendent, value-based and sacred aspects of existence
and the actions motivated by it [27]. It is beyond the scope of this chapter to present
a more detailed overview of the state of affairs (see for this [3]), but it is not hard to
imagine the complexities. For one thing, the diversity of religion and spirituality
across the world and a psychology that is mainly fuelled by Western thinking
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generate obstacles and compatibility issues. Be that as it may, how religion and
spirituality may have evolved to be present all over the world is worth addressing in
more detail, particularly because of how it relates to issues of health and
well-being.

2.3  Psychological Perspectives on the Development
of Religion and Spirituality

There are several notable psychological perspectives on the development of tran-
scendent experience. Cultural psychology, like anthropological perspectives, would
take a historical view which emphasises how culture, society and religion interact
and have developed over time [28]. Within this field, the development of religion is
often related to morality and ethics and their impact on culture and society [29]. In
contrast, personality psychologists have looked at the individual side, with theorists
advocating positions on either side of the nature-nurture debate. Saddling both sides
of the debate, one of the most influential psychologists of the twenty-first century,
Gordon Allport, suggested that religiosity is the result of natural maturation of per-
sonality in the individual [30]. A similar position has been taken by developmental
psychologists who have proposed stage theories of religiosity [31].

Whether spiritual experiences are desirable or not has first and foremost been
addressed by clinical psychologists, who have both identified it as a sign of mental
health and mental illness [32]. Likewise social psychologists have studied prosocial
interactions in religious communities as well as worrying developments in spiritual
communities and cults [33]. An interesting critical cognitive perspective is based on
the consideration that we are prone to misattribute the cause of events in transcen-
dent, superstitious or religious fashion whenever we encounter occurrences we fail
to understand in mechanistic ways [34]. If we don’t understand why something
happens, it must be of a transcendent nature. Boerenkamp’s study of clairvoyants
showed that they had developed this tendency in extremum [20].

The study of the development of religious thought [35] prompted cognitive neu-
roscientists to look for specific parts of the brain involved in the processing of
transcendent experiences [36] and consider whether our brain is hardwired for reli-
gion [37]. Although we must be very cautious in interpreting these findings [38],
this led to many considering a preparedness or adaptation for spirituality and reli-
gion in the brain. Perhaps evolutionary psychologists have come closest to provid-
ing an understanding of this. While most perspectives in the field address the
functionality (does it serve a purpose and what is that purpose?) of psychological
mechanisms and processes, evolutionary psychology takes a step further and seeks
to understand humans from the perspective of how we have evolved through adapt-
ing to our environments. This process of adaptation has been affected by natural
and reproductive selection. Humans with adaptive traits that made them more suc-
cessful in surviving and reproducing will have produced more surviving offspring
than those without those traits. Thus the genetic basis for such traits would have
become more common with successive generations [39—41]. Evolutionary



2 The Psychology of Spirituality and Religion in Health Care 27

psychologists often relate their theories to the time when humans lived as hunter-
gatherers (up to 20,000 years ago) when life was harsh and survival pressure
immense. They hypothesise that many psychological features of our species have
been shaped in this period and hence that to understand the development of reli-
gion and spirituality, we need to go back to this era.

Perceiving religion and spirituality through this lens has met with some trepida-
tion. Buss’s [42] seminal handbook of evolutionary psychology only devotes one
page to it! Yet some interesting perspectives have been expressed. One is that religion
and spirituality could be seen by-products of selection for other adaptive aspects of
the human survival and reproduction apparatus, such as our propensity to seek attach-
ment [43, 44]. Attachment is an adaptive process that benefits offspring of many
animals by providing protection, nearness to sustenance, support and learning. While
normally aimed at caregivers, it is hypothesised that religion is the result of project-
ing this on a deity [45], thus providing a broader and beneficial connectedness to
community and the world in general. Others have argued that religion and spirituality
have a myriad of survival and reproductive advantages through shared and coordi-
nated social life and may be a complex adaptation in its own right [46, 47].

24 A Novel Evolutionary Model of Spirituality and Religion

Building on these evolutionary principles, other perspectives can be hypothesised.
Forgive the audacity, but there is scope for a novel perspective, which hinges on the
human propensity to make assumptions, ‘believe’ in information from trusted
sources, and engage in actions based on them. Core to this perspective is the fact
that our executive functions and working memory are limited in size [48] and there-
fore that we are restricted in the extent of our cognitive appraisal of complex events
[49]. We simplify and make assumptions, often based on partial evidence. This
helps us avoid lengthy inner deliberations in situations where fast decision-making
and well-coordinated action are required. This cognitive tendency is an essential
aspect of how not only humans, but many organisms, survive. The understanding of
believing (or making assumptions) as an adaptation, or an instinct [50], is not
entirely new, and how it pertains also to transcendent beliefs is only a small step. We
act on beliefs about many aspects of the world that are either not verified or not veri-
fiable. For our hunter-gatherer ancestors, much of the understanding of the world
was hard to verify, regardless of whether it pertained to the natural or supernatural
realm. In fact, differences between beliefs in natural and transcendent understand-
ing may have been much less pronounced than they are today. Without the vast
scientific understanding of our world, our hunter-gatherer would have been just as
easily swayed by supernatural beliefs.

Let’s take a leap back in time. Twenty thousand years ago or longer, our species
roamed the planet in small groups, families, extended families and tribes. These
groups were nomadic and lived from hunting and gathering whatever was edible
(fruit, nuts, mushrooms, etc.). Life was full of hazards, and the knowledge base for
survival contained many uncertainties, such as what to eat to remain healthy in the
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long term, how to prevent and treat illness and injuries, how to predict death or sur-
vival, etc. Very often our ancestors would have ‘believed’ rather than known things
for sure. Believing was beneficial, regardless of whether transcendent aspects were
included. There are three pervasive reasons to assume this: (a) believing is essential
for sharing of vital information; (b) believing is a motivating factor with drive-like
qualities; and (c) believing in the same things generates community.

So firstly, it was beneficial to ‘believe’ in information provided by trusted
sources: where to find food, what to eat and what to avoid, the imminence of dan-
ger, whether to fight or flee, etc. To make up our minds, we needed to observe and
believe others. Humans are not unique in this. Most animals are extremely respon-
sive to the behaviours and signals of conspecifics as warnings or indications of
opportunities. In addition, in humans, an essential knowledge to survive was trans-
mitted verbally from generation to generation by elders. Their wisdom would have
been unfathomable to a new generation, and therefore they would have had to
believe the elders’ judgement. Transcendent, spiritual wisdom or religious beliefs
would have been transmitted in the same way. Perhaps this kind of knowledge,
which could neither be confirmed nor falsified, may have been transmitted with
particular conviction.

This brings us to the second benefit, which is the motivational aspect of beliefs.
If you believe in something, you are more likely to succeed. Henry Ford’s famous
quote “Whether you think you can, or you think you can’t: you’re right” epitomises
this. Believing has drive-like properties that trigger motivation and thus activate the
brain and the sympathetic nervous system to facilitate energetic responses and
action patterns to succeed in achieving a wide variety of goals [51]. Believing in a
positive outcome will have motivated our ancestors in their daily efforts to find sus-
tenance and protect themselves. It will have motivated them to devote energy to
developing better shelters, weaponry, food preparation and medicine. In this sense,
the quality to have strong beliefs may have been a survival benefit, and the inherit-
able element of it may have become more abundant with each generation. Some
authors have argued that the motivational impact of transcendent beliefs may be
particularly salient [52] and will have served as overarching motivating factors lead-
ing to extraordinary achievements.

Thirdly, shared beliefs generate community. Trust in others and what they tell us
or promise is an essential element in the system of reciprocity in each community.
Believing in the same perceptions and conceptions of the world and ourselves is
also a great uniting factor. Beliefs most likely to unite people are the kinds that
transcend what could be easily established or observed objectively. Typically the
most enduring of such beliefs would be those that can neither be confirmed nor
falsified by empirical evidence. Once refuted, a belief becomes meaningless, and
the same is the case for a belief that is confirmed to be objectively true. It loses
its fascination and power, and the special bond between believers evaporates. Hence,
beliefs that retain a degree of mystery, such as those from the realm of the super-
natural, religious or spiritual, could well be more effective at connecting communi-
ties than other factors. It is possible that in our evolutionary past, shared transcendent
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beliefs generated a special bond that exceeded tribal and familial bonds. With many
tribes based on extended families, lack of reproductive opportunities and inbreeding
were problematic. Shared transcendent beliefs would have created ties between dif-
ferent tribes that would have facilitated intermarriage and avoidance of inbreeding
and therefore stronger offspring.

In sum, it is argued that the motivational and knowledge transmission advantages
of ‘believing’ in general may have been adaptive in our hunter-gatherer ancestors
but also that beliefs in the spiritual world may well have precipitated the formation
of more intimate ties between non-kin individuals and groups, which because of
avoiding inbreeding may have led to higher reproductive success.

A specific feature that would have made most forms of religion and spirituality
attractive in our hunter-gatherer past, and still does, is the offering of a trranscendent
meaning to life, which may have the overarching motivating impact suggested in the
above. Other important selling points of religion were the idea of an afterlife, which
provides an answer to the most essential fear humans have. Believing that our spirit
lives on after we die and we would be reunited with our loved ones in a heavenly
afterlife with all suffering gone must be mood enhancing for most people and may
have significantly reduced the inevitable suffering in what must have been difficult
lives. While the functionality and benefits of each of these aspects are clear, more
consideration is needed before we might attribute the qualities of evolutionary adap-
tations to it. This is for another publication.

Another word of caution also needs to be inserted here. The complexity of human
behaviour and the varying and changing circumstances in which we live and have
lived are such that it is very hard to establish whether spiritual and religious behav-
iours as an adaption would on balance outweigh the possible maladaptive aspects
and risk factors. Bulbulia mentions several negative aspects of religion that require
consideration, such as ‘misperceiving reality as phantom infested, frequent prostra-
tions before icons, the sacrifice of livestock, repetitive terrifying or painful rituals,
investment in costly objects and architecture, celibacy, religious violence and non-
reciprocal altruism, to name a few’ ([53], p. 655). We may also question whether
religion and spirituality as unifying factors compensate for their divisive potential,
often leading to conflict and war. Talking of war, we might consider whether reli-
gious warfare was more effective than non-religious warfare and provided more
benefits for the survival and reproductive fitness of those engaging in it and their
progeny. Would plundering, pillaging and rape have been more effective under the
banner of spreading a religion? Also, many religions have periods of fasting included
in their yearly calendar. Evolutionary psychologists would be asking whether on
balance fasting had survival and reproductive benefits or disadvantages. Of course,
addressing these multifaceted questions is beyond the remit of this chapter, but it is
important to appreciate the complexity of the issue of adaptiveness and health ben-
efits and that we have to be cautious in our approach. Nonetheless, with the case for
spirituality and religion as adaptations presented, it is worth establishing how sur-
vival advantages in our evolutionary past translate into benefits for health and well-
ness today.
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2.5 Health Benefits of Spirituality and Religion
2.5.1 Health Beliefs and Transcendent Beliefs

The study of health beliefs is an important area in health psychology [10]. A funda-
mental principle is that with health information generally complex, overwhelming
and ambiguous, the average patient tends to simplify their understanding often
based on stereotypical health beliefs. For instance, while few people would contest
the existence of transmittable illnesses, viruses or bacteria, the complex workings of
the different systems in our bodies or the importance of medical interventions, the
complexity of it all is such that it exceeds the layperson’s powers of processing and
verification. Just like we argued for our hunter-gatherer ancestors, it is therefore a
matter of trusting and believing experts rather than that we can fathom or verify any
of these ourselves. In many ways, believing in physical and health sciences requires
the same leap of faith as believing in spirituality or religion.

And what we believe matters. In health care, believing in success of a treatment
has been identified as an important additional factor in its potential effectiveness.
Even without an established working ingredient in an intervention, expectations of
a positive impact (the placebo effect) have often been shown to be effective [54-58].
This principle also applies to spiritual or religious beliefs that are in alignment with
the information about and impact of treatment (see Fig. 2.1).

The belief in sacred support or that God cures can be equivalent or perhaps supe-
rior to the trust in a doctor or the intervention itself. In fact, the belief in transcen-
dent or divine support, if it is firm, has the advantage that it is not subject to
fluctuations in confidence in specific doctors or treatments, nor does it need

Information giving — Strength of belief in

about treatment treatment

outline medical and
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Fig. 2.1 Recommended approach to integrating patient’s spiritual or religious perspectives in
optimising treatment impact
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recalibration when a treatment fails and a new one is initiated. Continued belief in
spiritual support will give a patient hope and peace of mind, which will reduce
stress levels and thus have health benefits [8, 59].

Only if health-care workers acknowledge and respect religious beliefs and spiri-
tual perspectives of patients can we ensure that these beliefs provide optimal sup-
port for them in coping with the health issues they are facing (see Fig. 2.1). Coyle
suggests that health-care workers need to show respect but also familiarise them-
selves with the spirituality of the people in their care [27]. Often transcendent or
religious beliefs can be aligned effectively with perceived medical and/or psycho-
logical mechanisms, but sometimes such beliefs may interfere. The understanding
of HIV-AIDS internationally is a good example of where spiritual and medical
explanations of the illness sometimes clash, with devastating effect for the trust in
medical treatment and the motivation to refrain from unprotected sex. Consideration
of matters of trust is crucial, because psychological research has demonstrated con-
vincingly that trust is easily broken and hard to re-establish [60]. As a health-care
worker, it is essential to pay attention to this process.

Implications for Health-Care Practice |

It is essential that medical and psychological factors in health, illness and
health care are well enough understood by patients but also that patients are
supported in activating their own positive beliefs, including religious or spiri-
tual ones, in relation to healing and recovery (see Fig. 2.1). While specific
transcendent beliefs that health-care workers have themselves should be sub-
ordinate to the patient’s beliefs, understanding core spiritual principles may
help in understanding how these can benefit patients, even if their specific
beliefs are different. Question: Which core spiritual principles might help us
to make this link?

2.5.2 The Health Benefit of a Meaningful Life

Both the search for and an achieved sense of meaning in one’s life is part of an
overall motivational mechanism. We are ‘driven’ to look for and find meaning in life
in work, love, raising children, making a difference in other people’s lives, etc.
Many psychologists consider this an essential function, and some don’t shy away
from advocating that a spiritual approach to the meaning of life is essential to an
overarching motivational theory [61]. Meaning in life has been associated with
higher levels of mental health and well-being [62], a buffer against stress [63] and
as a mediator between religiousness and psychological health [64].

There is evidence to suggest that significant health scares lead people to recon-
sider their perspectives on the meaning of life or may add or emphasise a more spiri-
tual or religious aspect to it [65]. What gives meaning to life differs for each
individual and often changes throughout the lifespan. Younger adults tend to ‘search’
for meaning, while older adults more often identify a ‘presence’ of meaning.
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Implications for health care Il: What gives meaning to our life?

If we want to identify a person’s answer to this question, it may be useful to ask about all
three aspects. We may want to start with ourselves .......

Individual or self-related Family, community, Spiritual or religious
society related aspect

Fig.2.2 Three domains of meaning in life

Meaning in life tends to be associated with higher well-being [66], but more promi-
nently in older adults [67]. Ageing itself may also play an important role in this, but
since many life-threatening illnesses are most likely to affect us later in life, these
tendencies may well amplify each other.

The great advantage of a spiritual or religious perspective on the meaning of life
is that it can be maintained even when social, individual or occupational circum-
stances which give meaning are diminished. In particular when people end up in
hospital for a considerable period of time, the emerging crisis [68, 69] is likely to be
exacerbated because all sorts of meaning-giving activities fall by the way side.
Achievement through work, being part of a community and excelling in sport or
other activities will be out of the question, and thus life ceases to provide the same
sense of meaning, once in a hospital bed (see Fig. 2.2). It should not surprise us that
people become more spiritual or religious under those circumstances. In this sense
it can be a compensatory mechanism.

2.5.3 Reduction of Human Suffering and Fear of Death

As there is evidence for higher quality of life in those engaging in spirituality or
religion when affected by chronic illness, such as cancer [5], there is also the sug-
gestion that those engaging in spirituality may be more effective at coping with
human suffering [70]. The calming and balancing effect of being connected to tran-
scendental elements is one factor. The other is that acts of meditation or prayer may
reduce fear, stress, anxiety and pain and increase wellness [71]. People engaged
with spirituality have lower risk of suicidality [72].

A strong appeal of most religions is that they include elements that reduce suf-
fering or perceived levels of suffering. Jesus’s intense suffering is an essential aspect
of Christianity and emphasises that most of our own suffering is insignificant in
comparison. This may help in pain management. Any form of sanctification or tran-
scendental experience of childbirth might also have such an impact [73]. Spiritual
aspects of relaxation exercises and meditation are bound to add to the impact of
such techniques to reduce stress and cope effectively with pain and discomfort.
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Belief in an afterlife is most helpful when death approaches. This is why spirituality
is often so central in palliative care [9].

Much of our suffering is of a mental nature. Specifically inner conflict about
important self-related matters can make us feel bad about ourselves [74]. When
being made to think one is wrong, immoral, bad, stupid, hypocritical, etc., this is
bound to affect us most. Spiritual or religious inner conflicts may be involved in
this. It disrupts our peace of mind and sometimes generates a degree of heartache
more intense than physical pain. It expresses itself in guilt, shame, embarrassment,
regret, remorse or self-directed anger and motivates efforts to continue looking for
a resolution, until solace has been found. And while values, beliefs or faith may be
part of the inner conflict, spiritual or religious answers can also be helpful to reduce
the inner turmoil.

Implications for Health-Care Practice llI: Spiritual responses to reduce Inner
Conflict

How we experience and respond to inner conflicts is best explained by cogni-
tive dissonance theory [74—76] which suggests that we are motivated to seek
and maintain internal consistency in our thinking and behaviour and find
inconsistency or ‘dissonance’ uncomfortable. Dissonance between our behav-
iour and important standards we hold ourselves to can be the source of intense
discomfort. Ideally we bring our behaviour back in line with these standards.
However, sometimes actions lead to damage to self or other that cannot be
reversed. Consequently the person may be unable to resolve the related dis-
sonance and may experience prolonged mental anguish. It is in these cases
that a spiritual or religious approach may provide solace. Let us consider the
following scenarios:

Matt [23] is in hospital with several non-life-threatening injuries following
a traffic accident in which he was the driver. His girlfriend died in the acci-
dent. He had been drinking. As his physical state improves, his mental state
deteriorates. He says that he wished he was dead.

Fatima [57] is overweight and suffering from diabetes. She has come to the
realisation that her illness is the result of long-term lack of physical activity
and an unhealthy diet. She is ashamed and does not want to see her family.

Jane [77] is on life support and reflecting on her life. She is talking about
an abortion she had a long time ago and how subsequently she could not con-
ceive and remained childless. She says that she still regrets this and does not
know how to make peace with herself.

Question: Can you think of a spiritual approach to assist Matt, Fatima and
Jane in coming to terms with what happened and alleviate the mental pain
they are experiencing? (Consider first how you would find out what their spir-
itual beliefs are. Then reflect on how meditation, prayer, confession, seeking
forgiveness, establishing transcendent meaning or other aspects might benefit
them).
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2.5.4 Health Benefits of Spiritual and Religious Social Support

We are social animals [78]. This is reflected also in how transcendent beliefs are
experienced and the strength of the community bond these shared beliefs may gen-
erate. While the survival and reproductive advantages have already been outlined in
the above, the direct health benefits of social and spiritual support still require some
comment. Perhaps most obviously, church membership tends to imply support from
the church community whenever a member is unwell. This support has been shown
to be beneficial in a variety of contexts [79]. This makes sense, because it is well
documented that social support in general has many physiological benefits [80]
especially for the endocrine, cardiovascular and immune system [81] with many
studies indicating that social support and inclusion moderate a negative impact of
stress on health [82] and mental health [83].

Churches and spiritual organisations also engage actively in providing health care
and support. This relationship may have its origin in shamanistic health-care duties
in hunter-gatherer societies [84] and is evidently still playing a dominant role in
health care today. Think of all the hospitals run by religious orders and organisations
like the Red Cross or Red Crescent. While the times of specific hospitals for specific
religious grouping has gone, a religious ethos often still shines through underneath a
secular veneer. At the same time, the growing ethnic and religious diversity within
the patient populations in most hospitals in Europe and the USA have led to individu-
alised spiritual support. One can request a visit from clergy of a variety of back-
grounds, according to one’s expressed preference. This practice is particularly
prevalent around life-threatening operations and in end-of-life care. While the
impacts of such supports are notoriously difficult to establish, the evidence is not
overly favourable [85]. The fit between the person and the preferred spiritual support
may be crucial in this respect. Research on music as a preoperative or pain reduction
intervention showed that self-selected music was most effective [86]. It may well be
the same for spiritual support. This is an argument to suggest that health-care work-
ers may need to become more familiar with the different kinds of spiritual perspec-
tives generally encountered in practice, in order to provide optimal support [27].

The combined impact of social and spiritual support is most evident where
organisations with a faith-based foundation have set up patient or peer support
groups for specific conditions. A review of the literature shows that such pro-
grammes tend to be aimed at primary prevention, general health, cardiovascular
health or cancer and may lead to significant reductions in blood pressure, choles-
terol, weight and illness symptoms [77]. In addition widespread initiatives such as
Alcoholics Anonymous, which incorporate a spiritual aspect, have been demon-
strated to be effective [87]. Even web-based spiritual supports for patient groups are
potentially helpful [88]. Some religious and spiritual organisations use their health
and mental support efforts to recruit people. The Scientology Church is an example
of this. Other organisations tend to pre-empt this ethical issue, by being as all-
inclusive as possible and avoiding proselytising as part of their health-care activi-
ties. As a result, the religious or spiritual identity of their support activities may
remain implicit.
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2.6 Conclusion

After a brief introduction to the psychology of spirituality, this chapter has aimed to
provide an understanding of the possible development of religiosity and spirituality
rooted in evolutionary psychology. A novel model has been proposed which sug-
gests that ‘believing’ in information that could not be verified was an essential adap-
tation for our hunter-gatherer ancestors. It had benefits for the transfer of information
and added ‘drive’ or motivation to activities. Moreover, shared beliefs would have
facilitated social bonding. Transcendent beliefs may have been particularly attrac-
tive as they added meaning to life, reduced suffering and often provided a way of
reducing fear of death. Strong transcendental beliefs may have superseded kinship
as a binding factor and will have promoted social interaction beyond the family.
This may have reduced the risk of inbreeding, potentially a very important adapta-
tion. The core factors mentioned here also play a role in how psychological mecha-
nisms mediate between religion/spirituality and health benefits. This has significant
implications for health care. Health-care workers might consider reminding patients
of how they see meaning in life, how to integrate their transcendent perceptions in
the understanding of treatment, and how to assist patients in using a spiritual per-
spective to reduce mental distress.
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Abstract

The provision of healthcare involves dialogue and interaction between those
receiving and those providing care. These interactions incorporate the need for
building relationships based upon mutual trust and respect. The delivery of
healthcare across all professions necessitates the need to conduct some form of
assessment to identify an individual’s healthcare needs. This assessment should
be holistic in nature addressing all aspects of the person including physical, psy-
chological, social and spiritual domains. However, because of the misconcep-
tions and assumptions associated with the concept of spirituality, spiritual needs
of the person are often overlooked and neglected in the delivery of healthcare.
Therefore, this chapter provides a brief overview of some of the key features of
spiritual assessment offering a new pragmatic two-question model for spiritual
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assessment and goes on to explore how the model may be useful in addressing
spiritual needs in a range of different settings.

3.1 Introduction

The information used in most patient care plans, whether written or electronic, is
primarily derived from and based upon some form of standard assessment tool.
Spiritual assessment is ...an attempt to enquire positively and unobtrusively with a
patient/client or their carers into areas of life that are associated with their health
and well-being. It is more than just an enquiry into physical health’ ([1], p. 61).
Spiritual assessment involves action and the process of enquiry combined with
information gathering and interpretation [2]. Patient care plans should therefore be
rooted in a variety of diverse assessments that cover the multiplicity of patient care
[3, 4]. Whether or not the evaluation of a person’s spiritual needs is called ‘screen-
ing’ or ‘assessment’, for healthcare professionals, this type of activity ought to be
encompassed within standardised approaches to assessment. An ‘appropriate spiri-
tual assessment’ allows the healthcare professional to identify the personal, reli-
gious and spiritual needs, resources and coping mechanisms of a patient.

There is recognition across healthcare practice and education that a more open
qualitative approach to spiritual assessment is most appropriate, despite a growing
focus and desire for more quantitative methods and scientific evidence [5]. As such,
any form of spiritual assessment ought to be based upon local needs and agreements
and not simply a ‘tick box’ exercise. The style and language should be practical,
clear and simple and ideally developed with staff and patients to ensure fitness for
purpose and to maximise utility [1]. It is important to note that the tool has no magic
formula in itself. Its usefulness in addressing spiritual need will be entirely reliant
on the discernment and sensitivity of the healthcare professional using it [5].

This chapter will briefly explore some key features of spiritual assessment and its
implementation and operation across the healthcare team. The chapter offers a new
pragmatic two-question model for spiritual assessment and goes on to explore how the
model may be useful in addressing spiritual needs in a range of different settings.

3.2 Aims
This chapter will:

1. Explore what is meant by the term spiritual assessment, outlining the different
types and approaches.

2. Describe the main features of a spiritual assessment tool giving consideration to
how these will influence care.

3. Provide a pragmatic two-question model for undertaking a spiritual assessment
within healthcare practice and explore its application in different settings.
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3.3  Background

Healthcare is dynamic and constantly changing to meet the diverse needs of indi-
viduals and societies. Despite the vast improvements, innovations and technologies
that have enhanced available treatments, the delivery of healthcare still involves the
recognition and validation of the person, in a caring relationship that is dignified,
respectful and compassionate. Healthcare that is devoid of these humanistic and
altruistic elements can feel overly scientific and ‘heartless’ [6].

It is widely accepted that healthcare must attend to the holistic needs of individu-
als: physical, psychological, social and spiritual [7, 8]. In reality, however, although
many healthcare professionals feel comfortable in assessing and supporting indi-
viduals with the first three dimensions, they feel less confident and competent with
the spiritual dimension of care [9].

In recent years, healthcare provision has been driven by the scientific, medical
and curative model of care. The mantra of evidence-based practice has echoed
across health and care services shaping practice and the delivery of care. Spiritual
aspects of care appear to be being forced or ‘shoehorned’ down a narrower scientific
paradigm. This is evident by the development of a large number of quantitative stud-
ies [10] and bespoke indicator-based, and value clarification, spiritual assessment
tools [11]. Whilst the rationale may be to gain scientific/academic credibility by
producing quantifiable evidence that demonstrates impact and better outcomes, rec-
ognition must also be given to the more subjective and qualitative nature of spiritu-
ality making it difficult to measure and quantify.

We suggest that the hierarchy of scientific evidence which values meta-analysis
and systematic reviews more highly than qualitative evidence may need reconsid-
eration and remodelling when applied to the spiritual dimension. This is important
because what constitutes credible and trustworthy scientific evidence is certainly
influencing and directing how healthcare professional assess, plan, implement and
evaluate care, including spiritual care. Attempts to redress this balance can perhaps
be seen in the Patient-Reported Outcomes Measures (PROMs) and Patient-Reported
Experience Measures (PREMs) movement in its attempts to capture the patient/cli-
ent experience, but again PROMs try to capture qualitative accounts using objective
measures [12].

3.4 Undertaking a Holistic Patient Assessment

In the United Kingdom, the Nursing and Midwifery Council (NMC), the profes-
sional regulatory body for nurses and midwives, states:

Registered nurses prioritise the needs of people when assessing and reviewing their mental,
physical, cognitive, behavioural, social and spiritual needs. They use information obtained
during assessments to identify the priorities and requirements for person-centred and evi-
dence based nursing interventions and support. They work in partnership with people to
develop person-centred care plans that take into account their circumstances, characteristics
and preferences. ([13], p. 13)
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This statement affirms it is the responsibility of all nurses to undertake a holistic assess-
ment of their patient’s needs in partnership with people important to them and members
of the multidisciplinary team. This holistic assessment includes a spiritual assessment,
an area that nurses often struggle with [9] and which this chapter seeks to address.

The following exercise (3.1) invites you to consider these different dimensions of care
when undertaking a holistic assessment. The case involves admitting a patient into the
emergency department. (This exercise was created by Sadie Young based on her presen-
tation ‘Incorporating spirituality into holistic patient assessment’ at the 8th International
Student Conference on Spiritual Care, Copenhagen, Denmark, 20-22 September 2017).

Introductory Exercise 3.1

As the admitting nurse, you have to undertake a holistic assessment of Gerry’s

needs. These are listed in Table 3.1. What order would you place them in? And why?
Here is some demographic and medical information about Gerry you are

admitting:

Setting: emergency department
Patient: Gerry, 60-year-old male
Presenting complaint: ischaemic stroke

Previous medical history:  high blood pressure

Social: lives at home with his wife
Plan: thrombolysis, rehabilitation

Linda Ross’s group, who undertook this exercise, temporarily put them in the
following order (see Table 3.2). ‘Informal spiritual assessment’, ‘social needs’ and
‘mental capacity’ moved around from moment to moment, which is why they are
arranged around the outside.

Compare your list and prioritisation with the list presented in Table 3.2, and note
the different positioning of the items. There are a number of points that this exercise
highlights with regard to undertaking a holistic assessment upon admission to hos-
pital, and these have implications for the delivery of healthcare practice:

Table 3.1 Gerry’s needs

Needs/action Order
Social needs

Mental capacity

Mobility

Formal spiritual assessment, full documented assessment
Informal spiritual assessment

Past medical history

Psychological assessment

Washing, dressing, continence, eating and drinking
Neurological assessment; Glasgow Coma Scale

Blood pressure, pulse, respiration rate, blood glucose,
ECG
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Table 3.2 Feedback on activity

Informal spiritual assessment

Blood pressure, pulse, respiration rate , blood glucose, ECG
Neurological assessment, Glasgow coma scale

Washing, dressing, continence, eating and drinking

Psychological assessment

Past medical history

Formal spiritual assessment, full documented assessment
Mobility

£yoeded [eJuRIA

Social needs

e Assessment of patient needs is a fluid concept. The nurse can begin their assess-
ment at handover and develop the identification of needs through observing and
talking with the patient. There is no hard and fast rule of what is going to be the
right procedure for every patient.

* Patient needs and assessments are subjective and individual so the nurse needs to
be aware of the risks of following an overly structured and prescriptive approach.

e This task may help to illuminate the nurse’s own preconceptions of their patients.
Reflecting on how you undertook this exercise may highlight strengths and
weaknesses within your skill set.

3.5 Approaches to Spiritual Assessment

There are many approaches to spiritual assessment well documented in the health-
care literature ranging from the informal to the more formal [2, 3, 14]. McSherry
and Ross [2, 14] list six categories of approach to spiritual assessment:

Direct methods: asking direct questions about personal, religious, spiri-
tual needs.

Indicator-based models:  spiritual distress, diagnosis.

Audit tools: institutional attempts to audit practice in this area.

Value clarification: Likert-type scales to explore values/perceptions of spiri-
tuality and spiritual need.

Indirect methods: Cues to potential spiritual needs are identified through

observation of the environment and/or demeanour/atti-
tudes/behaviours of the individual.

Acronym-based models:  simple models incorporated within the general assess-
ment process, simple to administer and use.

This list shows that spiritual assessment spans a continuum of approaches and
that the terminology can be confusing. For example, in some countries (e.g. the
United States and Canada), the term ‘screening’ (direct method) tends to refer to the
initial enquiry about a person’s personal, religious and spiritual beliefs and can be
conducted by any healthcare professional. The outcome of the initial screening may
identify the need for a more in-depth spiritual ‘history’ or ‘assessment’ which would
require referral to the specialist healthcare chaplain.
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Informal (indirect) methods necessitate the healthcare practitioner using a range
of communication and interpersonal skills (verbal and non-verbal) to observe and
assess patient need. This will require establishing rapport and a trusting meaningful
relationship with the patient. First impressions are important, so an open, friendly
and polite welcoming approach upon admission is vital to enabling the individual to
feel comfortable and relaxed within the caring environment.

To launch directly into the admission process with a range of intrusive personal
questions such as ‘Do you have a religion?’ or ‘Do you have any personal, religious,
spiritual beliefs?’, for example, if the patient is in excruciating pain or experiencing
severe nausea and vomiting, would certainly be inappropriate. Therefore, it is
important for informal spiritual assessment to be continuous in nature and sensitive
to the priorities that have resulted in admission.

Once the reasons for admission have been resolved and the patient is comfort-
able, it may be appropriate to ask a simple screening question to identify any urgent
personal, religious and spiritual beliefs but not in any formal or structured manner.
This information could be obtained during the admitting conversation or dialogue.

Formal spiritual assessment may involve the use of a structured assessment tool.
Examples of acronym-based tools include Permission, Limited information,
Activating resources, Non-nursing assistance (PLAN) [15] and Faith or beliefs,
Importance and influence, Community and Address (FICA) [16] and H, sources of
hope, strength, comfort, meaning, peace, love and connection; O, the role of organ-
ised religion; P, personal spirituality and practices; E, effects on medical care and
end-of-life decisions (HOPE) ([17], p. 81). These models are primarily used in the
initial consultation, or upon first meeting the patient, to obtain information that may
be indicative of underlying spiritual needs. Close attention should be given to how
these tools are used and introduced within the admission process.

As highlighted above, the NMC calls for nurses to include a spiritual assessment
as part of the ‘holistic’ care they are called to deliver. This makes sense because the
nurse is in the unique position of being with the patient 24 h/day, 7 days/week. The
nurse also performs advocacy and signposting roles, for example, to specialist spiri-
tual care services. It has been argued that unless nurses identify patients’ spiritual
concerns, it is very likely that these concerns will go unrecognised and unmet [18].

Spiritual assessment tools have been available in the literature for almost four
decades and are mostly American in origin. One of the pioneering tools was developed
by Stoll [19] titled ‘Guidelines for Spiritual Assessment’. This was a direct method of
assessment asking a number of questions focusing upon religious beliefs, practices and
sources of support. Many contemporary tools have built upon this original work.

Despite the rhetoric indicating that nurses and healthcare professionals should
undertake a spiritual assessment, the evidence suggests that they find this challeng-
ing, preferring informal rather than formal approaches. Recent surveys in the United
Kingdom and Australia have shown that only 2.2% (n = 3 out of 139, [9]) and 26%
([20], n = 18 out of 191) of nurses/healthcare professionals, respectively, said they
used formal spiritual assessment tools. In both these studies, the most frequent
means of identifying patients’ spiritual needs was informally by picking up on cues
from the patient, by listening and by observation.
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3.6 AnlIntegrated Approach

The overriding concern when conducting any form of spiritual assessment is that it
is integrated with the entire process of care, rather than being an ‘add-on’ or
‘optional extra’. Clarke [21] captures this when she writes:

Nurses are in the privileged position of being able to touch and work with people’s bodies
in a unique way, yet have been seduced into believing that talking was the only way to
provide spiritual care. This book has challenged that view and argued that there is another
way to provide spiritual care by embedding it into every encounter and relationship and into
the physicality of everyday nursing and midwifery care.

This quotation is important and radical in terms of its implication for spiritual
assessment because it suggests a new paradigm is required around the way we con-
ceive and undertake it in practice. It implies that spiritual assessment should be
integrated within everyday nursing practice and in each patient encounter.

3.7 Introducing an Alternative Pragmatic Model
for Spiritual Assessment

So far we have seen that spiritual assessment is expected of nurses as part of the
wider holistic assessment they are called to undertake, but that this may not happen,
certainly not in any formal way. So, how realistic is it to expect nurses to carry out
a spiritual assessment in the current climate with staff shortages, where they are
already overstretched and are struggling to meet immediate physical or mental
health needs and to provide safe (clinical) care?

3.7.1 A Reflection upon Current Practice: A Colleague’s
Experience

Let us reflect on a recent example from practice. A colleague, Maggie, has just
returned to work following surgery. I (LR) asked her about her experience of the
nursing care. She responded by saying:

The nurses were great but they were so rushed off their feet. They could barely fit in taking
a medical history so they certainly didn’t have time to ask me about my spiritual needs. But
I did have spiritual needs although I might not have recognised them as such at the time.

Maggie was very frightened one night when she felt really poorly after surgery and
was worried about dying. When I asked her who she would have liked to have talked
to, she said a chaplain or anyone with time to listen, but not family for fear of wor-
rying them. Her spiritual needs were never addressed and highlight Ross’s [18]
concerns noted above.

In this case Maggie had spiritual needs (to talk about fear of dying), but nurses
were too busy to pick up on this. So, how realistic is it to expect nurses to carry out
a formal spiritual assessment? Can we really expect them to carry out an additional
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assessment on top of everything else and to deliver spiritual care as an add-on to the
other nursing care? Maybe these expectations are not realistic.

However, what if you could carry out a spiritual assessment without the need for
any special assessment tool and without the need for much extra time? What if all
that was needed was keeping in mind two simple questions that could be used on
admission and at any point during the shift thereafter, ensuring that the care being
given at any point is responsive to real and current need?

These two questions are ‘What is important to you right now’ and ‘How can we
help?’ (see Fig. 3.1).

Let’s see how these questions might work in the above situation with Maggie.
She may have responded to the first question by saying ‘I’m really scared and wor-
ried about dying’ and to the second question with ‘I’d really like to speak to a chap-
lain’. Her need could have been addressed without involving much ‘extra’ time, as
these questions could have been asked whilst the nurse was giving other care, for
example, whilst helping her to turn or go to the bathroom. The only extra time
needed would have been in making the phone call to the chaplaincy team. The sci-
ence (helping Maggie to turn or go to the bathroom) and the art (responding to her
fear about dying) of nursing would both have been evident in this example resulting
in the best outcome for Maggie at that moment in time. What was important to
Maggie (that which gave her meaning and purpose and which is therefore spiritual)
at that moment would have been addressed. Fast forward to the morning, asking the
same questions again ‘what’s important to you right now?’ and ‘how can we help’
might elicit a different response such as ‘I really need to get to the bathroom’ and
‘can you please wheel me there’. This time there is a physical need. Later, the same
questions might trigger the response ‘I’m really worried that my daughter hasn’t
arrived; she said she was coming’ and ‘is it possible for me to call her?’ This time
there is a psychosocial need.

3.7.2 Benefits of This Model

Using the same two questions for each episode of care throughout an entire shift
does a number of important things:

— It ensures that assessment is continuous, not something that is just done on
admission and then is forgotten.

— It deals with the most important (meaningful and therefore it could be argued
‘spiritual’) issue for the patient at any moment in time.

— The care resulting from that assessment is dynamic, person-centred and needs
led providing the potential for the best care outcome to be achieved.

— It provides a model for holistic assessment, with the spiritual at the heart (always
focusing on what is meaningful to the patient during any care episode), without
the need for a special tool, much extra time or additional documentation. Needs
and care can be documented as part of the normal documentation processes so
there is no need for additional care plans or reporting sheets.
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Fig.3.1 Incorporates aspects of the following models: ‘Factors which appeared to influence spiri-
tual care’ in Ross [22]. The need for balance in spiritual care in McSherry and Ross [2]. Reproduced
by kind permission from M&K Update Ltd, UK from the original image drawn by Mary Blood
(2010) ISBN: 9781905539277
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3.7.3 Caveats in the Model

3.7.3.1 Self-Awareness
It can be seen that, in the above example, both the art and the science of nursing
are intermingled and care emanates within the milieu of the nurse-patient rela-
tionship. This last point is crucial, because sensitive interpersonal skills, atti-
tude, ‘way of being’ and personal warmth (arf) are key to the entire care
episodes’ success or otherwise. It is here that the nurse’s sensitivity and aware-
ness of their own spirituality, beliefs and values is important as evidence shows
that these affect the care given [22-26]. So nurses need to be aware of their
beliefs/values and their own limitations, knowing when to refer on to another
healthcare professional to ensure that what is important to the patient is
addressed and not ignored [22].

The Caroline Petrie case (see [27]) highlights the importance of self-awareness
and maintaining personal and professional boundaries.

3.7.3.2 The Unconscious Patient

Any factor interfering with the ability of the patient to communicate their need
presents a challenge for holistic assessment (Fig. 3.1). So how can what is important
to the unconscious patient be elicited? The question is still a valid and important
one, but the patient cannot be asked. Perhaps it is down to the nurse asking the
‘importance’ question of friends and family combined with what information she/
he can glean from the notes about what seems to have been important to the person
before they became ill. Critical care diaries might be useful here as a means of iden-
tifying what is important and keeping a record of that to enable the patient to ‘fill in
the gaps’ of that lost time after recovery [28].

3.7.3.3 The Person Who Is Conscious But has Difficulty
in Articulating Their Spiritual Needs

This might apply to people with learning disabilities, dementia, or people, such as
Maggie, who had difficulty in expressing how she felt about what was important to
her due to the effect of strong analgesia post-surgery (PCA). In these circumstances,
is the ‘importance’ question still useful and who is the best person to ask it? This
will very much depend on the person, but someone with learning disabilities might
still be able to say ‘what’s important’ to them or to answer a variant of that, such as
‘what’s on your mind?’ or ‘what’s worrying you?’, which may allow them to articu-
late their spiritual needs. Their key worker might be the best person placed to facili-
tate this discussion. For the person with dementia, the care co-ordinator may be best
placed to ask this question in conjunction with the family and with information
obtained from the ‘this is me’ document and other documentation about their past
life before dementia took hold. Variants of that question might include ‘what gave
your life meaning?’, or ‘what once gave you hope?’

In the case of Maggie, where powerful medication masked her ability to com-
municate her spiritual needs, there are perhaps two stages in this process. In response
to being asked ‘what’s important to you right now’, she may have said that she felt
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very unwell and was concerned about having a temperature and infection (physical
health) to which the nurse may have provided reassurance. The follow-on question
here might have been ‘so as well as your concerns about your temperature, is there
anything else on your mind that you are concerned about right now?” This follow-on
question would have given Maggie permission to raise the more difficult subject
about being afraid of dying. This is important in an environment which focuses
predominantly on physical aspects of care (see top left box in Fig. 3.1). This ques-
tion of ‘being able to speak about what’s on my mind’ has been identified as an
important question in hospital chaplaincy [29].

3.8 Application of the Model in Different Settings

Let’s see how these two questions and this proposed model might work in other situ-
ations involving other disciplines.

Example from nursing/medicine: Resuscitation in the emergency department.
Sam and the medical model. The following is taken from Piles ([30], pp. 36-37):

About 12 years again, a code [resuscitation] was called in a critical care unit while I was the
faculty member for students practising in this area. ... The resuscitation team rushed in
because Sam was in ventricular fibrillation. One member pounded his chest and started
sticking needles in him to open a central line. Sam asked, “Am I going to die?” No one
acknowledged his existence except to say “Breathe Sam!” Everyone was busy doing all the
things they had been trained to do to restore a heartbeat. Sam asked once again, “Am I going
to die?” No response except another harsh, “Breathe Sam!” More people entered the room
to observe the [resuscitation] team in action but no one spoke to Sam. All Sam finally said
was “T am going to die!!” Within 15 min, Sam was pronounced dead. The renunciation team
left the room convinced they had done everything possible but the patient died anyway.

My reaction was one of horror. There were 20 people in Sam’s room but he died alone.
Why didn’t someone speak to that man, comfort that man, hold that man’s hand, pray with
that man? Had the science of nursing overshadowed the art of nursing?

So, in this scenario, had the nurse asked Sam ‘What is most important to you right
now?’ he might have answered ‘For someone to answer my question “Am I going to
die?”’.

What is important to Sam (acknowledging his urgent existential question about
death) seems to be in direct conflict with the healthcare team’s perception of what is
most important (the preservation of life).

In this situation, the nurse’s role is to advocate on the patient’s behalf, ensuring
that what’s important to the patient is acknowledged (the art) but also ensuring that
the staff’s concern to preserve life (science) is addressed. So there is another caveat
in the model, that of conflicting priorities and how to manage that.

Example from psychology (provided by Natasha Ross, based on her presentation
‘Students’ perceptions of spirituality/religion and spiritual coping’ at the 8th
International Student Conference on Spiritual Care, Copenhagen, Denmark, 20-22
September 2017).
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The two questions can equally apply in non-clinical settings, such as in psychology.
As part of a university dissertation eight university students (both religious and non-
religious) were interviewed about their perceptions of spirituality and the role of spiri-
tual coping in helping them deal with student life [31]. Although the question ‘what is
most important to you’ was not asked in that way during the interviews, students in
effect answered that question by saying that a number of things were important to them
as follows (from thematic analysis of the eight interviews).

Meaning and purpose:

Morals and values: e.g.

Connection with the self:

Connection with others:

Connection with the transcendent:

e.g. ‘...being a Christian kinda gives me
meaning and purpose in life...and gives me
energy, gives me hope all of those kind of
things’. Pt. 4

‘...I always relate back to those like core val-
ues and those basic ways of acting with peo-
ple and I mean, everyone gets into conflict
with people...and I suppose spirituality and
religion have sort of helped me bite my tongue
a bit more’. Pt 3

e.g. ‘...I think that you realise who you are
and it (spirituality), helps you to become the
person you wana be, not so materialistic, not
so judgemental you know being the better
version of you’. Pt 7

e.g. “...I think because I feel spiritually con-
nected to people um and their personalities
obviously that spiritual connection gives my
life meaning and purpose as well’. Pt 3

e.g. *...I understand other people you know,
they look at it (spirituality) as being close to
God which is in my opinion, I don’t see it as a
difference to me seeking to be close to my
soul...”. Pt5

They also said that what helped them to cope with university life (‘how can we

help’ question) included:
Religious and non-religious coping:

Comfort—in an afterlife:

e.g. *...meditation is a big one that helps me
to cope massively...if I'm just feeling
stressed I’1l do it because...it just helps me
to calm down it just, makes my mind a lot
clearer...”. Pt 8

e.g. ‘I think the greatest way it helps me to
cope is...hope that there’s a better world and
um, yeah hope that this isn’t it uh a hope that
suffering is not the be all and end all...". Pt 4
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Comfort—journey in this life: e.g. “...I suppose God does have his best
interest for you you’ve just got to be able to,
see the good in the situation...when bad
things come they’re not easy but it sort of
helps you to get through it a lot better’. Pt 6

So these two questions could potentially be helpful to universities in planning
how they may more effectively support their students throughout their studies. For
example, staying connected (to self, others, transcendent) was important and was an
issue raised for discussion by the participants attending the workshop at the Student
Conference. Discussion centred on the loneliness and isolation felt by students even
although they were very well connected by social media. So universities might fos-
ter a sense of connection by providing ‘social spaces’ for students to meet face to
face and by including, for example, meditation/mindfulness events within well-
being initatives which would facilitate time for self. The latter was suggested by
interviewees as a tool which would ease stress and anxiety.

Interestingly the themes identified in this small study endorse some of the key
attributes of spirituality outlined in recent definitions [32, 33].

Example from Thailand: Adolescent living with HIV/AIDS.

In Thailand it is normal practice for young people diagnosed with HIV/AIDS to
visit the hospital HIV clinic (located in the outpatient department) following refer-
ral by their doctor. The HIV clinic administers antiretroviral therapy as part of the
patient treatment and care package.

The primary focus of Thai nurses in the HIV clinic is on assessing the physical
health status (science) of the young person to receive antiretroviral therapy, maxi-
mise adherence and minimise side effects. Due to workload demands, holistic
assessments (art), which include a spiritual assessment, are not always undertaken.

Although the spiritual part of life is widely accepted as important by Thai schol-
ars, the Thai academic community and the Thai government and lay Thai people
including Thai adolescents do not have an expectation that their spiritual needs
(which are important to them) will be addressed as part of healthcare [34-36].
Moreover, as Thailand transitions from a traditional to a modern society, a study has
found that, despite Thai adolescents still continuing to pray or worship, a decreasing
percentage of them believe in the law of karma as part of their Buddhist philosophy
[37]. So, in the more modern Thai society, it may be more appropriate to enquire
about young people’s spiritual needs by asking the more generally phrased ques-
tions ‘What is important to you right now’” and ‘How can we help?” However, the
model may require to be adapted for the Thai culture by including some preliminary
stages as follows.

Before asking these two questions, it would be customary to say ‘Sawasdee ka or
Sawasdee krub’. This greeting is about acknowledging and recognising the person.
The nurse may then begin the dialogue by asking ‘how are you feeling today?’
whilst making eye contact and physical contact with the patient (e.g. holding the
patient’s hand or touching the shoulder). This shows genuine concern and
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compassion and establishes trust paving the way for the young person to express
any deeper fears or concerns they may have. The two questions from the model can
now be asked. The following is an actual response from a young person:

I take the ARV drugs on time because I want to be healthy. I don’t want to die before my
grandparents who take care of me... My grandmother has lost her daughter (my mother)...
I have to live to be the representative of my mum. ... I should have good behaviour. I want
to continue my life [35, 36].

This young person was able to articulate his psychosocial and spiritual needs in
response to those two questions. He had a strong bond with his grandparents and
wanted to continue to live with them and do his best for them. Being able to do this
was what was most important to him giving ‘meaning and purpose’ to his life, a
term which may be more culturally meaningful than ‘spirituality’. Follow-up ques-
tions could be phrased ‘You said, you want to live with your grandparent, why is
this?” and ‘What is the main purpose in your life?” and ‘How can we help you
achieve your purpose in life?” These questions are more culturally appropriate vari-
ants of “What is important to you right now’ and ‘How can we help?’.

3.9 Conclusion

This chapter provides a brief overview of the different approaches to spiritual
assessment. It highlights the importance of ensuring that such assessments are con-
ducted in a respectful, sensitive manner enabling the patient to express what is most
important to them at any point in time. The new ‘two-question model for holistic/
spiritual assessment’ suggested in this chapter provides a practical and flexible
means of undertaking a holistic patient-centred assessment without the need for a
special tool or extra time or paperwork. As such, it is responsive to patient need and
healthcare provider need for ‘prudent healthcare’. The practice examples provided
show that the model is relevant and adaptable to a wide range of clinical contexts
and social settings ensuring that care is truly person-centred and needs led.

3.10 Summary Points

» Careful consideration must be given to the design, development and use of spiri-
tual assessment tools within healthcare practice.

e Spiritual assessment may be conducted along a continuum involving a range of
approaches and strategies; it must always be person-centred and conducted sen-
sitively and in a nonintrusive manner.

* Conducting a spiritual assessment must never interfere with the delivery of dig-
nified, humanistic and compassionate care.

e Spiritual assessment tools have the potential to make a significant contribution to
the delivery of holistic care.
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Abstract

The public health mandate is to improve, promote and protect human health and
well-being: arguably, spirituality is both a dimension and a determinant of both.
Although there is growing support for a more holistic public health approach,
spirituality itself is not often deemed a public health priority. This chapter aims
to highlight the potential for further integration of spirituality within the realm of
public health research and practice. Overall, the published spirituality in health-
care research has an almost exclusively ‘downstream’ focus, meaning that the
research focuses on patients, families and disease states. An ‘upstream’ focus
would focus on policy factors. Despite there being abundant clinically focused
evidence, spirituality still remains a forgotten element in much of the public
health research to date. Furthermore, spirituality is virtually absent from the pub-
lic health research agenda. Spirituality in public health must be encouraged via a
new and improved research agenda. Importantly, the inclusion of spirituality
within national public health remit may provide a new lens through which to
examine fundamental questions about our collective values, principles, purpose
and meaning.
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4.1 Introduction

The public health mandate is to improve, promote and protect human health and
well-being: arguably, spirituality is both a dimension and a determinant of both.
Unfortunately, although there is growing support for a more holistic public health
approach, spirituality itself is not often deemed a public health priority. This chap-
ter aims to highlight the potential for further integration of spirituality within the
realm of public health research and practice. Overall, the published spirituality in
healthcare research has an almost exclusively ‘downstream’ focus, meaning that
the research focuses on patients, families and disease states. An ‘upstream’ focus
would focus on policy factors. Despite there being abundant clinically focused
evidence, spirituality still remains a forgotten element in much of the public
health research to date. Furthermore, spirituality is virtually absent from the pub-
lic health research agenda. Spirituality in public health must be encouraged via a
new and improved research agenda. Importantly, the inclusion of spirituality
within national public health remit may provide a new lens through which to
examine fundamental questions about our collective values, principles, purpose
and meaning.

4.2 Background

Public health is often described as “the science and art of preventing disease, pro-
longing life and promoting health through the organised efforts of society” [1].
Public health, as opposed to the publicly funded health system, is a discipline that
aims to prevent illness and protect and promote population health and well-being.
The task of ‘keeping people healthy’ focuses not on individuals, but rather on com-
munities and other populations. Public health efforts have largely centred on the
understanding, tracking and prevention of diseases. However, there is growing sup-
port for a ‘new public health’ approach, which takes a holistic view, encompassing
four key dimensions of health: physical, mental, social and spiritual. Spirituality
and faith-based health are becoming of increasing importance in the contemporary
international healthcare context. Globally healthcare providers recognise the need
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to address spirituality or faith in the context of hospitalised healthcare, although
there is minimal attention paid to the role of these concepts in the support and provi-
sion of public health. Additionally there are inherent challenges to addressing spiri-
tuality and faith needs of populations due to lack of knowledge and understanding,
lack of perceived need, inherent bias and population diversity. Spirituality, like pub-
lic health, is often narrowly understood and not usefully defined. Public health is
often understood to include the publicly funded health system, while spirituality
may be interpreted merely as religion. In both cases, these interpretations are wrong.
There are, in fact, numerous definitions of spirituality, with Unruh et al. claiming as
many as 92 within the published literature [2]. From an international perspective,
Puchalski et al. have published this widely used definition:

Spirituality is a dynamic and intrinsic aspect of humanity through which persons seek ulti-
mate meaning, purpose, and transcendence, and experience relationship to self, family, oth-
ers, community, society, nature, and the significant or sacred. Spirituality is expressed
through beliefs, values, traditions, and practices. [3]

What are your views on this definition?
Pause for a moment and consider how this definition links to public health?
Consider whether you agree that spirituality is a public health issue rather
than a personal one?

This summative description of spirituality may include religion, but is also inclu-
sive of humanist or existential approaches, and allows for spirituality to be broadly
understood and defined by the user. Most authors agree that spirituality and religion
are different, albeit connected, concepts [4]. It is useful to think of spirituality as a
continuum of beliefs. Globally, healthcare providers recognise the need to address
spirituality or faith in the context of hospitalised healthcare; however there is mini-
mal attention paid to the role of these concepts in the support and provision of
public health.

The growing attention that is being paid to the importance of spirituality in
healthcare arises particularly from within the nursing profession, where there is
increasing attention to the requirement to identify and address the spiritual needs of
people receiving healthcare. An important step in this is the determination of core
competencies for spiritual care that are now well underway in a European context
through the recent acquisition of Erasmus Plus funding to support this innovation
[5]. This aforementioned project—Enhancing Nurses and Midwives’ Competence
in Providing Spiritual Care through Innovation, Education and Compassionate Care
(EPICC)—will be crucial to the support of spiritual care in healthcare for the future
by building a European network of nursing and midwifery educators, supported by
other key stakeholders in order to share knowledge and skills in spiritual care. From
December 2016 to August 2019, this network will review good practice and develop
new resources that can be applied to nursing and midwifery education in higher
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education institutions across Europe. The project is informed by the views of
patients, students and the public and led by nurse educators from six universities in
Malta, the Netherlands, Norway and the UK and will pave the way for optimal,
informed spiritual care delivery in European healthcare. Building on this the next
phase of work in this area needs to consider the evidence for, importance of and
ways to develop and support workplace spirituality in healthcare. From a public
health point of view, we hope this project will have an impact at an institutional
policy level.

Within medicine less attention is paid to the topic. However testament to the
growing importance of spirituality as a global concern and public health issue is the
2015 Lancet series on faith-based healthcare drew some attention to the importance
of addressing patients’ faith-related needs in the healthcare context [6-8]. The
authors suggested that ““...the present, all too common, practice of berating or ignor-
ing faith groups, often on the basis of hearsay, is totally unacceptable” [8]; they
further called for urgent action in relation to policy and practice in the field and
urged those from various disciplines (e.g. health professionals, faith leaders, policy-
makers) to “...work together for improving health care” [8]. An overall lack of
knowledge with regard to faith as a predictor of health, and the potential importance
of faith in supporting global healthcare concerns, emerged as a key message, which
was welcomed and supported by an international audience [9—11]. This discussion
and debate is encouraging insofar as it opens up the discussion that spirituality or
faith may serve to empower public health practices. Indeed it is also encouraging
that there is growing support for an emerging approach, which takes a more holistic
view and encompasses four key dimensions of health: physical, mental, social and
spiritual [12]. Indeed, in The New Public Health, Baum insists that “...public health
is nothing if not multidisciplinary and holistic” [13]. While traditionally, however,
public health efforts have centred largely on the understanding, tracking and preven-
tion of diseases among communities and other populations—an approach that does
not adequately address the determinants of health across economic, environmental,
social and cultural spheres [14].

The need for a holistic approach to health promotion has been acknowledged, for
instance, in policy and approaches aimed at addressing the health of New Zealand
(NZ) Maori (the indigenous population of NZ), for instance, in the Maori health
model, Te Whare Tapa Wha [15] (Fig. 4.1). New Zealand is, in fact, leading the
world in this respect. Public health approaches in this country theoretically incorpo-
rate Maori perspectives, which highlight the interdependence of Te Taha Wairua
(spirituality), Te Taha Hinengaro (emotional and psychological health), Te Taha
Tinana (physical health) and Te Taha Whanau (social wellbeing) [16]. This model
of health is taught in all NZ state schools and in both medical and nursing pre-ser-
vice education. Spirituality is considered to be central to Maori health, but this is yet
to be acknowledged or addressed by mainstream health provision, let alone public
health.

There are, of course, other examples related primarily to indigenous populations
internationally [18]. Nonetheless, in both NZ and abroad, public health engagement
with the spiritual dimension remains largely theoretical, and consideration of this
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concept is notably absent from most public health endeavours in NZ, with the
exception of some work involving Maori [19] and Pacific peoples [20]. In the UK,
the health service appears to be more accepting of a patient’s expression of their
spiritual needs, and there is growing impetus for progress internationally as well [9,
21, 22, 55]. The Robert Wood Johnson Foundation (RWIJF), the largest public
health-focussed private institution in the USA, suggests that public health is becom-
ing peripheral and potentially “redundant” [23]. The foundation, which is known for
promoting a “culture of health”, insists that “a new perspective on health”, which
includes spiritual well-being, is required [24]. At a global level, the World Health
Organization [25] and the United Nations (UN) [26] have both held formal discus-
sions about the place of spirituality in people’s lives. Importantly, a report from the
UN Round Table during the 2005 World Health Assembly noted that “the spiritual
dimension is common to all faiths, cultures and traditions; the spiritual dimension is
universal in nature and can support to transcend boundaries of religion and of
nationality” [26]. The ways in which public health entities might choose to respond
to this acknowledgement are of prime importance.

If you are a nurse or nursing student, you may have said from a nursing
perspective, and taking into account the four aspects of Maori health as out-
lined in Fig. 4.1, that it would be important to address Anna’s physical but also

+ TAHA HINENGARO Mental health
Inseparability of mind and body;
expressing thoughts and feelings

_«TAHA WHANAU Extended family health
v Wider social systems; belonging,
sharing and caring

i

* TAHA TINANA Physical health TAHA WAIRUA Spiritual health ~ «
Good physical health Unseen and unspoken energies; faith
and spiritual awareness

Fig. 4.1 Maori health model: te whare tapa wha [17]
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Case Study Activity

Anna Harp is a 64-year-old woman receiving hospice care for advanced stages
of breast cancer. Consider your encounter with Anna firstly from your distinct
role perspective but also from the wider public health/health promotion
perspective.

You find Anna to be breathless, and although she is receiving pain medica-
tion, she still reports pain. She is in a single-bedded room, with a view of an
opposite wall, and although her two daughters and husband visit regularly, she
is reported as having lost interest in visitors, activities and eating over the past
few days. Anna was diagnosed in very advanced stages of the disease, and her
eldest daughter reports that she is very worried now about the daughter’s
developing breast cancer and she also feels guilty for having the disease and
believes that she has done something wrong to deserve this.

psychosocial spiritual needs. As a first step, having first secured her physical
comfort by assessing her pain/breathlessness and providing medication and
comfort, it might be useful to address the source of her lack of interest by
referring her to the hospice counsellor. Not only will this assist with exploring
emotional reactions to this illness, it may uncover deeply health beliefs (see
Chap. 2) that could either be having a negative affect or could potentially
influence Anna’s outlook in a positive way. As many chapters of this book
have outlined, addressing Anna’s spiritual beliefs could form an important
element of improving her current condition. This would centre on a brief or
detailed spiritual assessment (see Chaps. 1 and 2) and the recognition that her
own beliefs about her disease could have been a consequence of her own
actions. These strong, sometimes subconscious, beliefs, which may have reli-
gious influences, can affect the way we view the world. Regardless of the
authenticity or not of these beliefs, to aim to address the discomfort that Anna
currently feels, these may need unpacking. The healthcare chaplain is a very
useful support for such spiritual assessment and support (see Chap. 7), and
taking into account a Maori perspective on health, the chaplain in this circum-
stance might serve as the conduit between the various perspectives. By work-
ing as a member of the healthcare team, the chaplain will witness the attention
that the team are paying to both physical and mental health, and in their role
as chaplain, they can work to include both family and spiritual aspects of care.
Finding out whether or not Anna is suffering from spiritual distress (see Chap.
8) is important. This may explain her loss of interest. A plan of care that would
address all four aspects of health (family, spiritual, physical and mental)
would likely entail a family-based approach that would address current health-
care needs. Examples of interventions, which could be planned with the fam-
ily, would be the creation of a life diary, termed ‘spiritual legacy’ [27]. Simple
interventions may have a positive impact on Anna’s well-being, such as
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exploring the possibility of moving to a room with a view of nature or display-
ing appropriate artwork in the room.

Now that you have considered the impact of a holistic view of promoting health,
which includes the spiritual, at a downstream individual and family level, let’s now
consider a public health approach to this case.

Consider Anna Harp’s late presentation with breast cancer. Is there any-
thing that can be done to improve women’s early access to healthcare, and
encourage them to attend for or practice breast cancer screening initiatives,
that draws on the model outlined in Fig. 4.1? Screening usually involves
breast self-examination and/or mammography, and some female populations
[28] are known to present late despite national encouragement of these
preventions.

You might have suggested that approaches to screening for breast cancer could
be carried out at local, family and community level. This would work well with this
model. From a spiritual perspective, faith communities and other community groups
could be useful in promoting healthcare screening interventions. Community-based
innovations are likely to be less daunting and perhaps less costly than hospital-
based interventions. For example, women could be encouraged to carry out breast
self-examination by targeting local community with flyers, Facebook and WhatsApp
notices. Mobile breast mammography units could be mobilised to work directly
with community figures, as intermediaries for the women, and would work well to
encourage attendees from within the community rather than without. The mobility
of such units would also address the issue of rural dwelling of many of these women,
thus overcoming access issues. Finally national campaigns targeting health promo-
tion would need to be mindful to reflect the worldviews and beliefs of people and
their commitment to the four cornerstones of health (Fig. 4.1) by reflecting appro-
priate imagery and targeted messages for communities. Any such campaign needs
to also take account of potentially low literacy levels among some populations,
ensuring that its message is clear and simple.

However while it is notable that NZ approaches to public health incorporate the
concept of spirituality, despite the recognition within the social determinants of
health [13, 29], as enshrined in the Ottawa Charter [30] at the first World Health
Organization (WHO) health promotion conference in 1986, where arguably spiritu-
ality is both a dimension [31] and a “key determinant of health” [32], and despite
abundant clinically focused evidence, spirituality still remains a forgotten element
in much of the public health research to date. Furthermore, spirituality is virtually
absent from the public health research agenda, and yet in the case of Anna Harp
above, clearly person-centred care warrants attention to the spiritual, particularly in
minority groups where health disparities exist but who also have a strong cultural
tradition of spirituality and/or community.
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4.3 Research to Date

Since the turn of the millennium, the study of spirituality in healthcare has grown
almost exponentially [33]. Review articles [34—36], meta-analysis [37] and seminal
texts [38] have drawn together a growing body of evidence, which now underpins
the discourse on spirituality in healthcare. Combining much of the research to date,
Cobb et al. published the ground-breaking Oxford Textbook of Spirituality in
Healthcare [38], which points out just how mainstream the topic of spirituality has
become. Perhaps unsurprisingly, there are disputes within the published literature
with regard to definitions of spirituality [37, 39, 40], the current state of the science
[41, 42] as well as inappropriate cultural generalisations [43].

Few published health promotion interventions or analyses include spirituality
amongst other factors [44, 45], while some focus on religious spirituality [46, 47].
Some studies have considered spirituality and health-related attitudes and behav-
iours [48, 49]: Rew et al., in a recent review, concluded that religiosity and spiritual-
ity may be important to adolescent health [50]. Mental health promotion is one of
the few areas that consistently includes spirituality in both definitions [51] and
policy efforts [52-54].

Overall, the published research has an almost exclusively ‘downstream’ focus.
The areas of palliative care [55, 56], cancer [57, 58], nursing [59, 60], ageing [61,
62], mental health [63, 64], social work [65, 66] and general medicine ( [3, 67]:
Koenig, 2014 #5053) as well as some indigenous work [18, 68—70] tend to dominate
the published literature on spirituality. Although clinically oriented, this research
has led to certain policy and practice developments: healthcare professional train-
ing, for instance, is now beginning to include courses on spirituality [71]. This body
of evidence has impacted policy to a certain extent as well: the Scottish National
Health Service has, for instance, produced a spirituality resource for all staff mem-
bers [72]; in the USA, the Joint Commission on Accreditation of Healthcare
Associations now assesses how spiritual care is delivered in hospitals [73].

Despite there being abundant clinically focused evidence, spirituality still
remains a forgotten element in much of the public health research to date [74].
Furthermore, spirituality is virtually absent from the public health research agenda.
This is despite an international mandate that health promotion be centred around an
“inclusive concept of health..., encompassing spiritual well-being” [12].

Examining spirituality both independently and as a component of broader
research priorities would help to identify barriers to, and enablers of, spiritual care
in the UK, the USA, NZ and elsewhere. Spirituality, it may be argued, is theoreti-
cally part of the “new public health” but has yet to truly find its place in research,
policy and practice. There is certainly a need to further investigate the relationship
between spirituality and public health, so as to continue to develop this important
field. Classic epidemiological approaches and tools that are commonly used in pub-
lic health domains may be used, for instance, to better understand spirituality at a
population level.

Regarding the field of health promotion, as directed by the Ottawa Charter [30],
spirituality could be effectively integrated into existing systems and services,
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further lending to the creation of supportive environments [75]. Spirituality in pub-
lic health must be encouraged via a new and improved research agenda. Questions
remain with regard to measurement [76—78], culturally appropriate and responsive
approaches, spiritual literacy and building systemic approaches to spirituality within
the public health system. High-quality research and practice (from needs analysis
through to evaluation of interventions) that is based on public health values and eth-
ics must take the spiritual dimension into account. As asked by Professor Ursula
King, “what kind of spirituality can truly meet the urgent needs and new opportuni-
ties of a global world?” [79]

4.4 Conclusion

We currently live in multi-cultural and multifaith societies with growing secular
populations. It is of profound importance that we identify ways in which to foster
spiritual harmony, and public health has an important role to play in this work.
Importantly, the study of spirituality in public health may provide a new lens through
which to examine fundamental questions about our collective values, principles,
purpose and meaning [80]. Such a lens may provide a means of increasing our
capacity to influence public policy, which ultimately has important impacts on
equity, mental health and social norms.

Key Messages

* There is increased interest internationally in the role of spirituality in
healthcare.

* While there is some agreement internationally that supporting patients’
spiritual needs is important, limited attention is given to the potential con-
tribution of spirituality to public health.

* Public health without spirituality is not truly holistic and risks omitting an
important determinant and dimension of human health and well-being.
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Health Outcomes of Religious
and Spiritual Belief, Behavior,
and Belonging: Implications
for Healthcare Professionals

Elizabeth Johnston Taylor

Abstract

Thousands of empirical studies now document that aspects of religion or spiritu-
ality are linked with desirable health outcomes. This chapter provides an over-
view of how religious or spiritual (R/S) beliefs, behaviors, and belonging to a
faith community contribute to health outcomes. When living with a health chal-
lenge, individuals often use R/S beliefs to cope with their circumstances. These
beliefs can be positive or negative; they also impact healthcare decision-making.
R/S behaviors observed to be associated with health outcomes include atten-
dance at religious services and various practices such as prayer and meditation.
For those who belong within a faith community, that community may provide
social support and informal caregiving. This evidence ought to prompt health-
care professionals to plan and implement care that supports R/S in an ethical
manner. Indeed, there is evidence that indicates when healthcare professionals
support patient R/S, it is associated with various positive outcomes.

A mother refuses vaccinations for her child because of her Christian Science con-
victions. A Sikh gentleman who was shaved in preparation for surgery latter takes
his life because of the significance his religion places on hair as a body organ. A
Christian with fundamentalist leanings insists on intubating her brain-dead hus-
band, because “God can still perform a miracle.” These diverse real cases illustrate
the powerful role that religion can contribute to how a person addresses a health-
related situation. Not all religious influences, however, are so dramatic.
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Consider the following: A patient newly diagnosed with a chronic illness won-
ders if it is because God is punishing him for something he did in his youth. Another
patient prays for guidance prior to making a treatment decision. Another reads
scripture and meditates to cope with anxiety and discomfort. For these patients, a
clinician may never objectively observe these religious beliefs or behaviors, yet they
significantly affect how the patient adapts to the illness.

Whether these beliefs, behaviors, and belonging are invisible or openly expressed
by a patient, they have a significant impact on physical, psychosocial, and, of course,
spiritual health-related outcomes. Indeed, Koenig and colleagues [1, 2] identified
over 3300 studies which investigated this linkage between R/S and health and
observed that most researchers found R/S to be associated with or contributed to
health outcomes significantly and positively. Koenig et al.’s massive review identi-
fied that about 80% of these studies examined R/S in relation to psychological fac-
tors. Table 5.1 provides a summary of this review of the health-related R/S research
published in peer-reviewed publications. Whereas this review focused on mental
and physical health outcomes, others have found evidence which indicates that R/S
contributes to overall quality of life and life satisfaction among persons with cancer
and various other chronic illnesses [3-7].

Furthermore, there is a growing body of evidence that indicates when healthcare
professionals support patient R/S, it is associated with various positive outcomes.
For example, in studies of American hospitalized patients, those who received spiri-
tual support from chaplains and/or from members of the healthcare team were found
to have greater patient satisfaction with healthcare than those who did not receive
such support [8—10]. Findings from a study of 343 patients with late-staged cancer
found that when spiritual needs are addressed, healthcare costs are lessened, quality
of life is improved, and patients are more receptive to hospice [11]. Spiritual thera-
peutics (e.g., dignity therapy—a manualized reminiscence therapy, meditation or
mindfulness training, meaning-centered group therapy) delivered by healthcare pro-
fessionals likewise have been observed to contribute to various positive outcomes
[12—-16]. Together, this evidence suggests not just that R/S is linked with health but
that healthcare professionals are careless if they do not provide R/S support when
caring.

Thus, this chapter will provide an overview about how religious or spiritual (R/S)
beliefs, behaviors, and belonging (to a R/S community) contribute to health out-
comes. Implications of caring for a patient in a religiously/spiritually sensitive man-
ner will be offered. To provide a foundation first, a theoretical framing for this is
reviewed.

5.1 How Faith Affects Health: Levin’s Model

The findings presented in Table 5.1 provide overwhelming evidence that R/S, in
general, is positively associated with numerous psychological and physical health
outcomes. Why is this? What is it about the R/S in people that makes them less
anxious, depressed, and obese? Why is R/S higher in people who live longer? Why
do people with higher R/S tend to have better immune function and less disease?
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Table 5.1 Religiosity/spirituality (R/S) and health-related outcomes: Koenig’s [1, 2] synthesis of

evidence
Number of
quantitative, Percentage of studies Percentage of studies
peer-reviewed finding positive/ finding a negative/
studies (prior to beneficial association harmful association
Health-related outcome | mid-2010) with R/S? with R/S?
Coping with adversity 344 “Overwhelming Not provided
(in a wide variety of majority”
illnesses and
circumstances)
Well-being/happiness 326 79% <1%
Hope 40 73% 0
Optimism 32 81% 0
Meaning and purpose 45 93% Not provided
Self-esteem 69 61% 3%
Sense of control in 21 61% 14%
difficult life
circumstances
Depression 444 61% 6%
Suicide variables 141 75% 3%
Anxiety 299 49% 11%
Mental health illnesses/ | 325 79% 5%
diagnoses (bipolar,
psychotic disorders,
substance abuse)
Social support 74 82% 0
Cigarette smoking 137 90% (0%) 0
Exercise 37 68% 16%
Healthful diet 21 62% 5%
Weight/body mass 36 39% 19%
index
Risky sexual activity 95 86% 1%
Heart disease 19 63% 5%
Hypertension 63 57% 11%
Cerebral vascular 9 44% 11%
disease (risk for stroke)
Dementia 21 48% 14%
Immune function 27 56% 4%
Endocrine function 31 74% 0
Cancer onset or 29 55% 7%
mortality
Physical function 61 36% 23%
(activities of daily
living)
Self-rated health 50 58% 10%
Physical pain 56 39% 25%
Longevity 121 68% 5%

*Percentages do not add up to 100 because some studies had mixed or inconclusive evidence



70 E.J. Taylor

Jeffrey Levin, who describes himself as an epidemiologist of religion and one of
the earliest to conduct a comprehensive review of research about religion and its
association with health, offered a theoretical model to explain religion’s salutatory
effects [17, 18]. Levin provides a taxonomy where he identifies five mechanisms
whereby religion affects human health. He labels these mechanisms as behavioral/
conative, interpersonal, cognitive, affective, and psychophysiological. A closer look
at each of these mechanisms is in order:

e Behavioral/conative (or motivational) mechanisms refer to health-promoting
behaviors that often are prompted by religious prescriptions and proscriptions.
These healthful lifestyles and choices have an impact on the immune and endo-
crine systems in ways that promote health and prevent disease. For example, most
religions advise monogamy within a covenantal relationship and consider any
breach of a marriage as unethical; thus, those who follow this prescription are at
lower risk for genital cancers and sexually transmitted diseases, never mind the
psychosocial sequelae associated with an extramarital affair. Likewise, many faith
traditions encourage temperance or abstinence from alcohol; others provide advice
regarding diet and fasting for which recent research findings provide support.

¢ Interpersonal mechanisms of faith involve the individual connecting either with
others of similar R/S views or with the divine (or divine entities, such as angels
or saints). Either provides the individual with companionship—social support—
a vital factor known to prevent disease and promote health. Thus, for the R/S
person who participates in a faith community of some sort (e.g., engages infor-
mally or formally with a community of fellow believers at a church, synagogue,
mosque, gurdwara, temple, or devotional meeting), this community can provide
friendship and a social safety “net.” More accessible, however, is the fellowship
with the divine (e.g., God, saint, guardian angel) that can provide one with a
sense of comfort and safety. The decreased chance for experiencing isolation,
thus, undoubtedly helps people of faith to avert illness and be well.

e Cognitive mechanisms of faith refer to the intellectual schema developed to
explain why things happen in life as they do and to the beliefs we hold to make
sense of our world. For example, inherently, religions offer myths about how the
universe was created and how it will continue or end. For example, many faith
traditions (e.g., Christianity and Islam) hold that there will be a judgment at the
end of temporal time, and most traditions hold that there will an afterlife (e.g., in
a heaven, reincarnated state). Such belief not only motivates a believer to live
well in the present life but also provides comfort when considering one’s mortal-
ity. Religious theologies also provide, to some degree, psychologically comfort-
ing explanations for tragedy and suffering. For example, some may view their
suffering as a consequence of personal or collective disobedience to God’s laws,
while others may view it as an invitation to draw closer to a loving God or an
opportunity for spiritual transformation. These theological meanings persons
ascribe to life and its experiences are thought to have an impact on the psyche
and, in turn, be expressed somatically to some degree.



5 Health Outcomes of Religious and Spiritual Belief, Behavior, and Belonging... 71

e Affective mechanisms refer to how R/S beliefs and practices can create comfort-
ing emotions, the neurochemistry of which may function to buffer and decrease
disease processes and/or enhance the immune system and other health-promoting
physiology. For example, persons of faith can experience warmth, peace, joy,
harmony, perspective, gratitude, and so forth during prayer, chanting, worshipful
singing, meditation, communion with fellow believers, and so forth. Such posi-
tive emotions are known to be health-promoting.

e Psychophysiological mechanisms refer to those aspects of faith that create hope
and optimism, which in turn create a somatic response. Levin acknowledged that
all five of these salutatory mechanisms of faith could be classified as psycho-
physiological but reserved this last category for acknowledging the linkage
between the mind and body.

e For example, hope that rests in knowing there is a God who will make all things
well will help to ease one’s burdens; the comfort of knowing one is not alone also
can provide the will to live and endure suffering [17, 18].

Although he did not develop this as a category, Levin did acknowledge that
additional mechanisms may exist for the observed faith and health linkage. For
example, there may be health that is explained by nonlocal consciousness or uni-
tive experiences with what is transcendent (e.g., “miracles”). Because he delim-
ited his categories of mechanisms to that which can be linked to existing science
about mind-body interactions, Levin expressed confidence that this theorizing is
plausible.

5.2  Nursing Implications

Given that R/S is significantly associated with health outcomes and we have
reviewed several mechanisms likely involved in explaining this faith-health connec-
tion, we will explore how all this should impact the care delivered by clinicians. We
will merge some of Levin’s categories and discuss healthcare implications that
emerge from evidence about how a patient’s R/S beliefs, behaviors, and belonging
do influence healthcare.

5.3  Religious/Spiritual Beliefs

Hebrew scripture posits, “For as he thinketh in his heart, so is he” (Proverbs 23:7;
KJV). Indeed, what persons believe is the reason for life and living, for illness, for
suffering, for death, and for where people come from and to where they are going—
essentially R/S beliefs—certainly will affect how they respond to a health chal-
lenge. These S/R beliefs about existence will undoubtedly impact how the health
challenge is interpreted, how the treatment decisions are made, as well as how
health is defined and pursued in general.



72 E.J. Taylor

5.4  R/S Beliefs About Living Healthfully

Given R/S beliefs offer a believer existential explanations, it is unsurprising that R/S
beliefs permeate how persons define and pursue health in general. R/S beliefs (often
intertwined with cultural traditions) can influence what one believes is healthful
food, drink, hygiene, and lifestyle, whether and what healers should be sought, and
other health behaviors [19]. Consider these examples:

e Christian view their bodies as the temple for God; thus good health habits allow
one to more fully experience the indwelling of the divine.

» Jews perceive their bodies as God’s property; thus, the body is to be maintained
and respected.

* Muslims pursue health by pursuing equilibrium in their lives and making choices
for good rather than evil (e.g., balancing work with prayer and sleep, focusing on
what is beneficial).

e Sikhs view the human body as the ultimate creation and believe health results
when they care for themselves holistically; this is done through adherence to
religious principles, service, and daily prayer and showering (to cleanse the mind
and body).

* Hindus likewise perceive health as balancing mind, body, and soul (where con-
sciousness resides); health is determined by the law of karma (i.e., actions and
deeds contribute to good or bad reactions—in this life or then next).

e Christian Scientists explain health as the by-product of spiritual mindedness
(e.g., compassion, forgiveness, fearlessness, etc.). Healthy mindedness contrib-
utes to physical health.

* Buddhists seek health by recognizing the following insights: All things are
impermanent, one is incapable of making true happiness, and one’s existence is
neither inherent nor eternal [19].

R/S beliefs also shape how persons of faith think about what is illness, suffering,
and death. Whereas the Eastern religious traditions (e.g., Buddhism, Sikhism,
Hinduism) tend to see illness resulting from an imbalance, disharmony, or lack of
moderation in physical, mental, or spiritual pursuits, the Abrahamic faiths (i.e.,
Judaism, Christianity, and Islam) link illness and death with “sin” and accept
Western scientific causal explanations. Although (as the evidence to follows sub-
stantiates) many from Christian backgrounds entertain the notion that their illness is
punishment, this is not a position most Christian denominations espouse [19].

Empirical evidence linking R/S with various health-related outcomes often inter-
twines the R/S beliefs with R/S behaviors. Although this chapter will attempt to
tease these two aspects of R/S apart in the discussion to follow, one example of this
is appropriate here. A number of studies, especially with samples of patients with
HIV, have observed some aspect of R/S contributes to medication adherence [4, 20].
Whereas most found a positive relationship, many observed some aspect of religios-
ity linked with poorer adherence. Indeed, it is easy to surmise that the more reli-
gious a patient is (i.e., the more one accepts that his or her body is a temple of God,
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as most in these studies were from cultures influenced by Christianity), then the
more likely the patient will be to take their medication. The implication for clini-
cians may be obvious: Assess R/S, and when it is present, use it therapeutically to
motivate health-promoting behaviors. Conversely, when patients are making poor
choices impacting their health, screening for R/S struggle—or negative interpreta-
tions of their circumstances—may provide insight.

5.5 Negative vs. Positive Religious Interpretations

Given R/S beliefs about health and illness vary, it is helpful to consider how beliefs
impact adjustment to illness. One of most frequently used instruments for measur-
ing how a person interprets and copes with an illness or tragedy is the Brief RCOPE
or Religious Coping Questionnaire [21]. This questionnaire includes two scales:
one measuring positive religious coping while the other quantifying negative reli-
gious coping. Table 5.2 provides the items from this instrument to illustrate what is
positive and negative religious coping. To summarize, however, positive religious
coping involves a secure attachment to God and a sense of connectedness with a
benevolent God and faith community. For persons using negative religious coping,
there is a sense of abandonment and punishment by God, isolation from their faith
community, doubts about the power of God, and thinking that one’s illness is caused
by a dark or devilish force. Note: Although atheists/agnostics/humanists, by defini-
tion, question or reject there is a divine being, Exline et al. [22] found that some
atheists harbor a long-seated anger toward God.

Findings from numerous studies firmly establish negative religious coping as
maladaptive and positive religious coping as adaptive among persons with various
illnesses [23]. Indeed, negative religious coping, or religious struggle (the term

Table 5.2 Illustrations of Positive religious coping items
positive and negative

religious coping: the Brief
RCOPE [21]

» Looked for a stronger connection with God
* Sought God’s love and care
* Sought help from God in letting go of my anger

* Tried to put my plans into action together with God

* Tried to see how God might be trying to strengthen me in
this situation

« Asked forgiveness for my sins

» Focused on religion to stop worrying about my problems
Negative religious coping items

* Wondered whether God had abandoned me

« Felt punished by God for my lack of devotion

* Wondered what I did for God to punish me

¢ Questioned God’s love for me

* Wondered whether my church had abandoned me

¢ Decided the devil made this happen
* Questioned the power of God
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currently used), may be surprisingly frequent among patients with particularly dif-
ficult health challenges. For example, findings from a large American study of
hematopoietic cell transplant survivors (N = 1449) revealed 27% reported some
degree of negative religious coping [24]. Although this religious struggle was not
associated with how long it was since the transplant, it was directly correlated with
depression and quality of life and inversely related to age. Other research results
have documented rates of spiritual struggle to be as high as 56% (among hospital-
ized Swiss patients) [25], 58% (for American patients hospitalized for coronary
conditions) [26], and 61% (for Tanzanian women with an obstetric fistula) [27],
whereas <13% of a large sample of Danes who had coped with a crisis in their past
used negative religious coping [28].

Regardless of prevalence, it is important for clinicians to appreciate that religious
struggle is associated with depression, anxiety, and other poor outcomes [25, 27, 29,
30]. Indeed, findings from a well-designed study of 101 Americans with end-stage
congestive heart failure found that R/S struggle predicted future hospitalization and
physical functioning in [29]. Such evidence should prompt clinicians to assess for
spiritual struggle among patients and make referrals to experts who can sensitively
address the psychospiritual complexities of spiritual struggle.

5.6  R/S Beliefs Affecting Treatment Decision-Making

R/S beliefs can impact treatment decision-making. The evidence about this primar-
ily involves how patients (or their surrogates) are influenced to some degree by R/S
when making decisions related to birthing (e.g., genetic testing, pregnancy termina-
tion) or dying (e.g., whether to accept life-sustaining treatment such as a tube feed-
ing or resuscitation) [30-32]. Researchers, however, have also documented how R/S
beliefs affect decisions about organ transplantation [33] and cancer treatment [34]
and other medical issues [35]. Several themes emerge from this body of evidence.

First, R/S beliefs guide persons as they make healthcare decisions. Although this
is typically not described well, it appears that this guidance comes in different ways.
R/S provides practices that facilitate decision-making or discernment (to use a reli-
gious term); for example, praying about what to do is common [34, 35]. Also, reli-
gious traditions typically offer standards or counsels that can explicitly guide a
patient to know what is right [19, 33]. For example, a Jehovah’s Witness has explicit
guidelines on what blood products to accept, and the beliefs espoused by many faith
traditions refute abortion and euthanasia.

Second, when persons are making a major decision such as a treatment deci-
sion, some variation in the perception of control may be evident. For example,
Geros-Willfond et al. [35] observed among 46 family members making decisions
about their hospitalized elders that some abdicated the decision-making to God,
whereas others used a shared control model and viewed the process as engaging
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both themselves and God in the decision process. Other researchers found that
some of the Israeli women with HIV they interviewed acquiesced their decision-
making about whether to have a child, illustrated by statements about how it was
God who controls reproduction [36]. A third theme in this literature describing
how patients’ R/S influences healthcare decision-making identifies how a R/S
belief in a miracle can create challenges for healthcare providers. Whereas some
R/S beliefs lead some persons to accept that death may be the plan God has for
them, others may make healthcare decisions to medically prolong life so that God
can perform a “miracle” [35].

Indeed, it is essential for healthcare providers to understand how patients’ (or
their surrogates’) R/S beliefs influence their treatment decision-making. This can
easily be asked with a question such as “How might your religious or spiritual
beliefs inform the decision you are about to make?” Van Norman [37] observed that
typically clinicians fail to make such a query when discussing end-of-life issues. Yet
there is evidence that R/S beliefs (partially mediated by decisional conflict) explain
regret about treatment decision [38]. In a large sample of mostly white American
men with prostate cancer, researchers documented that the stronger the R/S beliefs,
the less regret about the cancer treatment decision made [38]. Perhaps knowing that
God is guiding one’s decisions allows one to later be at peace with whatever it is.
Furthermore, results from a longitudinal study of late-stage cancer patients in the
USA revealed that those who received spiritual support were 3.5 times more likely
to accept hospice care than those whose spiritual needs were unmet; furthermore,
those who had high religious coping and spiritual support were nearly five times
more likely to receive hospice care [11]. This evidence infers that when R/S beliefs
are respected, healthcare outcomes likely improve.

Respecting R/S beliefs, however, can be complicated. Patients and their surro-
gate decision-makers may hold or interpret their R/S beliefs differently, causing
intrafamilial conflict when making healthcare decisions [39]. Patients may also mis-
understood or be conflicted about their faith tradition’s tenets impacting their deci-
sion. Consequently, Messinaetal. [33] recommended that amidst such circumstances,
clinicians engage the patient’s religious leader and facilitate accurate religious
information for the patient. Decisional conflict may not only exist between patient
and surrogates but also between patients/surrogates and clinicians. Based on find-
ings from a survey of 1156 US physicians, Ayeh et al. [40] documented how they
were less likely to accommodate client wishes for life-sustaining treatment if the
patient/surrogate presented their desire in the context of wanting a miracle or not
wanting to give up than if they presented their desire as a mandate of their religion
(e.g., “my faith does not permit” or “my religious community does not accept”). In
concert, this evidence indicates that respecting the weight of R/S beliefs in health-
care decision-making may not only be respectful, good care but also contribute to
positive outcomes. Negotiating the decisional conflict between the stakeholders,
however, may be necessary.
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5.7 Religious/Spiritual Behaviors

As mentioned earlier, R/S beliefs are intertwined with R/S behaviors; how a patient
believes will affect how they behave. Much evidence, however, does provide sup-
port for the health benefits of certain R/S behaviors. Consider these examples:

* Attendance at religious services was the greatest predictor of all-cause mor-
tality among African-American women participating in a large epidemiologi-
cal study (N = 36,613), such that those who attended lived longer [41].
Similarly, church activity (mediated and moderated by various other benefits
of R/S) predicted decreased mortality in a large sample of Seventh-day
Adventists [42].

e R/S practices (i.e., attending services, prayer, meditation), as well as interpreting
their illness positively through a R/S lens, having gratitude, and overcoming
guilt, when practiced separately or together, predicted increased survival among
177 persons with AIDS 2—4 times [43].

* Various approaches to meditation, a common spiritual practice originating in
eastern faith traditions, have received extraordinary and consistent empirical
support from research findings obtained over the past couple of decades. The
regular practice of meditation contributes to numerous physiologic and psy-
chological outcomes as well as spiritual transformation. Outcomes observed
include decreased hypertension, anxiety, depression, increased attention and
emotional regulation, and decreased stress (including lower stress hormones)
[44—46].

e Although numerous clinical trials have determined that physically ill patients
receiving intercessory prayer are no better off than those not receiving this “inter-
vention,” [47] many studies show that positively framed personal prayer is asso-
ciated with positive psychological outcomes [48].

e Fasting, a spiritual discipline many faith traditions expect or encourage, pro-
duces several healthful metabolic outcomes in humans and rats, according to a
narrative literature review [49].

Indeed, R/S behaviors do affect health whether they involve religious service
attendance or private activities.

What are the resulting implications for healthcare providers? Does this evidence
mean they should urge patients to attend services or even encourage them to develop
private R/S practices like meditation? These questions beg deeper questions about
what is ethical, especially when clinicians have a R/S perspective that they believe
will be beneficial to patients [50, 51]. Pujol et al.’s [52] observation from interviews
with 20 French cancer patients reminds clinicians that their role is not that of clergy:
Patients do not seek care from healthcare professionals for R/S support. In the pro-
cess of receiving healthcare, however, people do not want to be “just ‘patients’ but
human beings with a precious interior life” [52] (p. 733). The admonitions pre-
sented in Table 5.3 are offered to avoid any unethical imposition of R/S in patient
care.
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Table 5.3 Avoiding unethical religious/spiritual support [19, 53]

* Be aware of clinician-patient relationship dynamics
— The relationship is asymmetric; the clinician is in a more powerful position (empowered
by knowledge and skills the patient desires to receive)

— Patients enter healthcare organizations to receive healthcare, perceived by patients as
care for physical or mental illness

— Whereas some patients (especially those who are older, religious, female, and facing a
life-threatening challenge) do want clinicians to make inquiry about their R/S and
provide spiritual care, some do not. Those who do not want spiritual care may equate it
with religious support

* Recognize what is within the scope of practice for your discipline within healthcare. While
the well-trained chaplain is the spiritual care expert, physicians, nurses, and others are
spiritual care generalists with limited skills. Care for patients with serious spiritual issues
(e.g., negative religious coping) is best provided by experts; a generalist’s attempt to care
for such serious concerns is potentially harmful

* Evaluate your motives for recommending a R/S belief or practice: Ask yourself, “Whose
needs am I meeting?”” If your motive is to persuade the patient to accept your perspective
because it will make you more comfortable or advance a personal goal, then do not do it

* Assess patient R/S. What are the patient’s R/S beliefs, resources, and preferences? How
would they want the healthcare team to respect and support these? Provide R/S care that
reflects these wishes. When assessing R/S, delimit it to a screening or spiritual history;
keep it focused on that which relates to health and that which is within the scope of your
professional practice

» Avoid the appearance of coercion, even when providing R/S support that the patient
requests

* When introducing R/S into patient care, offer it in such a way that the patient will be free
and comfortable to refuse it. (E.g., Evidence indicates meditation is helpful for people with
your condition; would you like to attend a class here at the hospital to learn how to do it?
Some people in your situation like to have their nurse pray with them; would that be
something you’d like?)

5.8 Religious/Spiritual Belonging

A massive demographic study of global patterns of religious affiliation discovered
that 84% of the world’s population identified with a faith tradition in 2015 [54].
Gleaning data from 2500 censuses and population registers, demographers not only
identified current religious affiliation but also projected these rates for the near and
more distant future (i.e., 2060). Key findings are presented in Table 5.4. Belonging
to a R/S community often means fellow believers become informal caregivers dur-
ing times of illness; it also can provide a venue for providing health promotion.

5.9 RS Communities: Informal Caregiving

Although 84% may identify to some degree with a religious tradition, of course,
many patients may weakly observe their religious beliefs and practices. Many
adherents of a religion may not know or accept all the doctrines, rituals, lifestyle
recommendations, and so forth. Furthermore, many are influenced to varying
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Table 5.4 Prevalence of religion worldwide: major findings from the Templeton-Pew Changing
Global Religious Landscape report [54]

* Religions of global population in 2015
—31.2% Christian
—24.1% Muslim
— 16% unaffiliated (e.g., atheists, agnostics)
—15.1% Hindu
— 6.9% Buddhist
—5.7% Folk religions
— 0.8% other religions
—0.2% Jewish
e Although “Unaffiliated” will grow during the next 5 years, they will reduce in numbers (to
13%) by 2060 due to fewer births than deaths among women in this category. The majority
of Unaffiliated live in Asia and the Pacific regions, Europe, and North America
e Christians and Muslims have grown in numbers due to birth rates; however, by 2060,
there will be nearly the same number of Muslims as Christians due to their higher birth
rate (31.1% vs. 31.8%, respectively). Muslims and Christians have higher fertility rates
than those of other religions; this is the primary factor explaining growth in these
traditions
* Religious switching is projected to be largely observed when Christians leave Christianity
and Buddhists to a much smaller extent leave Buddhism. Muslims are expected to gain
adherents from switching, as well as folk and other religions and “unaffiliated”

degrees by multiple faith traditions (e.g., the person raised Roman Catholic who
uses Buddhist meditational practices and currently self-identifies as a Unitarian
Universalist). Also, within one religious tradition, there are a myriad of interpreta-
tions of the faith’s tenets and practices. Varying degrees of engagement, commit-
ment, and orthodoxy will be found within one denomination—and even within one
family belonging to the same denomination. This variation in religiosity under-
scores the importance of assessing the R/S of each patient; each patient has a unique
religion (or a religious spirituality) [19].

For those who are integrated to some degree within a religious community, there
often are resources that can support patients and their families during times of ill-
ness [19]. Latter-Day Saints (Mormons) may be the most organized at providing
support to their parishioners or “ward” members. Lay leaders regularly will visit
parishioners, identify who is sick or in need, and organize support; the women of the
church constitute the “Relief Society” which regularly meets and is instrumental in
providing care for those in need. Anabaptist-descended denominations, Seventh-
day Adventists, Pentecostals, Roman Catholics, Presbyterians, Orthodox Christians,
and other Christian denominations often appoint and/or train lay leaders (especially
women, deacons or deaconesses, or those in Stephen’s ministries) to visit and sup-
port sick church members. In Judaism, such ministry to the sick is regularly per-
formed by members who are part of a Bikur holim group. For Muslims, an Islamic
center or association likely will offer services for the sick and elderly in the congre-
gation [19].
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Indeed, belonging to a religious group not only provides social support in general
(as Koenig’s [1, 2] review documented), but it often also provides added support—a
safety net—for those who are sick and in need. A national study of African-
American churchgoers documented types of instrumental support members pro-
vided; the more religious and less-educated members provided the most care, which
included transportation, help with chores, and even financial support [55]. Yes, a
robust faith community will care for its own as would any caring family. The impli-
cations for the healthcare professional may be obvious: If the patient consents, clini-
cians should inform, mobilize, and/or collaborate with these informal caregivers as
appropriate. This is particularly true for when patients are discharged home or insti-
tutionalized for an extended time.

5.10 R/S Communities: Venues for Health Promotion

R/S communities have been harnessed by health professionals for delivering vari-
ous types of healthcare. Most of this work has involved providing health promotion
(e.g., education about advanced care plans, lifestyle programs aimed at reducing
obesity, improving diet and exercise) and disease prevention (e.g., HIV and cancer
screening programs) [56-61]. Typically, these programs are studied using
community-based participatory research methods. Much of the research exploring
how healthcare can be delivered in a faith community is conducted in urban US
American African-American churches or in churches for Latino or Asian immi-
grants. Indeed, the R/S community is a venue for reaching populations that other-
wise might distrust or be unable to access healthcare. Many of the reports about
these church-based health promotion programs identify feasibility and sustainabil-
ity issues encountered [60-62]; characteristically, however, they also conclude the
R/S communities hold great potential for improving health within communities.

5.11 Conclusion

Thousands of studies now document that R/S is linked with desirable health out-
comes. Whether the association is because of R/S beliefs, behaviors, or belonging—
or a mixture of these aspects of R/S—this evidence ought to prompt healthcare
professionals to plan and implement care that supports R/S. A commitment to sys-
tematic R/S assessment and ethical care that reflects this assessment is essential for
effective healthcare.
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Spirituality and Childbirth

Colm OBoyle and Vivienne Brady

Abstract

Birth is widely recognised as a spiritual experience. In this chapter, we explore
spirituality in pregnancy, birth and early parenthood and the extent that spiritual-
ity is supported or enriched by midwifery care. While a precise definition of
spirituality remains elusive, there is growing acceptance that spirituality con-
cerns the need for personal connectedness, desire for meaning in life, transfor-
mation and transcendence. The ability to ascribe meaning is a human attribute,
and in health care, the significance of meaning making in and around the end of
life is now widely recognized. The significance of meaning making at the start of
life, is not so extensively explored.One reason may be that childbirth, in the
Western world at least, is largely hospitalised, where medical intervention,
maternity structures, and technology can deter from a personal, and spiritual
birth experience. Mothers can struggle to find ways to give meaning to birth
events, to connect with others and to recognise the transformative and perhaps
even transcendent nature of pregnancy, childbirth and parenthood. Spirituality is
not necessarily mediated through religious belief, although for many it is. Many
midwives identify the privilege of being with woman and witnessing human cre-
ation as particularly meaningful and worthy of metaphors, such as sacred or
divine. Birth brings new life and is, or should be, a joyful and empowering expe-
rience. In the following pages, we consider some of the ways that science and
medicine, faith and religion, and feminist discourse contribute to discussion
about spirituality and spiritual care in childbirth.
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6.1 Introduction

The aim of this chapter is to explore spirituality in pregnancy, birth and early
parenthood. While our discussion is predominantly concerned with women’s
experiences, we recognise the experiences of the family and birth attendant also.
An examination of the spirituality of the baby, in utero and at birth, as part of the
total well-being of the family is acknowledged, but is beyond the scope of this
chapter.

The rationale for this work is to give attention to spirituality during the preg-
nancy, birth and motherhood continuum. The first step is to acknowledge and value
spiritual aspects of birth and then to offer the reader some language with which to
communicate about spirituality in childbirth.

The chapter is divided into the following sections: a consideration of spirituality
in pregnancy, birth and new parenthood; the influence of religious, medical and
feminist discourses; the importance of relationship in meaning making; and, finally,
the transformative and potentially transcendent nature of childbirth. Reflective exer-
cises will prompt readers to explore their own concepts of spirituality, and beliefs
about spirituality and childbirth, and spiritual care in midwifery practice.

6.2  Spirituality

Spirituality has been referred to as finding meaning and purpose in life events, as
connectedness to others and/or a higher power, as holism and as self-transcendence
[1]. Spiritual experience is so exceptional from our ordinary physical and rational
experience that we humans use metaphors to try to describe the concept; terms such
as ‘the divine’, ‘the sacred’, ‘spirit’, ‘God’, ‘transcendence’ or ‘higher power’.
Some may consider existential matters, such as life’s meaning and purpose without
reference to the word ‘spirit’ or the concept of ‘spirit’. Many, however, identify
spiritual concepts to be significant sources of life meaning.

The lack of a precise definition of spirituality makes discussion about spirituality
in health care challenging. We, like Moloney [2] and Sellers and Haag [3], for
example, take the ontological position that spirituality is implicit to humanity. We
believe that the human search for the meaning and purpose of existence includes a
spiritual dimension, in whatever way one tries to define ‘spiritual’.

6.3  Spirituality in Pregnancy, Birth and New Parenthood

Childbirth is meaningful to women, to families and to humanity. The existential
experiences of pregnancy, labour, childbirth and new parenthood are so personally
and socially transformative that the meaning given to these experiences is very often
described as deeply spiritual.

This is consistent with Klassen’s [4] exploration of spirituality in birth as encom-
passing reverence for nature, transcending the physical and trusting in a higher
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power [4]. Birth has been described as miraculous, mysterious and transformational
[5], but exceeding religion [4]. Many other authors confirm that spirituality is cen-
tral to women’s and midwives’ experience of reproduction and birth [4, 6-17].
Since first published in 1975, Ina May Gaskin’s [12] Spiritual Midwifery has endur-
ing popularity among birthing mothers and midwives and demonstrates spirituality
has long been a concern, however muted, in birth discourse. Most recently, Crowther
and Hall [18] have edited a book with contributions from midwives and obstetri-
cians who are engaged in exploring spirituality in maternity care. Parratt [19] in the
same book describes couples’ spiritual experiences at birth and cites many more
academic papers in the field.

Consideration and celebration of birth and birth attendance, as spiritual, is inhib-
ited by the intersection of several strongly held and potentially counter dis-
courses. These are a reductionist view of health and humanity by science and
medicine that suggests wariness of faith and religion, and a feminist critique of
religious and medical rhetoric, that is believed to perpetuate biological essentialism
and patriarchal hegemony in human reproductive and health-care practices. In the
following pages, we will, consider some of the ways these discourses can compli-
cate discussion of spirituality and spiritual care in childbirth.

6.4  Religion

An enormous body of academic writing and debate about human understanding of
spirituality exists in the fields of philosophy, theology and religious studies.
Religious and theological discourses already describe spiritual concepts in subtle
detail, which can be very useful to explore the subject of spirituality'. Spirituality,
for some, overlaps with religion and trust in a higher power [4, 20].

For most of these women, Christians, Jews, spiritual feminists, new agers and even some
“non-religious” women, spirituality was an evocative and useful term to describe their
births, generally meaning a personal and embodied connection with a supernatural power
that anyone who made the effort could access. ([4], p. 73)

Religion, therefore, can provide a language and metaphor with which to speak of
the immanent (real, here and now, embodied) and transcendent (supernatural, infi-
nite) conceptions of spiritual aspects of human and birth experience. Women may
draw upon spiritual language and symbolism in childbirth, without considering
themselves to be religious or practising religious beliefs [1].

As Klassen [4] points out, patriarchal religions of Judaism and Christianity (and
Islam) have not traditionally celebrated the spiritual or sacred nature of birth. A
growing secularism in Ireland and elsewhere, however, reveals some antagonism to
the dominance and perceived ownership of spiritual discourse by religious authori-
ties. Christian interpretation of Genesis 3:16 ‘in sorrow thou shalt bring forth

'"'We have not sourced Islamic tradition related texts published in English.
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children’, for instance, has held that suffering in childbirth is punishment and atone-
ment for the sins of Eve [21]. This clearly misogynistic religious perspective is
unlikely to be a useful opening to a discussion on the spirituality of birth. Thus,
religious expression of spiritual experience may be problematic. Integrating secular
meaning making in health care in Northern Europe is not adequately addressed in
language that is exclusively spiritual or religious. La Cour and Hvidt [22] therefore,
incorporate psychological and social dimensions in meaning making. Cognition
(knowing/asking), practice (doing/acting) and importance (being/feeling) are useful
dimensions for considering existential issues, whatever a person’s secular, spiritual
and/or religious viewpoints.

The midwife/birth attendant needs to be familiar with, and balance, their own
and women’s varied approaches to spirituality. Where religious expression enhances
the woman’s spiritual experiences and expectations of pregnancy, birth and new
motherhood, the midwife should endeavour to understand and welcome this expres-
sion as an essential aspect of care. Where the woman’s perception is that religious
interpretations detract from her experience,? the midwife should also identify this
and explore with the woman how spirituality in birth, if relevant, may manifest in
other ways.

Midwives need to be open to discuss the meaning (-fulness) of pregnancy, birth
and motherhood/parenthood. This openness includes the possibility of ambivalence
about spirituality within ourselves, in other birth attendants and in women/mothers
themselves. Unconditional positive regard is necessary for a therapeutic mother—
midwife relationship, and so we should not impose our views [24] but rather enhance
the coherence or harmony of the woman’s experience and world view [25].

6.4.1 Exercise

Do you consider yourself to be spiritual? If so, how does this shape your perspec-
tives on midwifery care and childbirth?

Can and/or must your personal views (e.g., on religion or politics) be held only
outside of your professional practice?

6.5 Medicine

Marjorie Tew [26] dispelled the myth that medical advances in surgery, antibiotic
therapy and hospitalisation of birth led to improved birth outcomes in the twentieth
century. As important as these advances were, social factors, such as sanitation,
housing and women’s reproductive control, and their consequent effects on living
standards accounted for the most significant improvements in maternal and perina-
tal mortality and morbidity in the developed world.

2See Pargament et al. [23] for positive and negative religious coping.
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In a similar vein, taking mortality and morbidity as the best or only measures of
quality in maternity care is too simplistic a view of human experience [27]. Birth is
complex and multidimensional and midwives must identify and value (count or
account for) the ‘subjective, personal and particular’ of women’s childbirth experi-
ences ([28], p. 53).

Contemporary medicine’s tendency to compartmentalise the human body into
ever more specialised biological systems, to the near exclusion of extra-corporal
dimensions [29] has been captured in a relatively recent call to holism. The spiritual
dimension of human existence and health, however, remains under-explored.
Midwives who recognise the relational aspects of humanity and birth are somewhat
closer to acknowledging spirituality as essential to birth attendance [30]. In Ireland
at least, but perhaps almost everywhere, the relatively low status of midwifery in
social, medical and hospital hierarchies, and the need for midwives to operate within
the medical hegemony, has inhibited expression of spiritual midwifery. The perva-
sive rhetoric of the multidisciplinary team (MDT) quietly ignores the reality of
medical power and dominance in contemporary health policy, health-care settings
and risk discourse.

Scientific reductionism within medicine and obstetrics has and continues to
inhibit both the exploration and integration of spiritual care into contemporary
maternity care services [31].

The dominant model of birth in contemporary industrialised countries is
consultant-led, hospitalised birth, which anticipates risk and danger, diminishes
relationship and privileges surveillance and intervention [32]. The scientific
rationality of contemporary Western (allopathic) medicine cannot easily accom-
modate highly variable subjective human experience, let alone the metaphysical
or spiritual. In contrast, midwifery constitutes that women are their own ‘deliver-
ers’ ([33], p. 298) and emphasises the pursuit of natural and physiological child-
birth [34].

6.6 Feminist Discourse

Feminist critique of patriarchy and masculinist thinking in society generally, in law
and governance but also in science, medicine and religion, has opened new ways of
seeing and being in the world.

Essentialist or reductionist views of women’s reproductive capabilities have been
subject to feminist critique; one example is Adrienne Rich’s [21] analysis of the
regulation and control of women’s bodies and psyche by the medical institution.
There is rejection of the long-standing reduction of gender differences to biological
function and capacity for sexual reproduction, to justify highly gendered social role
expectations. The highly gendered split between the paid public professional
spheres and the unpaid private domestic spheres, has been recognised as arising
from gendered social norms and rightly challenged as unequal by feminist thinkers.
The danger in attempts to celebrate and give meaning to birth is that even positive
attributions may easily become, or be seen to be, justifications for limiting women’s
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role to their reproductive function or diminishing women who cannot, or choose not
to, become mothers [21, 35].

As one might expect, there are many feminist perspectives on spirituality, some
critiques embody rejection of God and religion as perpetuations of masculinist,
patriarchal structures [36]. Others seek to provide an array of positive female meta-
phors for God and may use female pronouns or the term ‘Goddess’. Some women
may be familiar with these and consider them useful approaches to talking about
spirituality around birth.

Our purpose is to encourage birth attendants to remain open to spiritual expres-
sion in whatever way the woman chooses to convey this in pregnancy and child-
birth. Midwives could explore the Goddess as metaphor, which could help birthing
women access their own meaning in their becoming mother.

If a ‘Goddess’ does not appeal as an alternative to patriarchal religion and its meta-
phors, the work of Grace Jantzen [37] might offer an alternative approach. Jantzen pro-
poses that in a feminist philosophy based upon the fact of our birth, our human ‘natality’
enables a creative and nurturing approach that might be useful in discussing human
meaning. Jantzen, in her book, Becoming Divine (1999) offers a cogent critique of the
dominant focus on human ‘mortality” and death, which pervades Judeo-Christo-Islamic
religious traditions. Taking human ‘natality’ as the foundation of human being and
becoming (ontology) has obvious resonance in the search for a spirituality of midwifery.

With every birth, hope is reborn, as ‘it is in birth, in natality, that newness enters
the world, and it is in the fact of new life that every other form of freedom and cre-
ativity is grounded...” ([38], p. 6).

6.6.1 Exercise

How do you feel about the representation of ‘Goddess’ as a means of expressing
your own spirituality or relationship with the divine?

What, if anything, blocks your ability to bring such a perspective to women in
your care?

Does Jantzen’s focus on human embodied ‘natality’ as a basis for creativity and
growth sit well with your view of birth?

Might Jantzen’s positive philosophy of natality offer a useful alternative to con-
temporary focus on risk, danger and mortality in maternity care?

6.7 Meaning Making

Returning to our conception of spirituality as being a central aspect of human mean-
ing making, we will explore the recurring themes of relationship, transformation
and transcendence in women’s experience of birth as spiritual, and spirituality as
giving meaning in childbirth. While any schema is likely to be inadequate for a field
that so often references the ‘infinite’, these themes, for us, capture enough of the
meaning of spirituality in childbirth to enable fruitful discussion.



6 Spirituality and Childbirth 89

The concept of relationship is central to women’s birth experience, and therefore,
a midwife should be able to relate, communicate and support the woman’s spiritual
needs, as part of the central philosophical tenet of midwifery of ‘being with’.
Pregnancy, labour, birth and new parenthood are undeniably transformative on all
levels, physical, emotional, psychological, social and spiritual. A holistic approach to
birth cannot deny its spiritual nature and the potential for spiritual growth, enlighten-
ment and transformation in birth. The concept and language of transcendence as an
aspect of spirituality and of transformation needs also to be explored. Concepts such
as the ‘divine’ and the ‘sacred’ are commonly, though not universally, expressed in
women’s and midwives’ birth experiences [4, 39] and discourses, and so, these and
related ideas should be incorporated into the midwife’s discursive repertoire.

6.8 Relationship in Spiritual Midwifery

Relationship is central to reproduction, pregnancy, birth and parenthood. Each step
presupposes a degree of relationship: sexual intimacy between mother and partner;
the mother—baby dyad; the development of a new life and body within the living
body of another; the dependent nature of a baby, predominantly upon the mother,
but to society more broadly; and finally the developing personhood, self-awareness
and meaning making of the child. It is only in the context of relationship to others
that childbirth can occur and can be understood or given meaning. Our definition of
spirituality as a basis for meaning making fits coherently within this framework.
Relationship between each of the actors in childbirth will be explored in the follow-
ing section. For our purposes, most central is the relationship between the woman
and her birth companion, the midwife.

The physiology of birth, labour onset and progress depend upon a complex inter-
play of endocrine and neurological signals that have been shown to be sensitive to
the emotional and psychological well-being of the woman, the social setting and the
physical and relational context in which she is to birth [40, 41].

Relationships are developed and connections made through negotiating trust and
reciprocity [42]. Comfort in ‘letting go’ in birth is complex and multifaceted and
appears to be concomitant with the woman anticipating birth ‘not simply a bodily
process to undergo, but an experience to be chosen’ ([4], p. 63). Human relation-
ships are central to this experience. Fahy and Hastie [43] analyse relational power
in psychotherapeutic terms and describe midwifery guardianship as facilitating the
mother’s letting go of the ego. This is to permit access to the usually repressed
unconscious (non-ordinary consciousness) or inner self and to love. According to
Fahy and Hastie [43], the ethical accountability of midwife to woman is also a lov-
ing act, one that requires the midwife to explore her own unconscious as potentially
damaging to the birthing woman’s flourishing. This psychoanalytical approach to
relationship acknowledges and enables access to human experiences not readily
accessed by the rational mind or ego. As has been recognised above, techno-
rationality dominates contemporary maternity care, and this concept of midwifery
guardianship is a means to move beyond such a limited and limiting perspective.
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Reference to empathy and kindness is very easily incorporated in a discussion
about love. The centrality of relational concepts of empathy and kindness in mid-
wifery to enhancing a woman’s birth, expression of a positive spiritual experience,
and resulting confidence in becoming a mother, is illustrated in the findings of
Organic Inquiry research by Moloney and Gair [44] with 48 women, including
mothers, midwives and counsellors:

The stories presented above include some shining examples of empathy, kindness and spiri-
tual presence and care, the beauty, awesome power and energy of birth, and the intimate
relation-ships between birthing women and midwives. The latter stories appear to exemplify
an absence of empathic regard or kindness, a lack of respect for the sacredness of birth, and
experiences of enduring disempowerment and trauma for birthing mothers. ([44], p. 327)

These findings echo the work of Jeanne Siddiqui [45] and Marie Berg et al. [46],
which suggest that the potential relationship between the woman and her midwife
is the very core of human connection and caring. All relationships are context-
bound [47], and a positive midwife—mother relationship enhances the experience
of birth and safety of mother and her baby [48]. Conversely, negative relationships,
or the absence of support, inhibit birth in myriad ways [49]. Schneider’s [16]
research exploring the significance of childbirth to women moves our conversation
to spiritual aspects of relationship. Women’s narratives reveal that birth can be:

A rich source of connection to self, other, community, and the divine, spiritual aspects in
one’s life serve to inspire, support, and transform’. ([16], p. 212)

Schneider’s work resonates with similar themes in midwifery narratives of child-
birth as spiritual [12, 44]. Midwives, with a philosophical commitment to relation-
ship, to ‘being with® woman during the childbirth experience, are perhaps
understandably in tune with a holistic model of birth that incorporates a spiritual
dimension. Lundgren and Berg [50] developed the earlier work of Berg et al. [46]
and Lundgren [51] and determined the central concepts in the midwife—woman
relationship, by secondary analysis of eight Swedish research studies. Pairs of con-
cepts underpinning the larger theme of relationship were identified, each pair
describes one aspect from the woman’s perspective and, with it, her midwife’s
response. These are ‘surrender—availability’, ‘trust-mediation of trust’, ‘participa-
tion—mutuality’, ‘loneliness—confirmation’, ‘differences—support uniqueness’ and
‘creation of meaning—support meaningfulness’ [50]. While all are essential to the
midwife as facilitator of the powerful birth experience, of specific interest to our
discussion is explication of the midwife’s role in meaning making.

Pembroke and Pembroke [30] integrate women’s and midwives’ discussion of
relationship in childbirth and align the idea of relationship with Martin Buber’s [52]
concept of human ‘responsibility” and Gabriel Marcel’s [53] concept of ‘availabil-
ity’ to the other. The concept of ‘presence’ in midwifery care relating to spirituality
in midwifery has been identified by Hunter [54], Moloney and Gair [44] and
Crowther and Hall [9].

Pembroke and Pembroke [30] describe midwifery ‘presence’ as a spiritual
relationship:
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The [ ] central metaphor in our discussion was ‘calm presence’. In the midst of the emo-
tional and physical frenzy, the midwife offers calm reassurance.

A spirituality of presence in midwifery requires a commitment to an ongoing movement
towards higher levels of responsibility and personal availability. This involves a commit-
ment to self-transcendence. Self-transcendence in the context of midwifery is expressed
through a desire to go out of self in order to respond sensitively, respectfully and generously
to the values and needs of labouring women. ([30], p. 326)

The idea of transcendence will be revisited later in this chapter. Before that how-
ever the idea of transformation will be explored.

6.8.1 Exercise

Walsh [24] observed that the characteristics of childbearing women in labour and
birth—‘loving, gentle, hopeful, energetic, courageous, grateful, connected, accept-
ing, broad outlook, detached’ ([24], p. 484)—were the traits that Beck [55] identi-
fied in those who are spiritually aware.

How important do you think these attributes are in the practice of spiritual
midwifery?

6.9 Transformation

Transformation, like relationship, is self-evidently a concept central to understand-
ing the meaning of childbirth. A woman is physically and socially transformed by
pregnancy, by birth and by motherhood. The transformation is not just physical, nor
is it immediate or final but, rather, developmental and set within a series of other
physical and social reproductive developments and transformations.

Many social meanings are attached to female personhood and reproduction:
menarche (the onset of menstruation), sexual maturity and autonomy, (in)fertility,
control (or not) of the reproductive self, (un)planned pregnancy, abortion, mother-
hood, mothering roles and menopause.

These transformations could be considered purely social, except that in women’s
explanations of birth as spiritual, the connection with others appears universal and,
for some, expands to connection with the divine, as illustrated in Schneider’s [16]
analysis of spiritual transformation in birth.

Birth is described as miraculous, transformational and mysterious [5]. Moloney
[2], from the testimony of women speaking of their experience of pregnancy, birth
and motherhood considers that:

The discovery of pregnancy is a life-changing event; it initiates an ontological process of
transformation, which, all being well, culminates in the birth of a child, a mother, a family...
to be pregnant is to be touched by the creative power of something infinitely greater than
self and such proximity with the divine is transformational. ([2], p. 122)
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Midwives need awareness, openness, language and ability to support the existen-
tially transformative nature of birth.

6.9.1 Exercise

Which physical and social transformations in childbirth strike you as opportunities
to open up discussion with pregnant women/mothers about meaning making or the
‘meaning’ of their experience?

What transformations, reproductive or otherwise, in your own life can be drawn
upon in understanding and facilitating meaning making as birth companions?

Is self-awareness a prerequisite for nurturing self-awareness in others? Discuss.

6.10 Transcendence

Again, like relationship and transformation, the concept of transcendence has a very
broad application beyond the childbirth context. Unlike relationship and transfor-
mation, however, transcendence is not so obviously or necessarily inherent within
childbirth. We wish to explore, not because we are already convinced, but rather
explicitly because of how childbirth is related to concepts of transcendence. Self-
transcendence beyond the individual self, to awareness of connection to others,
expands beyond the purely social to an experience that could be described as meta-
social and metaphysical.

The term transcendence, in particular self-transcendence, echoes an aware-
ness of, and transformation from, a purely individualistic conception of the self.
The reality of a distinct and separate life within, the duality, two within one of
pregnancy or one becoming two of birth is transformative for mother and baby,
but for the mother, perhaps necessarily, it is the transcendence of individualistic
notions of the self. The desire for, the necessity of, or the recognition of relation-
ship to others beyond the mother—baby dyad, also forms a significant part of the
language of birth.

Self-transcendence through duress has been theorised by Reed [56]. Reed’s
model, though drawn from end-of-life experiences, enables the measurement of
transcendence and exploration of concepts related to it. Her sub-themes, genera-
tivity, introjectivity, temporal integration and body transcendence, can be uti-
lised to understand the language used by women to describe their experience of
spirituality in childbirth [6, 14]. Generativity, the power to reproduce, temporal
integration (in the liminal spaces of pregnancy and labour) and body transcen-
dence—perhaps most crucially in labour—all seem appropriate. Introjectivity,
the incorporation of others’ world view into one’s own, is perhaps less clear,
but may be relevent in as far as relationships support, enhance and develop one’s
sense of self, and can be applied to the childbirth experience as readily as to
end-of-life experiences.

Budin [6] cites Reed:
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Reed [56] defines self-transcendence as the experience of extending self-boundaries
inwardly, outwardly, and temporally to take on broader life perspectives, activities, and
purposes. Although giving birth in modern times is rarely considered a life-threatening ill-
ness, I believe that for some women the experience of giving birth can also provide an
opportunity for self-transcendence. ([6], p. 39)

Budin considers that the experience of the pain and joy of birth, along with the
trust in one’s own ability to birth, may lead to an incredible sense of accomplish-
ment in which the woman experiences self-transcendence, as she realises her
strength and power. Such experiences of self-transcendence, ‘the ability to move
beyond one’s personal boundaries to gain a wider perspective’, can contribute to
enhanced meaning and understanding from life events and contribute to overall
well-being [57]. Lydon-Lam [58] captures transcendence as an aspect or continua-
tion of personal transformation:

Transcendence suggests expansion of self-boundaries (a) inward through self-
acceptance, with acceptance of what is and can be and (b) an openness to that which
is not of the self (others, the divine, nature). This personal growth suggests knowing
one-self, in an integrated way of past, present, and future, while living fully in the
present moment. ([58], p. 21)

Similarly,

Spirituality has both an immanent and a transcendental form. An immanent spirituality
refers to an orientation in which people believe that all the resources they need to find mean-
ing and value can be found within the self. ([30], p. 322)

Pembroke and Pembroke [30] go on to make explicit the link between relation-
ship and transcendence (personal and/or spiritual) and say:

Self-transcendence in the context of midwifery is expressed through a desire to go out of
self in order to respond sensitively, respectfully and generously to the values and needs of
labouring women. ([30], p. 326)

Spiritual transformation, therefore, can be understood as a natural part of the rela-
tional and human transformation that happens in birth. Spiritual transcendence becomes
available to give further meaning to the very significant life change and transformation
that is inevitable at every stage of pregnancy, labour, birth and new parenthood.

6.10.1 Exercise

Is your sense of spirituality immanent (real, here and now, embodied) or transcen-
dent (supernatural, infinite) or some/any combination of these ideas?

What if any of the metaphors around spirituality might be useful or challenging
for you?

Examples could include God, sacred, holy, creation, divine and love.
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6.11 Conclusion

In this chapter, we have explored spirituality in pregnancy, birth and early parent-
hood, with reference to women’s experiences. We have emphasised the spiritual
aspects of birth and have suggested ways to communicate about and respond to
spirituality in childbirth. We have aligned spirituality in pregnancy, birth and moth-
erhood with the concept of human meaning making and have considered this briefly
in the socio-biomedical context, with reference to religion, medicine and feminist
discourse.

Birth is socially embedded, and so the context of the woman’s relationship, par-
ticularly the relationship between the woman and midwife, is a central concern.
Meaning making about birth is also social and relational. The mother—midwife rela-
tionship enables exploration of spirituality as an aspect of the birth experience. A
spiritual interpretation of the birth experience can offer a means to integrate the
transformations involved into the woman’s developing self-concept and world view.

Consideration of the physical transformations inherent in childbirth led to an
exploration of spiritual transformation and transcendence in birth. Expansion
beyond ones previous self and limitations, is to transcend them. Transcendence is a
theme that recurs in childbirth stories and is a concept that sits well within a spiritual
framework for human meaning making. Throughout the chapter, we have prompted
readers to explore their own relationship to concepts of spirituality, spirituality and
childbirth and spiritual care in midwifery practice.
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Abstract

Healthcare workers deliver holistic patient-centred care. Spiritual care is part of
that. To deliver spiritual care, the healthcare worker should be competent for that.
These competencies could be divided in three domains, namely:

— Awareness and use of self: this domain is about the healthcare workers’ intra-
and interpersonal communications and attitudes in spiritual care delivery.

— Spiritual dimensions of the nursing process: this domain is about the role of the
healthcare worker in spiritual assessment, planning, interventions and evaluation
of spiritual care within the integral nursing process.

— Assurance of quality and expertise: this domain of competence is about the
healthcare workers’ professional development regarding spiritual care.

In this chapter these competencies will be further theoretically clarified and
applied in specific exercise that enables the reader to work on his/her spiritual
care competence.
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7.1 Introduction

Box 7.1: An Impression from Healthcare Practice

Since | year Joan (22) works as a mental health nurse on a critical care ward
of a mental health hospital. Joan finds herself spiritual, but not in a religious
sense. At the moment Joan cares for Jim (29) who is treated for a depression.
Jim was admitted to the hospital because of a suicide attempt. He is deeply
depressed and feels guilty to himself, to his family and also to God. Most of
the day he lies on his bed, and he is praying all day and reads a lot in Scripture.
‘Leave me alone’, he said to the nurses. Joan finds it difficult to understand
Jim’s situation and to cope with it in a professional way. ‘Faith can do a lot of
harm, why does he still rely on it’, she considers for herself. She asks her col-
leagues for their experiences, but most of them find it also a difficult situation.
““The spiritual” is not really an integrated part of our work, I guess’, they say.
One of the colleagues says ‘we have to take his belief seriously’.

In order to provide holistic care, as a healthcare worker you must be competent
to intervene on a physical, mental, social and spiritual level. The situation of Jim
described in Box 7.1 makes clear that interventions might be relevant for all of these
dimensions of holistic care. For example, what does it mean for his physical condi-
tion when he does not leave his bed for a long time? How suicidal is he still at the
moment and what actions are required for that? How can you help him from his
social isolation? And, what is the relationship between his faith and the mental and
social problems he is facing? This last question is focusing on the spiritual dimen-
sion of Jim’s functioning. This dimension should also be part of the process of clini-
cal reasoning which can lead to specific interventions in this area.

The situation is also pointing on the person of the healthcare worker. It touches
also her personal beliefs and views. Is her interpretation of the situation correct as
she says that religion has harmed Jim? What does it mean that she wonders that Jim
still can rely on his belief? How will she connect with Jim from that perspective?
And why is one of her colleagues saying that the patient’s belief should be taken
seriously? Is she saying that from a professional point of view, or is she reacting in
this way because she is religious herself? This situation makes clear that personal
convictions and opinions regarding spirituality and spiritual care might be of influ-
ence on how you will act in such a situation as a healthcare professional. It is impor-
tant to be aware of that and reflect on that.

The situation also says something about the way spiritual care might be well
integrated within the healthcare policy of a healthcare institution. According to this
situation, that can be questioned. It seems every healthcare worker has his/her own
vision and a common policy is lacking. It might also be expected from healthcare
professionals that they are able to influence the spiritual care policy of the health-
care team they are acting in and play their part in enhancing the quality of spiritual
care in healthcare practice.
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The above-mentioned three perspectives of spiritual care (the healthcare process,
personal attitude and the healthcare policy) cover the three domains of spiritual care
competencies of healthcare professionals. The notion of ‘competencies’ denotes
sets of knowledge, skills and attitudes used in a professional context, i.e. the clinical
nursing process. Being competent depends on correct assessment of a clinical situ-
ation and on the ability to implement knowledge and skills in the right way at the
right moment.

According to the findings of a literature review and research in practice, a nurs-
ing competency profile for spiritual care was formulated that consisted of three
domains and six competencies [1, 2]. Box 7.2 gives an overview of these competen-
cies. In this chapter these six competencies will be worked out in a way that it will
help you as a healthcare professional to develop those competencies and apply them
in your own healthcare practice.

Box 7.2: Profile of Spiritual Care Competencies

Domain Competence
Awareness and use 1. Attitude towards the patient’s spirituality: handling their own
of self values, convictions and feelings in their professional relationships

with patients of different beliefs and religions
2. Communication: addressing the subject of spirituality with
patients from different cultures in a caring manner
Spiritual dimensions | 3. Assessment and implementation of spiritual care: the nurse
of the nursing collects information about the patient’s spirituality and identifies
process the patient’s need
4. Personal support and patient counselling: discussing with the
patient and team members how spiritual care is planned,
provided and evaluated
5. Referral to professionals
Assurance of quality | 6. Contributing to quality assurance and improving expertise in
and expertise spiritual care in the organisation

Exercise 1‘What Is My Starting Point?’
Before studying this chapter, make this exercise in which you assess your own
level of competence. For this purpose you can use the Spiritual Care
Competence Scale that is added in the Appendix of this book.

Score yourself on the 27 items of this questionnaire, and mark those com-
petencies you personally find you have to/want to develop further.

Discuss the outcome of this exercise with a fellow student or colleague.
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7.2  Attitude Towards the Patient’s Spirituality

Nurse: ‘She has children. She knew she had to leave them. That’s what
broke her. I thought that was really difficult, because she didn’t let anyone
near. That gets me thinking. What would I have done? What would help me?
It’s so difficult. I feel so helpless. I see her struggling. She had philosophical
questions, but the spiral was hard to break out of”.

Social worker: ‘I'm not a religious person, and I can sense a kind of inner
friction. For example, when a client tells me about the abuse and what it did
to her. How can such a person still believe? Where was that God when things
went wrong? I really have difficulty with that’.

Care provider: ‘Sometimes I can’t take it anymore. I feel like crying. That
won’t happen in front of a patient, but I’ll go to my colleagues. I'm able to
share my story with them and that’s important. It’s difficult to cross my own
boundaries and to let my own emotions interfere too much. I wonder if I did
right, if I didn’t go too far’.

Maybe one way or another, these brief descriptions are recognisable from your
personal experiences in patient care. These situations make clear that your per-
sonal thoughts and feelings are at stake when spirituality and spiritual needs come
forward in healthcare. Are you conscious of those situations, thoughts and feel-
ings, and can you imagine what impact they can have on the care you give to a
patient? The competence of ‘attitude towards the patients’ spirituality’ is about
handling your own values, convictions and feelings regarding spirituality and
spiritual care in professional relationships with patients of different beliefs and
religions. A healthcare profession is in essence a relational profession. It asks
primarily for an open, respectful, emphatic and reflective attitude. As a healthcare
worker, you need to be open-minded to spirituality in general, to the individual
patient’s spirituality and to the impact of your own (spiritual) beliefs and convic-
tions in the caring relationship. How will you react when you see a patient spiritu-
ally struggling? How do you respond to a religious patient, when you struggle
with that belief yourself? How do you deal with your own emotions? Is showing
your own ‘weakness’ allowed?

Healthcare professionals are often practical-minded. There is a problem that
needs to be solved. After all, that is why you are a healthcare professional.
However, spiritual issues often cannot be solved easily or solved at all. Within this
context, we can refer to the so-called active and the passive side of a caring rela-
tionship [3]. The active component is expressed by words such as helping, provid-
ing care and assistance, wanting to be of significance to a client, showing you are
there, holding a patient’s hand, listening to a patient’s story and so on. Healthcare
professionals often are focussed (too much) on this component. After all, she is a
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‘doer’. The passive component of care provision is reflected in having to sit by
and watch, encountering limitations, being faced with questions that you have no
answer to, being affected by a patient’s suffering, having to face death and being
exposed to feelings of fear, indignation, helplessness and uncertainty. In situa-
tions like these, you are thrown upon your own resources or on your team’s, and
you can only be there for a client, without doing anything to solve it. In these situ-
ations, ‘being’ is equally important as ‘doing’ [4]. This passive component is
essential to the caring relationship with the patient. Delivering spiritual care
means that you must allow both the active and the passive aspect of the relation-
ship. It is interesting to explore the balance between that active and passive com-
ponent of the care you deliver.

Box 7.3: Exercise: Explore the Active and Passive Side of Your Caring
Relationship

The quotes at the start of this section give an impression of the passive com-
ponent of the care relation. Read the quotes again.

(a) Describe a situation with a client in which you are/were involved and
which entails the passive component of care, according to you.

(b) Indicate on the continuum below where you would position yourself,
when it comes to the relation between active and passive action in a care
relationship.

Active  (doing) Passive
(being)
Give a concise motivation.
(c) Discuss a and b with fellow students/colleagues.
(d) Reflect on how you can/want to develop the passive role.

Your attitude towards spirituality and spiritual care asks for an open attitude
towards the patients’ spirituality. Such an attitude can be defined as ‘inner space’
[5]. Inner space is a metaphor. It is an inner attitude of rest and relaxation which
opens you to learn new things, be patient and do not give way to mood swings or
emotions. To define what inner space is not can easily be explained by means of
some examples. In your work you can be fully occupied by organising and
administrating your work which makes that you cannot pay any attention to patients’
questions or you don’t even hear the patient asking for help or attention. You do not
experience any inner space to be present and attentive for the patient. Another exam-
ple is about someone who is not open for the subject of spirituality at all, because he
or she does not feel spiritual at all. A healthcare professional who is lacking the
experience or feeling of any personal spirituality might have a less open space for
the spiritual needs of patients. Spiritual needs can be ignored because you do not
recognise them or find them not important to address.
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Box 7.4: Exercise for Self-Reflection:‘How Is Your Inner Space?’
Reflect with a fellow student or colleague on the concept of inner space with
the help of the following questions:

1. Do you find yourself a spiritual human being? Explain. What impact does
this have on your openness to spirituality in your work?

2. Give an example when you had less/much inner space in connection with
patients from your own healthcare practice. What factors were of
influence?

3. What conditions do you need to have inner space for the spirituality and
spiritual needs of patients? Give an example!

4. How would you describe ‘inner space’?

7.3 Communication

You have probably gone through the following yourself: you told a friend about
something you felt really sad about, for instance, when you broke up or when a
long-cherished dream vanished. How did your friend respond to your story? Did
he give comfort or advice or did he really listen? People are inclined to comfort
in a situation like that, for instance: ‘Bet you will meet a much nicer man’. Or
they will advise you: ‘You’d better not keep in touch, the sooner you will get
over it’. Sometimes, people will tell their own story: ‘Well, I’ve seen something
like that myself ...”. All of these responses show good intentions and involve-
ment. People really want you to feel fine again soon. Patients often have to deal
with situations when something is broken beyond repair and it cannot be fixed.
In moments like these, spiritual questions often arise. A person can ask them-
selves: “Why me?!” or “What’s next?’” Often there are no concrete answers when
these questions arise. The competence of communication is about addressing
the subject of spirituality with patients from different cultures in a caring
manner.

As a healthcare professional, you learn problem-solving methods. As nice as it
can be to be able to do something for someone, so helpless you may feel when you
are left empty-handed when there are no real solutions. Earlier in this chapter we
talked about the active and passive side of helping. An important point of interest in
spiritual communication is discerning which problems can be changed and which
ones need to be accepted. Questions on spirituality are not always worded as an
explicit question. They can be hidden behind the quarrels, irritation and anger.
Questions of spirituality are often interwoven with many other questions and issues
that patients are struggling with. A simple model can help to bring order in different
types of questions [6]. This model assumes you can take a statement literally, but
you can also learn to practise ‘deep listening’, sometimes referred to as ‘listening in
layers’.
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Imagine a patient who is saying to you: ‘I often lie awake at night, worrying
about my work’. How can you trace the possible spiritual question in this statement?
You do this by descending, as it were, from the superficial meaning to deeper layers
of meaning by the next four steps:

1. First, you will hear the sentence as a statement about facts. The patient says, in
fact, he often lies awake, because he worries about his work. You could fly at it
immediately and tell him he should take a sleeping pill or do relaxation exer-
cises. But perhaps that is not what he actually wants to say.

2. The fact that he lies awake means he is concerned about it. In his statement, there
is an emotional layer or a perception layer as well. Perhaps he is filled with nos-
talgia for how he enjoyed his work. Perhaps he thinks now his life is empty and
lonely, because he has to end his work which means a lot to him.

3. This emotional layer is connected to his life story. If we let him tell his life story,
we will reach the biographical layer of the statement. You will only discover how
deep and how important the emotions are when you find out what his work
means to him. Maybe it was all the world to him: much more than just a job, a
life fulfilment.

4. This brings us to the spiritual layer of the statement. An important source of
spirituality comes up for him, something that makes him happy when he thinks
about it. It gives him the feeling that his live was meaningful. It is not just
something he lies awake about: when he compares his current life with his life in
the past, he wonders about the meaning of his present life.

The spiritual layer is often hidden under the other layers. But once you are aware
that you can reach spirituality via facts, emotions and biography, it may help you to
find out what is of real importance to people. Sometimes, small facts may be of
great significance, or things that you assume are important may mean little to your
client. You will only find out what is really going on, by listening carefully and by
descending in openness the four steps to the deepest layer.

The common goal in communication about spirituality is increasing the inner
space of your patient or client, as well as your own inner space. This makes it possible
to see things in a new, meaningful light and make changes. Increasing the inner space
is realised by appealing to empathy and (self) compassion, tolerating uncertainty and
being transparant and self reflective. This allows people to look for meaning together,
for a spiritual perspective. This search can be painful and uncertain, because it usually
means that people have to accept difficult situations and endure intense feelings. It is
a challenge to acknowledge their questions and struggles and to remain empathically
present, even when you have no answers yourself. However, you will notice that your
urge to look for solutions, even when they do not help at all, can be very strong. This
is called ‘righting reflex’ [7]. This tendency can prevent you from listening openly to
people’s stories, and it is important to become aware of this tendency. Practical
conversational skills and techniques that are helpful are reflecting on feelings,
silence, storytelling, metaphors and rituals.
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Box 7.5: Exercise: Developing Your Spiritual Communication
In this box you find some brief communication exercises to enhance your
spiritual sensitivity (‘inner space’). Consider to study communication skills in
depth by using additional literature.

Reflecting on feelings:

— Exercise your ‘deeper listening’ in daily life conversations (at home, with
colleagues) by asking yourself the following questions: How should this
feel for him/her? What does this mean to him/her?

— What non-verbal behaviour do you observe?

— Check and discuss your interpretations with the person you are talking
with.

Silence:

— Experiment in conversations with patients by being silent. Remark what
this silence is doing with you. What do you observe in the client? What is
the result of this period of silence?

Storytelling:

— The way patients cope with their illness is also influenced by their life story.
Life stories are sources for the way the patient is dealing with spiritual prob-
lems and/or needs. Insight in those life stories might be of importance for
you as a healthcare professional. So-called ego-document can provide that
insight. Ego-documents are published as books, films, letters, etc.

— Search for an ego-document of a patient, and consider yourself the four
steps of finding deeper meaning described earlier in this section of this
chapter (facts, emotions, biography, spirituality).

Rituals:

— Think about moments in your life that a ritual is/was apparent. In this case
don’t think about great life events, but about daily rituals. What does this
ritual mean to you?

— What do you learn from this question about the meaning of rituals for
patients?

7.4  Assessment and Implementation of Spiritual Care
Spiritual care is part of the integrated interdisciplinary care process. This integrated

approach is recently reflected in the definition of health as formulated by Huber [8].
In this approach health is defined as ‘people’s ability to adapt and to self-manage, in
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the face of the life challenges with the objective to make life meaningful’. In this
definition health is no longer explicitly focussing on the absence of illness. With the
growing amount of patients with chronic diseases, elderly people and the develop-
ments in palliative care, this definition becomes more relevant in today’s healthcare.
In this approach the following six dimensions of health are explicitly distinguished:

e Bodily functions: medical facts and observations, physical functioning, com-
plaints and pain, energy;

e Mental functions and perception: cognitive functioning, emotional state, self-
esteem/self-respect, manageability, self-management and experiencing to be in
charge, resilience;

» Spiritual/existential dimension: spirituality, striving for aims/ideals, future pros-
pects, acceptance;

e Quality of life: quality of life/well-being, experiencing happiness, enjoyment,
zest for life, balance;

e Social and societal participation: social and communicative skills, meaningful
relationships, social contacts, experiencing to be accepted, community involve-
ment; meaningful work;

e Daily functioning: activities of daily living, ability to work.

In this approach spirituality is an explicit and essential indicator of health. This
dimension is connected with the other dimensions of health. The spiritual dimen-
sion can become apparent in all above-mentioned dimensions of human function-
ing. An example is the relationship with bodily functions. Choices with regard to
nutrition may, for instance, be determined by a person’s view of life (e.g. veganism).
Decisions on quality of life in the case of continuation or ceasing treatment may be
determined by someone’s (religious) convictions or by the extent to which someone
considers their life as meaningful. In the social-societal dimension, the question
may arise about what are (still) meaningful relationships for a person. In the care for
daily functioning, a Muslim woman may object to showering assistance by a male
healthcare professional. This approach makes clear that spirituality can be linked to
health and well-being and therefore that it is of relevance for good healthcare.
Stating this makes that spirituality should be seen as an integrated part of the caring
process. According to that caring process, two approaches can be distinguished: the
instrumental approach and the narrative approach [9, 10]. Both approaches are
complementary.

The instrumental approach is characterised by its methodical approach. This
approach is goal-oriented and systematically worked out in the process stages of
assessment, diagnostics, planning, intervention and evaluation. This methodical
work is also described as evidence-based practice (EBP). EBP is often reduced
to working only based on the latest scientific insights, obtained by research.
However, the starting point of EBP is the individual client situation. In a careful
process of shared decision-making, care for the patient is planned and executed.
EBP is based on three pillars: the experience of the healthcare professional,
scientific insights and the values and beliefs of the client. The client perspective
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is essential in EBP. The spiritual dimension is part of this perspective. Values
and beliefs play a defining part in decisions about care. For instance, the per-
sonal view on marriage determines one’s participation in relationship therapy.
Participating in an experimental treatment with new medications is determined
by a person’s perspective on life. A proper application of the EBP principles in
the methodical care process includes spiritual care. The spiritual dimension can
play a part in each above-mentioned stage of the healthcare process.

In the assessment phase questions are asked about the patients’ spirituality. In
Chap. 3 of this book, you find guidelines for this spiritual assessment. The diagnosis
phase is about the formulation of spiritual diagnosis if relevant. In the process of
clinical reasoning, the healthcare professional can formulate his/her own diagnosis.
Besides this, there are evidence-based diagnoses available from different
perspectives. Box 7.6 gives an overview of such diagnosis from the perspective of
the Omaha System (http://www.omahasystem.org/problemclassificationscheme.
html), DSM-5 [11] and NANDA International (http://www.nanda.org/nanda-
international-nursing-diagnoses-definitions-and-classification.html).

Box 7.6: Overview: Standard Spiritual Diagnosis
Omaha System for community care

— Expressing spiritual concerns

— Distressed spiritual rituals

— Distressed spiritual trust

— Conflicting spiritual beliefs in relation to treatment and care
— Others

Diagnostic and Statistical Manual of Mental Disorders Fifth Edition
(DSM-5)

— Religious or spiritual problem: trauma because of loss of faith or doubt;
problems in adapting new faith; doubt about spiritual values

NANDA International

— Spiritual distress: e.g. religious belief is challenged; questioning meaning
of life, dying and suffering; questions about sustainability of (religious)
convictions

— Risk form spiritual distress: high risk for disturbing values and/or belief

— Limitation in expression of faith: experience of stress as a result of prob-
lems in living with religious rules and rituals

— Risk on limitation in expression of faith


http://www.omahasystem.org/problemclassificationscheme.html
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Box 7.7: Exercise: Spirituality in the Nursing Process
Discuss the case below with fellow students/colleagues in relation to the six
dimensions of health described in the above section of the chapter.

— What explicit spiritual problems and/or needs do you assess, and what are
their related factors?

Midland is a district in a medium-sized city. People of various cultural
backgrounds live in the district. In due course, the neighbourhood has become
impoverished. After their marriage in 1964, Mr. (74) and Mrs. (73) Brook
came to live in the district. They have witnessed the change of the district over
time. Still they felt at home, all those years. Both of them have participated in
community activities for a long time. They were always ready to help anyone.
Mrs. Brook had a hair salon at home, until her 68th. Fellow residents called
the hair salon ‘The Open House’. A lot of people were regular visitors, and
they discussed issues at stake in the neighbourhood. Until his retirement, Mr.
Brook has worked as an administrator at an insurance company in the city.
Until recently, they would go to the bridge club together weekly. Ever since
Mrs. Brook is in failing health, she no longer comes along. Now Mr. Brook
goes by himself. They still walk the neighbourhood together every week.

The couple has three children. One daughter (50) lives in another part of
the country. She only visits them on their birthdays and during some of the
public holidays. She is married and has one daughter. Another daughter (41)
lives in Midland neighbourhood, like her parents do. She is married and has a
busy family with two young children. This daughter stops by weekly for a
short visit. Mr. and Mrs. Brook have a son as well, who lives in a city nearby,
but they have become estranged. Troubles in the past have led to a rift in their
relationship.

Two years ago, Mrs. Brook has had a heart attack, and since then she is
experiencing chronic health problems. She becomes increasingly forgetful;
she sleeps badly and is restless at night. She has difficulty walking, due to
increasing arthritis. Consequently, she has trouble taking care of herself. Six
months ago, she has been diagnosed with early dementia, and since then,
homecare visits her in the morning, to help her with her physical daily care.
Mrs. Brook does not like having to depend on homecare. ‘If life has to be like
this, then I am not very keen anymore’ and ‘soon I will only be a burden to
you’, she occasionally tells her husband. Sometimes, she sits in her chair by
the window for hours, staring aimlessly, without saying a word. She seems to
brighten up a little when the TV broadcasts choral music. For years, she has
sung in a church choir. Mr. Brook helps his wife wherever possible. He hardly
dares to leave her alone anymore. She has already left the gas tap on in the
kitchen once, and he has found her lying on the bathroom floor one night. He
has skipped his weekly bridge party several times already. His daughter has
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started to buy their weekly groceries. In a conversation with the district nurse,
he says he can see his wife’s condition failing rapidly. ‘Sometimes I do not
recognise my wife any longer’, he says. Even though he sometimes finds it
difficult, he wants to continue caring for his wife. ‘I promised to help her for
better or for worse’, he says. The district nurse notices that Mr. Brook acts
curtly lately. He gets angry with municipal institutions, because a request for
domestic assistance has been rejected. They believe he is still capable of some
housekeeping himself and he should call on his relatives. He argues with his
wife more often. It seems like they no longer understand each other. The daily
care provided by the district nurse annoys him as well. He thinks they concede
too much to his wife’s ‘fantasy world’, as he puts it. He does not approve of
the occasional skipping of the showering because his wife is uncooperative.
‘She used to be immaculately groomed, she always took good care of herself’,
Mr. Brook says. The district nurse wishes to coordinate on the situation in the
social district team.

In addition to the methodical approach, there is the so-called narrative approach.
In the narrative approach, the story of someone’s life is expressed. This story pro-
vides insight in someone’s personal identity, into how someone came to be who she
or he is now, into what is important and valued. Each person, however how old or
young they are, has a life story. A life story may offer clues for care and guidance
and it may also lead to life issues. Life stories play an important role in geriatric
care, but it can be employed in any target group. The narrative approach calls for a
narrative attitude in caregivers. This involves being sensitive to evoking, listening to
and dealing with meaningful information from the stories of patients and clients.
This involves also being sensitive to receiving personal signals.

The narrative approach is not opposed to the methodical approach, but it is part
of it. An intake or an anamnesis procedure may follow a standardised protocol, but
it may imply an open, non-directive approach, based on the narrative approach. In
that case, the patient’s story is guiding in the assessment, rather than a list of stan-
dard intake or anamnesis questions.

Box 7.8: Exercise: Life Story

— Talk with a patient about his or her life story. Prepare yourself by consider-
ing what questions you are going to ask.

— Consider during the conversation how the patient reacts. Take note when
the patient shows any reluctance to tell further.

— When you have finished the conversation, consider for yourself what you
learn from the patient’s life story for the care you are giving to that patient
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7.5 Personal Support and Patient Counselling

This competence is about the planning and implementation of spiritual care. Personal
support and patient counselling in spiritual care by the individual healthcare profes-
sional depend most importantly on attitude and communication skills. These aspects
were already described earlier in this chapter. Spiritual care is also part of the inter-
disciplinary caring process. As a healthcare professional, you must be able to discuss
the planning and implementation of spiritual care with the patient but also with other
healthcare professionals in the multidisciplinary team. The question can be asked
what might be expected from every healthcare professional. It is important that every
healthcare worker is aware of his/her own possibilities and boundaries. A model that
can be helpful to get insight in your role in spiritual care is the so-called Traveller
Model [12]. The model shows four stages of spiritual care, and every stage is point-
ing on the professional responsibility regarding spiritual care. It shows that for every
individual healthcare worker, there is a basic responsibility of spiritual awareness
and spiritual sensitivity. Every healthcare worker should recognise and assess the
significance of spiritual issues of the patient by joining with and listening to the
patient. The phases of spiritual empathy and spiritual exploration are reserved for
healthcare workers with awareness of their own spirituality and those who have had
specific training. They are able to understand the spirituality and/or spiritual need of
the patient, and they can interpret that. This model is develop for social work but
might be applicable for healthcare in general. The model can surely be discussed, but
it shows that spiritual care is bound to specific conditions (Fig. 7.1).

JOINING LISTENING

Spiritual Awarene§s: Start Spiritual Sensitivity: Assessment
where the person is. > | of significance of spiritual issues.
Appropriate for every health Appropriate for every health care
care worker worker

INTERPRETING

Spiritual Exploration: only

health care workers with UNDERSTANDING

special training. In conjunction | « | Spiritual Empathy; only for health
with religious care workers with understanding
professional/spiritual care of own spirituality

advisor

Fig. 7.1 Traveller model
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Box 7.9: Exercise: What ‘Traveller’ Are You?

— How would you place yourself in the four phases of the above-described
Traveller Model?

— Discuss with a fellow student/colleague the outcome of this question.

— Discuss the Traveller Model: relevance, applicability, etc.

7.6 Referral

Talking about your professional role in spiritual care in the above exercise makes
also clear that there might be boundaries in what you can mean for a patient.
Awareness of those boundaries and timely referral are important. Two kinds of
boundaries can be distinguished, intrinsic and extrinsic boundaries [13]. Intrinsic
barriers are about personal factors in the client or the healthcare professional him-
self. These are barriers about:

— Communication problems between client and the healthcare worker. There is no
relational ‘click’ between you and the patient or in case of transference and
countertransference.

— Lack of awareness of the importance of spirituality in one’s personal life or in the
working environment

— The subject is too much emotionally burdened

Extrinsic barriers are about organisational factors like lack of privacy, time, per-
sonnel, lack of education, etc.

Healthcare workers should be especially aware of the intrinsic (personal) barriers
in the delivery of spiritual care. When you feel there is no relational ‘click” with the
patient, you should refer to another professional. In case of countertransference, you
are unconscious of the fact that your reaction to the patient comes from what a
patient is expecting from you (transference), but that won’t help the patient. These
reactions come forward from experiences out of someone’s earlier life. You think
you are helping a patient but the opposite occurs. The patient might get dependent
from you. As a healthcare worker, you can also transfer your feelings to a patient.
For example, when you have negative experiences with religion, you can project
them on the patient who is struggling with religion, by saying that religion might be
no longer important for the patient. Awareness of your personal feelings, opinions
and boundaries regarding spirituality is important. You can refer to a colleague or to
a spiritual specialist (e.g. a chaplain).

Box 7.10: Exercise: Explore Your Barriers
Discuss together with fellow students/colleagues your (possible) intrinsic bar-
riers by answering the following questions:
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— Mention examples how these barriers can play a role in the patient.

— How do/did you act on these barriers?

— Give an example of a spiritual care situation from you own work in which
you faced personal barriers. How did you cope with that situation?

— Discuss together what important rules are for coping with intrinsic barriers
regarding spiritual care.

7.7  Contributing to Quality Assurance and Improving
Expertise in Spiritual Care in the Organisation

The spiritual care competencies described so far are about the role of the healthcare
professional in the caring relationship with the patient and in the methodical caring
process. It might also be expected from a healthcare professional that he or she
contributes to the improvement of the quality of spiritual care on the personal and
team level. On the personal and team level are ongoing education, coaching and
training of importance. For example, the development of the professional role in
spiritual care can be subject to a process of intervision or supervision on the work-
ing place. This can take place by discussing personal cases from your own health-
care practice. Coaching by spiritual specialist (e.g. chaplain) can deepen those
learning experiences.

Quality assurance is also about policy development and innovation regarding
spiritual care. Possible subjects for this are, for example, developing a spiritual
assessment procedure, attention for spiritual care in the multidisciplinary meetings,
evaluation regarding patients’ spiritual care experiences, etc. The starting point
depends on the developmental stage a team is in. It can be helpful to have a team
member that has a special responsibility for the quality assurance of spiritual care
and that can guide the team in this process.

Box 7.11: Exercise: How Can Spiritual Care Be Developed in Your Working Place?
Organise a team meeting (mono- or multidisciplinary) to discuss about spiri-
tual care in your working place.

Follow the following steps:

1. First answer individually the following question: what subject should be at
first picked up to enhance the quality of spiritual care in your team?

2. Present all individual answers (one subject a person)

3. Discuss as a group what subject should be prioritised to take action on at
first

4. Discuss how this subject practically will be picked up (objective, actions,
planning, responsibilities, evaluation, etc.)
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Appendix: Spiritual Care Competency Scale

1 = completely disagree; 2 = disagree; 3 = neither agree or disagree; 4 = agree;
5 =fully agree

Attitude Towards Patient Spirituality

1. I show unprejudiced respect for a patient’s spiritual/religious beliefs regardless
of his or her spiritual/religious background

! - 2 - 3 - 4 - 5

2. I am open to a patient’s spiritual/religious beliefs, even if they differ from my
own

! E 2 E 3 - 4 E 5

3. I'do not try to impose my own spiritual/religious beliefs on a patient

! - 2 - 3 - 4 - 5

4. T am aware of my personal limitations when dealing with a patient’s spiritual/
religious beliefs

! - 2 - 3 - 4 - 5

Communication

5. T can listen actively to a patient’s ‘life story’ in relation to his or her illness/
handicap

! E 2 E 3 - 4 E 5

6. I have an accepting attitude in my dealings with a patient (concerned, sympa-
thetic, inspiring trust and confidence, empathetic, genuine, sensitive, sincere and
personal)

! - 2 - 3 - 4 - 5
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Assessment and Implementation of Spiritual Care

7. I can report orally and/or in writing on a patient’s spiritual needs

! - 2 - 3 - 4 - 5

8. I can tailor care to a patient’s spiritual needs/problems in consultation with the
patient

! - 2 - 3 - 4 - 5

9. Ican tailor care to a patient’s spiritual needs/problems through multidisciplinary
consultation

1 - 2 - 3 - 4 E 5

10. I can record the nursing component of a patient’s spiritual care in the nursing
plan.

! - 2 - 3 - 4 - 5

11. I can reportin writing on a patient’s spiritual functioning

! - 2 - 3 - 4 - 5

12. I can report orally on a patient’s spiritual functioning

1 - 2 - 3 - 4 E 5

Referral

13. I can effectively assign care for a patient’s spiritual needs to another care pro-
vider/care worker/care discipline

! - 2 - 3 - 4 - 5

14. At the request of a patient with spiritual needs, I can in a timely and effective
manner refer him or her to another care worker (e.g. a chaplain/the patient’s own
priest/imam)

! - 2 - 3 - 4 - 5
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15. Tknow when I should consult a spiritual advisor concerning a patient’s spiritual
care

! - 2 E 3 - 4 - 5

Personal Support and Patient Counselling

16. I can provide a patient with spiritual care

! - 2 - 3 - 4 - 5

17. T can evaluate the spiritual care that I have provided in consultation with the
patient and in the disciplinary/multidisciplinary team

! - 2 - 3 - 4 E 5

18. I can give a patient information about spiritual facilities within the care institu-
tion (including spiritual care, meditation centre, religious services)

! - 2 - 3 - 4 - 5

19. I can help a patient continue his or her daily spiritual practices (including pro-
viding opportunities for rituals, prayer, meditation, reading the Bible/Koran,
listening to music)

! - 2 - 3 - 4 - 5

20. I can attend to a patient’s spirituality during the daily care (e.g. physical care)

! - 2 - 3 - 4 E 5

21. I can refer members of a patient’s family to a spiritual advisor/pastor, etc. if
they ask me and/or if they express spiritual needs

! - 2 - 3 - 4 - 5

Professionalisation and Improving the Quality of Spiritual Care

22. Within the department, I can contribute to quality assurance in the area of spiri-
tual care

! - 2 - 3 - 4 - 5
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23. Within the department, I can contribute to professional development in the area
of spiritual care

! - 2 E 3 - 4 - 5

24. Within the department, I can identify problems relating to spiritual care in peer
discussion sessions

! - 2 - 3 - 4 - 5

25. I can coach other care workers in the area of spiritual care delivery to patients

! - 2 - 3 - 4 E 5

26. I can make policy recommendations on aspects of spiritual care to the manage-
ment of the nursing ward

! - 2 - 3 - 4 - 5

27. I can implement a spiritual care improvement project in the nursing ward

! - 2 - 3 - 4 - 5
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The Role of the Nurse in Providing 8
Spiritual Care: A Case Study Approach

to Exploring Specific Care Provision

by Healthcare Workers in the Context

of an Interdisciplinary Healthcare Team

Silvia Caldeira, Joana Romeiro, and Helga Martins

Abstract

The role of nurses within the multidisciplinary healthcare team is to support
patients as they navigate health-illness transition. As the discipline has grown, so
too has the knowledge that informs nursing practices. Nursing process relates to
nursing clinical reasoning when caring for patients as individuals in a holistic
paradigm, from assessment to outcomes evaluation, which should include spiri-
tual needs. This chapter will:

1. Explore nursing care, outlining heritage and theories.

2. Describe spiritual care, particularly that provided by nurses.

3. Provide instruments (scales and classifications) for performing nursing pro-
cess, based on a case.

8.1 Introduction

Nurses are a constant presence in the life experience of individuals, playing an
essential role in the promotion (e.g., community nurses), maintenance and recovery
of patient health (e.g., in hospitals) [1]. The dichotomist nature of human existence
surrounding health-illness exerts the need for nursing diagnosis, planning, interven-
tion and evaluation, which is a process grounded in the assessment of patient needs
towards an expected individualized or collective outcome [2].

Evidence reveals the presence of nurses during several transitional phases that
patients endure, from the ordinary and expected biological, psychological, mental
and spiritual stages of development in a typical life span to those which emerge
from an unpredictable health-illness imbalance [3]. At the same time, such changes
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may raise vulnerability and evoke a sense of a disrupted life followed by diminished
well-being and perception of quality of life [3, 4]. A wide spectrum of acute and
chronic diseases capable of threatening existence may put individuals not only
under physical duress but also put them through an emotionally, psychologically
and spiritually demanding journey, challenging coping mechanisms and resilience
towards those adverse events [1].

Unlike other members of the multidisciplinary healthcare team, the privileged
position of nurses seems to offer an opportunity of becoming close to patients and
establishing unique relationships and connections with them, therefore allowing
nurses an in-depth, dynamic and contextualized knowledge of a patient’s particular
needs [1]. This aspect is critical, as nursing interventions are drawn from an accu-
rate diagnoses and, ultimately, from proper identification of patient responses and
demands [2]. In addition, theoretical frameworks [4] and internationally accepted
nursing classifications and taxonomies intend to guide nursing practice, ensuring a
standardized language and common ground for effective application of each step
of the nursing process [2]. Nevertheless, nurses’ sensitivity and personal skills are
recognized as pivotal to adequate care of individuals, couples and communities [5].
A nurse’s success lies in his or her ability to assist in different contexts while simul-
taneously delivering care to patients with distinct health conditions and from diver-
sified cultural and religious backgrounds [3].

Along with technological and medical advances in recent decades, an increased
specialization and fragmentation of knowledge throughout areas of professional
expertise has emerged [1]. The growing concern over compartmentalized assistance
in healthcare and the danger of attention being take off the intricate multidimension-
ality and wholeness of the patient has raised political and organizational awareness
of a holistic view and performance in healthcare [6]. However, such a view is rec-
ognized as far from totally and efficiently implemented [6]. In fact, a system that
ensures holistic care seems doomed from the start, since the outdated and reductive
concept of health assumed by the World Health Organization (WHO) fails to clearly
recognize and respect the role of the spiritual dimension [7]. Yet, nursing as a sci-
ence and a profession goes beyond the former definition, as caring is its core and the
embrace of spirituality is a critical component of caring [5]. Researchers have sig-
nalled the importance of spirituality and the fundamentals of spiritual care in a vast
range of environments and instances. For instance, infertility [8, 9], childbirth and
early childhood [10], hospitalization [11] and chronic and life-threatening health
conditions [12—14] are events considered to be overflowing with meaning, purpose
and suffering; these are some of the underlying characteristics of spirituality, pres-
ent from the beginning to the end of life [10].

Additionally, spiritual care is positively related to the actual improvement of
health-related symptoms [15], and this raises self-awareness in nurses [5] as they
help patients in overcoming and recovering the health status or in increasing
quality of life, while accepting their new condition or disability [16]. However, a
gap in implementing spiritual care is often described based on the following bar-
riers: a subjective definition of spirituality [6]; the vague role each member of the
health team in providing spiritual care [6]; the absence in nursing curricula;
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inadequate nurse training for properly addressing body-mind-spirit; time con-
straints; and an adequate hospital environment for patients to express their spiri-
tuality [6, 17-19].

In the following sections, the authors acknowledge the heritage of nursing as a
science and as a profession, vis-a-vis both theoretical influences and future chal-
lenges in the delivery of nursing care.

8.2  Nursing: Heritage and Future Challenges

Nursing is an inevitable result of historical and geographical transitions that took
place through time. Furthermore, socio-economic, religious, cultural and techno-
logical aspects of each context have inexorably influenced the evolution of nursing
as an art and a science, and has evoked changes in the concept and understanding of
nursing [1]. Early references place nursing origins in ancient cultures and traditions,
such as those of the Greece and Roman eras [20]. However, essential elements of
nursing provision can be found as early as the beginning of humankind [20].

The dictionary definition of ‘nursing’ states it is a profession accountable for the
delivery of care to the infirm [21]. Moreover, the word ‘infirm’ is related to a weak
or frail person cared for by nurses, which derives from the Latin expression ‘infir-
mus, an aggregation of ‘in’ (‘not’) and ‘firmus’ (‘firm’) [22]. While previous,
related words are only accepted as nouns, ‘nurse’ is either a noun or a verb [23]. In
this case, as a noun, ‘nurse’ refers to the health professional responsible for taking
care of the infirm [23]. Nurse’ as a verb denotes not only the act of attending to the
needy but also the act of breastfeeding a child [23]. ‘Nurse’ is considered a variant
of ‘n(o)urice, norice’ (Old French), ‘nttricia’ (Latin), with its feminine ‘nitricius’
(nutritious), later ‘nursh’ (nourish) [23]. Nurse, therefore, denotes not only a skilled
and trained person whose role is of care delivery, it is associated as well with the act
of ensuring a child’s health by means of woman’s exclusive responsibility of breast-
feeding [23]. This reflects the closeness of the nursing concept to the unquestion-
able duty females have owned since the earliest time— looking after children and
assisting the weak and the vulnerable [1, 20]. Historically, in Christianity’s dissemi-
nation era, noble women were presumed to have a charitable duty to serve the infirm
[24]. Later, in the early Middle Ages, nuns and monks, following religious precepts,
also assumed those tasks [20]. Afterwards, hospitals were raised from these founda-
tions, and supervised care to the unhealthy evolved from the absence of a standard-
ized training in a professional framework capable of educating and molding with
growing proficiency nurses’ intents and actions [1, 20]. The first proper documenta-
tion of nursing practice is widely recognized by researchers to have been made by
Florence Nightingale, in 1860, in her published book, Notes on Nursing: What it is
and What it is Not [25]. The essence of nursing was described in her writings:

[W]hat nursing has to do ... is to put the patient in the best condition for nature to act upon
him. Generally the contrary is done. You think fresh air, and quiet and cleanliness extrava-
gant, perhaps dangerous luxuries, which should be given to the patients only when quite
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convenient, and medicine the sine qua non, the panacea. If I have succeeded in any measure
in dispelling this illusion, and in showing what true nursing is and what it is not, my object
will have been answered [25].

The insight given from the care delivered to the war-wounded by Nightingale
was of primordial significance to the emergence of foundational theories of nursing
as they are known today [1]. Standards for the client-nurse relationship and a holis-
tic attention to the patient were set [1, 4]. In addition, caring was assumed to be a
main focus of nursing [26], encompassing subjective and objective aspects along
with the multidimensionality of a human being [4]. Since the biological, social,
cultural, emotional, psychological and spiritual dimensions of an individual inter-
act, any perceived dysfunction caused in one affects the patient’s quality of life and
the entire self [3, 4, 16]. These understandings have led to several approaches, since
different researchers acknowledge the significance of different theoretical frame-
works as structural to the body of knowledge of nursing discipline. Yet, whether one
analyses from a holistic point of view embracing individual human needs [4] or
from a caring perspective [26], researchers reiterate similar theoretical models,
since common aspects can be found. Some authors therefore assume the critical
contribution of Nightingale’s Environmental Theory (1860), Abdellah’s 21 Nursing
Problems Theory (1960), Henderson’s Nursing Need Theory (1971), Orem’s Self
Care Theory (1980) and Hall and Watson’s Theory of Human Caring (1985), to
capture the nursing essence through the patient’s human needs [27]. On the other
hand, the interactions established in the patient-nursing-environment were consid-
ered to be revealed in Peplau’s Interpersonal Relations Theory (1952), Orlando’s
Nursing Process Theory (1961), Wiedenbach’s Helping Art of Clinical Nursing
Theory (1964), King’s Theory of Goal Attainment (1971), Paterson and Zderad’s
Humanistic Nursing Theory (1988), Erikson, Tomlin and Swain’s Modeling and
Role-modeling Theory (1983),and Boykin and Schoenhofer’s Nursing as Caring
Theory (1993) [27]. In addition, systems thinking was uncovered by Johnson’s
Behavioral Systems Model (1980), Roy’s Adaptation Model (1976), Neuman’s
System Model (1974), Levin’s Conservation Theory (1989) and Leininger’s Culture
Care Theory (1980) [27]. The first attention given to energy fields was in Rogers’
Theory of Unitary Human Beings (1980), Parse’s Human Becoming Theory (1981)
and Newman’s Theory of Health as Expanding Consciousness (1983) [27].
Previously mentioned is the significance of theoretical structures to an holistic
assessment of nursing care [4]; these include those of the Intersystem Model,
Adaptation Model, Integrative process, Theory of Unitary Human Beings, Theory
of Health as Expanding Consciousness, and Human Becoming Theory. Further
achievements were attained by Abdellah, Roger, Henderson, Leininger, Watson,
Neuman and Roy, whose work brought a focus on incorporating spirituality, along
with Artinian’s Intersystem Model (1997) and Horta’s Basic Human Needs Theory
(1979) [28].

As they aim to explain and predict events experienced by nurses, theories are
considered primordial to the effectiveness of the nursing process, serving as rich
guidance in facilitating nursing assessment, promoting an accurate diagnosis,
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planning interventions, and implementing and evaluating the outcomes. Nursing
emerges today in contradiction to the early biomedical paradigm linking it to an
occupation whose practitioner assisted the physician in curing the patient [1]. In
1977, Virginia Henderson identified the need to find a common place for and stan-
dardized definition of the nursing concept, highlighting its meaning in worldwide
recognition of nursing as not only an interdependent but also an independent disci-
pline and profession [1]. Henderson’s definition of nursing gave an inside glimpse
to the nurse’s unique role:

[To] assist the individual, sick or well, in the performance of those activities contributing to
health or its recovery (or to peaceful death) that he would perform unaided if he had the
necessary strength, will or knowledge. And to do this in such a way as to help him gain
independence as rapidly as possible [29].

On the other hand, the American Nurses Association (ANA) definition states:

Nursing is the protection, promotion, and optimization of health and abilities; prevention of ill-
ness and injury; alleviation of suffering through the diagnosis and treatment of human responses;
and advocacy in health care for individuals, families, communities, and populations [30].

The International Council of Nurses (ICN) presents not one but two versions of
the nursing concept. The longest description recalls ANA’s and Henderson’s critical
nursing elements, condensed in the following definition:

Nursing encompasses autonomous and collaborative care of individuals of all ages, fami-
lies, groups and communities, sick or well and in all settings. Nursing includes the promo-
tion of health, prevention of illness, and the care of ill, disabled and dying people. Advocacy,
promotion of a safe environment, research, participation in shaping health policy and in
patient and health systems management, and education are also key nursing roles [31].

On the other hand, the Royal College of Nursing (RCN) defines nursing this way:

The use of clinical judgment in the provision of care to enable people to improve, maintain,
or recover health, to cope with health problems, and to achieve the best possible quality of
life, whatever their disease or disability, until death [32].

For instance, ANA introduces singular and collective individuals as the target of
nursing delivery, ICN adds research to the nurse’s role [33] and RCN identifies a
holistic view through attention to the quality of patient life.

In spite of Henderson’s warnings [1], international nursing organizations present
distinct concepts with the inherent risk of perpetuating the blurry boundaries that
surround nursing practice, being a reminder of an art and a profession that is still far
from being totally apprehended [33]. It is not only important to set and determine
the boundaries of nursing practice in order to raise nurses’ awareness to the speci-
ficities of their particular field of action, it is also necessary to create a wider public
acknowledgement of nursing’s significance and to increase nursing participation in
policy developments [33, 34]. Delineated strategies are therefore placed in interdis-
ciplinary teaching, training and practice [35, 36]. In fact, collaboration is called for,
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wherein each professional’s expertise is respected and each one’s work is integrated.
At the same time, disciplinary barriers must be eradicated in a way that promotes
instead interprofessional action and transdisciplinary action in the future [35, 36].

8.3  The Role of the Nurse in Providing Spiritual Care

Spirituality is regarded as a multidimensional [37], complex and individual experi-
ence [38], a reflection of human uniqueness [39], being closely related to personal
beliefs [40]. Although difficult to define, the reader can find scattered throughout
nursing literature several attempts to apprehend spirituality and its meaning in the
pursuit of health [41-48]. The most recent and thorough analysis of the spiritual
concept identified connectedness (to self, others, environment and a higher power),
transcendence, and meaning in life as spirituality’s main attributes [49]. Moreover,
researchers have demonstrated the significance of spirituality in patient health,
repeatedly identifying it as a resource in the strategies for coping with illness,
increasing hope, and reducing suffering [50]. As such, spiritual-based interventions
and orientation have shown positive health outcomes that demonstrate spirituality to
be a useful therapeutic resource in care provision [51]. It is therefore relevant to
explore this dimension of health and the importance of a spiritual role for nurses to
play. The following section addresses, firstly, a general approach of spiritual care in
nursing. Next, a description of the structural components of the nursing process is
addressed, with emphasis placed on the assessment tools available. Then, spiritual
care is linked with the nursing process. Finally, nursing care within the healthcare
multidisciplinary team is discussed and illustrated by an original case study.

8.3.1 Spiritual Care in Nursing

The spiritual dimension in nursing care has only recently increased in importance
and attention compared to how biological and psychosocial dimensions have been
traditionally approached and considered more relevant [50]. Nursing is grounded in
holism and in consideration of a comprehensive harmony of mind, body, spirit and
emotion [52], essential in promoting patient health and wellness [53].

Spirituality is a recognized dimension in nursing, yet spiritual care is often
neglected due to nurses’ lack of knowledge and understanding [54]. Based on the
premise of ‘being rather than doing’ [55], spiritual care can be defined as the facilita-
tion of the patient’s self-identified beliefs, meaning, values, sources of strength and
life goals [56].

Historically, nursing has been associated with the personal attention given to a
patient’s spiritual needs [25], and nursing heritage is deeply linked to religiosity,
as stated before. Regardless of the importance of the theme in nursing scientific
literature today, spirituality has always been a structural component of nursing
[57], but difficulties and barriers continue to be identified and described in daily
practice.
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According to the International Council of Nurses (ICN), spiritual care is a core
element of the code of ethics and a nurse’s primary professional responsibility [58].
Therefore, providing spiritual care to patients on a daily basis is an important role
of nurses [59] for the integrating not only of direct and objective interventions, such
as praying with and listening to patients [60], but also of subjective use of self, as
evidenced sensitive and intentional presence [5]. In fact, attributes identified in a
previous concept analysis of spiritual care in nursing raised attention to the eight
essential factors of nursing’s spiritual practice: healing presence, therapeutic use of
self, intuitive sense, exploration of the spiritual perspective, patient-centeredness,
meaning-centered therapeutic intervention, and creation of nurturing spiritual envi-
ronment [5]. Still other authors have raised issues of nurse self-awareness, personal
beliefs, environment, and their relationships with co-workers as barriers against
proper spiritual provision [61], a situation that craves a solution in nurse education
to overcome perceived difficulties in spiritual approaches to care [61]. As such, the
same authors that described the main attributes of spiritual care in nursing also
uncovered eight essential, core elements for spiritual care delivery, including spiri-
tual self-care, active learning, professional belonging, personal and professional
competencies, gradual evolution under divine guidance, awareness of the spiritual
dimension of human beings, occurrence of awakening flashes and incidents during
life, and congruence between patient and healthcare provider religious beliefs [62].
Interestingly, personal rather than organizational aspects, even when time-demand-
ing tasks seem to be an issue, have been named to have a more relevant place in the
intricate art of caring. In fact, time has been recently identified as an important fac-
tor in providing spiritual care—not only as an objective quantitative indicator of
care, but as a subjective dimension. Time should be used in a meaningful, inten-
tional and spiritual way, at no cost other than the usual number of minutes spent
with the client [63].

8.3.2 Providing Nursing Care: The Nursing Process

Clinical reasoning is an indispensable function in the healthcare setting and in how it
plays a vital role in nursing by assuring safe and effective care [64]. Subsequently, the
nurse’s use of clinical reasoning in providing care allows for effective patient-centered
attention, patient empowerment in the decision-making process and accordingly posi-
tive healing outcomes. This can only be possible through a continual learning process,
a fundamental tool in analysis and reflection skills development [65]. When consider-
ing the role of clinical reasoning in spirituality, the nurse anticipates patient needs,
especially those patients who experience existential struggling and anxiety [66].
Clinical reasoning is based on the nursing process, which comprises assessment,
diagnosis, planning, implementation and outcomes evaluation. Each stage plays an
important role performing a logical but dynamic process [67]. The absence of any
phase would raise questions with regard to diagnosis accuracy and outcomes [67].
The complexity of the concept spirituality may be challenging within the nursing
process [49], as this may require an ontological perspective, but patients’ spirituality
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should be assesse [68]. Additionally, spirituality should be integrated into the assess-
ment performed by nurses with the same investment given to other points of attention
[69]. Keeping in mind that assessment is an ongoing process and requires observa-
tion, questioning techniques and tools, in order to apprehend patient needs and to
allow a proper and individualized implementation of spiritual nursing interventions
[66]. So, to conduct an effective assessment it is necessary one take effective time
and make information available to all professionals of the multidisciplinary team
[70]. The main purpose in assessing spirituality is to identify patient needs and to
screen for spiritual distress [68] in order to provide urgent and personalized spiritual
interventions [66], helping patients in their self-healing process and in the achieve-
ment of a spiritual outcome and well-being. A study conducted on patients undergo-
ing chemotherapy revealed that 40.8% of the participants had spiritual distress [13].
Therefore, it seems relevant to address spiritual needs not only in cancer patients but
in other clinical settings where patients have been found to undergo experiences of
particular vulnerability. However, nurse unpreparedness whether in the academy or
in practice regarding this spiritual domain has been often mentioned [71] and has
raised researchers’ concerns towards assessment and development of formal and
informal frameworks regarding a spiritual approach. On one hand, an informal
approach can be done through simple questions and direct observation. On the other
hand, a formal assessment can be done though spiritual assessment tools [66]. The
myriad of instruments allegedly designed to measure spirituality, however, appear to
display several limitations [72], and caution is needed when choosing any of them.
In fact, due to the delicate theme, sometimes instruments are not adapted to the char-
acteristics of patients or to settings [55]. For instance, differences can be found in the
sensitivity each tool displays to address spirituality in samples of believers and non-
believers. In addition, item formulation and the intertwining use of well-being and
distress are also features that raise validity doubts and may confuse nurses when
selecting instruments [72]. Moreover, the numerous questionnaires that are available
enhance that challenge. In 2012, a review identified over 120 instruments to measure
spirituality [72]. Although concerns have emerged towards this dimension, its com-
plexity makes measuring a hard and difficult task. In order to improve the use of
these tools, below is given a list of some of the most commonly used ones, based on
specificity to evaluate general spiritual presence, distress, well-being and spiritual
coping (Table 8.1). Nevertheless, further reading is advised of previous researchers’
findings and discussions regarding those and other available tools [72-77].
Recalling the aforementioned, nursing practice focus is on a holistic view of
patients” human responses and not on illness alone. So, patients having the same
pathologic condition (illness) could be diagnosed by nurses with different nursing
diagnoses, as these are focused on the answers towards the illness, which are differ-
ent in each patient [12]. Therefore, assessment is critical in accurately diagnosing
and delivering interventions [12] in a culturally competent way [101]. In addition,
particular attention should be given not only to patients but also to environment,
family communities and even health professionals, since this is the only way to
achieve a truly holistic approach [66]. To date, international nursing classifications
such as the ones provided by the International Classification of Nursing Practice
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(ICNP), the International Classification of Functioning, Disability and Health (ICF)
and the NANDA—International (NANDA-I, previously known as North American
Nursing Diagnosis Association) have emerged in an urgent attempt to help nurses in
the critical diagnostic phase. These classifications allow the identification of patient
health problems and facilitate the planning of adequate nursing interventions [88].
Regardless the incompleteness of spiritual diagnoses [102], the current taxonomy of
NANDA-I is claimed to be the most useful due to its ability to conceptually define
nursing diagnoses and plan responses to health problems/life processes [103].
Furthermore, NANDA-I features the Nursing Intervention Classification (NIC) and
Nursing Outcomes Classification (NOC).

In Table 8.2, the reader can find a concise list of spiritual nursing diagnoses
according to each classification, as stated before. In addition, links are provided to
easy the access of the content.

8.3.3 Nursing Process and Spiritual Care

In order for nurses to provide spiritual care, specific competencies are required in
three different domains such as awareness and use of self, nursing process, and
quality of expertise (Fig. 8.1) [104]. Likewise, six core competencies required for
the provision of spiritual care have been identified: collection of information, han-
dling one’s own beliefs, addressing the subject, collecting information, discussing
and planning, providing and evaluating, and integrating into policy [104].

However, similarities can be found when comparing competencies in providing
nursing care. Distinct characteristics are based on two main features: the ethical
nature of patient need and resources present to meet the need [28]. Not as often,
provision of spiritual care can face certain ethical challenges [66]. Foremost, spiri-
tual care involves issues concerning the patient and a therapeutic relationship based
on an ethical and human dimensions [28].

8.3.4 Nursing Care Within the Healthcare
Multidisciplinary Team

Integration of spirituality in healthcare has been proven to have a positive impact
not only on the patient but also on the multidisciplinary team and on the organiza-
tional culture [105]. Hence, the responsibility of providing spiritual care belongs to
the entire multidisciplinary team [55], and therefore professionals, including nurses,
chaplains or religious leaders, physicians, psychologists and social workers, among
others, are not individually accountable for ensuring the quality of a spiritual and
holistic care, but have a shared responsibility. It is profoundly important that all
members within the healthcare team understand and be aware of each one’s own
limitations and boundaries, and that they realize that chaplains and spiritual leaders
are recognized spiritual experts [106] to whom nurses should refer according to the
patient’s needs [55, 107]. A daily presence in a patient’s life and involvement in the
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Table 8.2 Spiritual nursing diagnoses in accordance with current nursing classifications

Nursing classifications

Diagnosis

NANDA—International
(NANDA-I)—Taxonomy II
http://www.nanda.org

Domain 6: Self-perception
e Class 1. Self-concept

— Readiness for enhanced hope (00185)
— Hopelessness (00124)
— Risk for compromised human dignity (00174)
— Disturbed personal identity (00121)
— Risk for disturbed personal identity (00225)
— Readiness for enhanced self-concept (00167)

NANDA—International
(NANDA-I)—Taxonomy II
http://www.nanda.org

Domain 9: Coping/stress tolerance
* Class 2. Coping responses

— Ineffective activity planning (00199)
— Risk for ineffective activity planning (00226)
— Anxiety (00146)
— Defensive coping (00071)
— Ineffective coping (00069)
— Readiness for enhanced coping (00158)
— Ineffective community coping (00077)
— Readiness for enhanced community coping (00076)
— Compromised family coping (00074)
— Disabled family coping (00073)
— Readiness for enhanced family coping (00075)
— Death anxiety (00147)
— Ineffective denial (00072)
— Fear (00148)
— Grieving (00136)
— Complicated grieving (00135)
— Risk for complicated grieving (00172)
— Impaired mood regulation (002419)
— Readiness for enhanced power (00187)
— Powerlessness (00125)
— Risk for powerlessness (00152)
— Impaired resilience (00210)
— Readiness for enhanced resilience (002129)
— Risk for impaired resilience (00211)
— Chronic sorrow (00137)
— Stress overload (00177)

NANDA—International
(NANDA-I)—Taxonomy II
http://www.nanda.org

Domain 10: Life principles
* Class 2. Beliefs
— Readiness for enhanced spiritual Well-being (000689)
e Class 3. Value/belief/action congruence
— Readiness for enhanced decision-making (00184)
— Decisional conflict (00083)
— Impaired emancipated decision-making (00242)
— Readiness for enhanced emancipated decision-making
(00243)
— Risk for impaired emancipated decision-making
(00244)
— Moral distress (00175)
— Impaired religiosity (00169)
— Readiness for enhanced religiosity (00171)
— Risk for impaired religiosity (00170)
— Spiritual distress (00066)
— Risk for spiritual distress (00067)
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Nursing classifications

Diagnosis

NANDA—International
(NANDA-I)—Taxonomy II
http://www.nanda.org

Domain 12: Comfort
e Class 1. Physical comfort
— Impaired comfort (00214)
— Readiness for enhanced comfort (00183)
— Nausea (00134)
— Acute pain (00132)
— Chronic pain (00133
— Labor pain (00256)
— Chronic pain syndrome (00255)
e Class 2. Environmental comfort
— Impaired comfort (00214)
— Readiness for enhanced comfort (00183)
e Class 3. Social comfort
— Impaired comfort (00214)
— Readiness for enhanced comfort (00183)
— Risk for loneliness (00054)
— Social isolation (00053)

International classification of
functioning, disability and health
(ICF)

http://www.who.int/
classifications/icf/en/

Or
https://www.rehadat-icf.de/en/
aktivitaeten-partizipation/d9/
d930/d9300/index.html

Part 2: Activities and participation:

d9 community, social and civic life

* d930 religion and spirituality
—d9300 organized religion
—d9300 organized religion
—d9301 spirituality
—d9308 religion and spirituality, other specified
—d93009 religion and spirituality, unspecified

International classification of
functioning, disability and health
(ICF)

http://www.who.int/
classifications/icf/en/

Or
https://www.rehadat-icf.de/en/
aktivitaeten-partizipation/d9/
d930/d9300/index.html

Part 3: Environmental factors
el products and technology
¢ €145 products and technology for the practice of
religion and spirituality
—e1450 general products and technology for the practice
of religion or spirituality
—el451 assistive products and technology for the
practice of religion or spirituality
—e1458 products and technology for the practice of
religion or spirituality, other specified
— 1459 products and technology for the practice of
religion or spirituality, unspecified

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Negative diagnosis

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Conflicting Religious Belief (10021757)

(continued)
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Table 8.2 (continued)

Nursing classifications

Diagnosis

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Difficulty Coping (10001120)
* Denial (10000624)
— Denial about illness severity (10043850)
* Difficulty coping with pain (10040731)
* Impaired acceptance of health status (10029480)
* Impaired adaptation (10022027)
e Impaired community coping (10034817)
e Impaired family coping (10034789)
* Conflicting spiritual belief (10022769)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Discomfort (10023066)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Emotional Problem (10029839)
¢ Ambivalence (10047209)
* Anger (10045578)
* Anxiety (10000477)
— Death anxiety (10041017)
— Reduced anxiety (10027858)
* Depressed mood (10022402)
— Decreased depressed mood (10027901)
— Depressed mood during Post partum period
(10029771)
* Despair (10047056)
— Decreased despair (10047444)
* Dysfunctional grief (10001183)
— Anticipatory grief (10000726)
* Fatigue (10000695)
— Reduced fatigue (10029390)
— Treatment exhaustion (10022833)
e Fear (10000703)
— Fear about abandonment (10037823)
* Fear about being a burden to others (10041671)
— Fear about contagion (10037921)
— Fear about death (10037834)
— Fear about medication side effects (10043222)
— Reduced fear (10027889)
* Helplessness (10039952)
* Hopelessness (10000742)
e Lack of pride (10025693)
e Lack of trust (10025947)
— Lack of Trust in Health Care Provider (10025952)
* Negative Euphoria (10047400)
¢ Powerlessness (10001578)
— Decreased powerlessness (10027120)
e Sadness (10040662)
— Chronic sadness (10000551)
— Reduced chronic sadness (10027862)
e Shame (10046761)
* Spiritual distress (10001652)
— Decreased spiritual distress (10027149)
* Suffering (10025588)
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Nursing classifications

Diagnosis

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Impaired Spiritual Status (10023336)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Lack of Meaning (10023423)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Lack of Resilience (10050439)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Potential for Risk (10017252)
* Risk for difficulty with coping (1,003,723)
— Risk for impaired family coping (10032364)
e Risk for situational low self esteem (10015180)
e Risk for social isolation (10047213)
* Risk for spiritual distress (10015325)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Social Isolation (10001647)
e Decreased social isolation (10050070)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Stress Overload (10021742)
e Caregiver stress (10027773)
— Reduced caregiver stress (10027794)
* Decreased stress (10027929)
— Reduced caregiver stress (10027794)
e Parental stress (10,001,385

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Positive diagnostic

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Effective Coping (10022378)
* Acceptance of health status (10023499)
— Coping with pain (10040749)
— Effective caregiver coping (10034838)
— Effective community coping (10034801)
— Effective family coping (10034770)
— No denial (10044260)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Effective Environmental Safety (10030233)

(continued)
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Table 8.2 (continued)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Effective Family Process (10025232)
* Effective family coping (10034770)
* Family grief (10038482)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Effective Social Support (10045794)
* Effective spiritual status (10028529)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Hope (10025780)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Positive Psychological Status (10038430)

* Anger control (10045699)

* Good mood (10050015)
— Mood equilibrium (10035792)

* Knowledge of psychosocial response to procedure
(10033766)

 Readiness for effective coping (10001469)
— Readiness for effective community coping (10001453)

* Readiness for effective decision making (10025278)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Positive Self Image (10027108)
* Positive body image (10028564)
* 262 positive personal identity (10025664 )
* 263 positive self esteem (10025751)

International classification for
nursing practice (ICNP®)
http://www.icn.ch/what-we-do/
international-classification-for-
nursing-practice-icnpr/

Readiness for Effective Spiritual Status (10033824)
¢ Resilient (10050441)

routines of care allow nurses an easier and closer access to patient needs. Compared
to other professionals, nurses hold a privileged position for assessing spiritual

distress [108].

Next, an example of a case study about spiritual distress is provided using
NANDA-I. Further analysis allowed an insight to be presented on the role played by
the healthcare team in an idealized multidisciplinary perspective and approach.

Case Study

S.J.H., a 55-year-old married woman, mother of three, Catholic, diagnosed with
stage III right breast cancer, underwent radical mastectomy, currently undergoing
the second cycle of chemotherapy, as an hospital inpatient.
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Fig. 8.1 Nurses
competencies in three
domains for providing
spiritual care adaptation of
van Leeuwen and
Cusveller [104]

Nursing
process

Awareness
and use of
self

Quality of
expertise

During hospitalization, patient has verbalized that she is Catholic but aban-
doned religious activities, referring that she lost faith in God and feels abandoned
by “Him.” Additionally, often describes fear of dying. Furthermore, refuses visits
from her children, family and friends. The patient remarks she feels a lot of pain
and the side effects of chemotherapy are difficult to handle (fatigue, nausea and
vomiting) and added she is in a great suffering, is hopeless and lacks sense of
meaning in life.

When analysing this clinical case, a multidisciplinary approach was required
(Fig. 8.2), in which each element had a definite role within the limits of its com-
petencies, aiming to provide patient-centered care in a holistic and individual-
ized way.

Analysis and Synthesis of Case Study

e 55-year-oldold woman, married, three children, Catholic
e Pain

e Fear of dying

e Physical symptoms (fatigue, nausea and vomiting)
e Lack of meaning

* Suffering

* Hopeless

e Lost faith in god

* Refuses visits from her children, family and friends
* Abandoned religious activities
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Fig. 8.2 Spiritual distress case study diagram, according to NANDA-I method in a multidisci-

plinary team approach
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Pre-hypothesis of Nursing Diagnosis
e Spiritual distress

Definition of nursing diagnosis (NANDA-I): “A state of suffering associated
with the meaning of his/her life, related to a connection to self, others, world, or a
Superior” [2].

Spiritual Distress (00066) belongs to Domain 10 (Life principles) and Class 3
(Value/Belief/Action Congruence) (Approved 1978, revised 2002,2013,2017, level
of evidence 2.1) [2].

Axis 1: diagnostic focus: spiritual distress.

Axis 2: subject of the diagnosis: individual.

Axis 3: judgment: risk.

Axis 4: location: non-applicable.

Axis 5: age: adult.

Axis 6: time: non-applicable.

Axis 7: status of the diagnosis: problem-focused.

Defining Characteristic

e Fatigue

e Fear

¢ Questioning meaning of life

¢ Questioning meaning of suffering

Related Factors

e Change in religious ritual

e Change in spiritual practice
 Ineffective relationships

e Environmental change

e Pain

* Self-alienation

e Social alienation

Risk Population

e Exposure to death

e Life transition

e Unexpected life event

Associated Condition
e Chronic illness
e Imminent death
e Loss of a body part
e Physical illness
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Nursing Diagnosis

Spiritual distress related to chronic and physical illness, imminent death, loss
of body part and life transition, manifested by fear, fatigue, hopeless, suffer-
ing, pain, lost faith in God, lack of meaning in life, abandoned her religious
activities and refuses the visits of relatives and friends.

Nursing Outcomes (NOC)
e Emotional support

e Family normalization

* Hope

e Pain management

e Social support

e Spiritual health

e Spiritual well-being

e Suffering severity

Nursing Interventions (NIC)

e Anxiety reduction (5820)

e Aromatherapy (1330)

e Art therapy (4330)

e Calming technique (5880)

e Coping enhancement (5230)

e Dying care (5260)

e Emotional support 5270

e Environmental management: Comfort (6482)
» Forgiveness facilitation (5280)

e Family integrity promotion (7100)

e Family involvement promotion (7110)
e Family mobilization (7120)

e Family presence facilitation (7170)

e Hope instillation (5310)

e Medication administration (2300)

¢ Medication management (2380)

e Medication facilitation (5960)

e Music therapy (4390)

e Nausea management (1450)

e Pain management (1400)

e Religious ritual enhancement (5424)
e Resiliency promotion (8340)

¢ Socialization enhancement (5100)

e Spiritual growth facilitation (5426)

e Spiritual support (5420)
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e Therapeutic touch 5465)

e Therapy group (5450)

¢ Touch (5460)

e Visitation facilitation (7560)

Role of other professionals of healthcare team in their approach to patient’s spiri-
tual distress:

The clinician assists in the symptomatic control of symptoms with therapeutic
prescription in which the patient reports having pain and vomiting.

The psychologist contributes in helping the patient to preserve equilibrium and
understanding of internal conflicts and reducing suffering.

The chaplain is the spiritual expert and can promote spiritual and religious
assistance.

Nursing Diagnosis

Spiritual distress related with chronic and physical illness, imminent death,
loss of body part and life transition, manifested by fear, fatigue, hopeless, suf-
fering, pain, lost faith in God, lack of meaning in life, abandoned her religious
activities and refuses the visits of relatives and friends.

8.4 Conclusion

To understand the origins of nursing one must go back in time to ancient civiliza-
tions, although it is argued that the essential elements that nursing provides were
present at the beginning of humankind. Nevertheless, Florence Nightingale is con-
sidered the great promoter of modern nursing and responsible for a new profes-
sional era. From her time, great theoretical and scientific developments promoted
the emergence of the fundamental paradigms that now ground the nursing
discipline.

Nurses are a regular presence throughout the various stages of a patient’s life
transitions, regardless of conditions of health, cultural contexts or religiosity.
Furthermore, nurse hold a privileged position within the multidisciplinary health-
care team since they are a continuum presence, by which they may facilitate the
unique and deep nurse-patient connection. This relationship is essential for assess-
ing an individual’s needs and in providing a patient-centered, individualized care.

Spirituality is a dimension that contributes to the uniqueness of the individuals;
itis a recognized therapeutic resource, associated with connection to others, posses-
sion of meaning in life and transcendence. Additionally, the patient uses the spiri-
tual dimension to cope with illness and to overcome spiritual distress triggered by
illness and other adverse events.

Delivery of spiritual care in nursing should be based on the nursing process.
Moreover, nursing claims and embraces an ethical and human dimension, though
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serious gaps in nursing education and training compromises attention to
spirituality.

The spiritual assessment is considered a fundamental step in the identification of
patient spiritual distress. Several instruments are available to assist nurses in assess-
ing the spiritual needs of patients. In addition, different nursing classifications allow
accurate diagnoses and matching spiritual interventions in a truly holistic delivery
of nursing care.
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Loss and Grief in People with Intellectual
Disability

Joy Powell

Abstract

This chapter on loss and grief in people with intellectual disability begins with
the premise that loss and grief are normal integral aspects of life for all people
and that people with intellectual disability do not differ from the general popula-
tion in this. It is written from the perspective of a chaplain supporting people
with intellectual disability through their grief journey. It acknowledges that grief
is a normal part of life; it is not an event something to “get over” but rather a
process that involves time, presence and deep listening skills, on the part of the
chaplain or anyone who is supporting a person on the grief journey. What follows
are some approaches to spiritual care provision among people with ID who are
grieving. There are some examples from practice where people shared their sto-
ries with me; all names have been changed to protect identities.

Abbreviations

ID Intellectual disability
NAHC National Association of Healthcare Chaplains

9.1 Introduction

This chapter on loss and grief in people with intellectual disability (ID) begins with the
premise that loss and grief are normal and integral aspects of life for all people and that
people who are differently abled, that is, who have an ID, do not differ from the general
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population in this. Grieving is a process not an event, it is not something to “get over’” but
rather a process or journey which needs work and attention, and for people with an ID,
because they may be lacking in the resilience of people more abled, they may need sup-
port during the process of the grief journey. I feel blessed to be supported in my work as
a chaplain by being part of a multidisciplinary team of social care workers, nurses, doc-
tors, psychologists, psychiatrist, speech and language and physiotherapists, occupational
therapists, etc., all of who may make referrals to the Chaplaincy Department when a loss
is imminent or when a death occurs. I am also supported in my work by a team of chap-
lains working across ID and mental health services. I am also supported in my work by
the National Association of Healthcare Chaplains (NAHC), the Dublin Roman Catholic
Hospital Chaplains and the Support Network of Catholic Health Care Chaplains.

What follows are some approaches to spiritual care provision among adults with ID
who are grieving, who may live in supported residential settings or at home with family
and who may also attend a day service or who work among the general population.

If we consider support for people who are grieving, in terms of a pyramid of sup-
ports, there are three levels with level 1 being information and support, level 2 extra
support and level 3 professional therapy.

Chaplains in the intellectual disability sector offer support at levels one and two
on this pyramid. In my professional capacity referrals for service users who are
grieving can come from the person themselves, their family members, frontline staff
or any of the above-listed disciplines.

It is often at the first level of information and support that we identify the role
spirituality might take in building resilience needed to cope when grieving. The
extra support often includes spiritual care.

For all of us it is natural to accumulate many losses over a lifetime.

“A lifetime is an accumulation of losses; these may play upon each other as
triggers or may ignite what otherwise might be considered an inappropriate or
excessive grief response. In addition, losses are often ignored or not validated, and
unresolved losses are often found to be at the root of later mental health problems.
Any given loss is set in a context of a lifetime and cannot be seen as an isolated
event” ([1], p. VI). In the foreword of Caroline Lloyd’s book Grief Demystified,
Dr. Jennifer Dayes, a counselling psychologist, says that:

we struggle to talk about death... and that society is hugely influenced by the idea that grief
comes in stages, each identifiable, each to be worked through, yet this is not what [she]
observed in her research or practice. The grief she saw in her therapy room did not come in
such neat packages. No persons difficulties come as a single entity. They are situated in a
web of past and current experiences and difficulties, a strand of which, sometimes over-
looked is grief ([2], p. 11).

In the past many people with ID were not involved in the funeral or other rituals
when a loved one died; this was I believe an attempt by families and organisations
to protect the vulnerable person from the death of the significant person in their life.
Therefore the loss of the loved one was never validated for them; sometimes it could
be a long time before anyone informed them the person was dead. Breaking bad
news is we now know a delicate task and involves professional skill. People with ID
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are not stupid; they pick up on the absence of a loved one over time and may be
frustrated in their inability to communicate what is happening to them as they miss
the absent person. We now know that it is the strength of the attachment to the per-
son who has died which determines the level of grief, and to help alleviate the stress
and anxiety associated with the loss, there is a need to normalise and validate the
experience of that loss.

Thankfully this is changing, and more and more as chaplains working in ID ser-
vices, we find ourselves supporting people, by breaking bad news in a compassionate
and caring way and advocating for the person with ID to attend at the funeral or cre-
mation. We offer ongoing support to the person and their family during these difficult
transitions. Conversations now take place where we talk of the best way to break the
bad news; it is never a question of not informing the person, but rather the decision to
inform is based on the person’ s right to know what has happened to their loved one.
Generally wherever possible, chaplains are present when bad news is broken.

Over the past 12 years, I have worked as a healthcare chaplain with responsibility
for the spiritual care of adults and children across the spectrum of intellectual dis-
ability, from profound, moderate to mild disability. I also support staff and families
who are supporting people with ID.

Part of the role of being a healthcare chaplain with responsibility for people with
ID is to accompany them in their search for meaning; many of the people I have
supported through different categories of loss are influenced by their spiritual beliefs
and practices. Their spirituality and spiritual activity help to give meaning to their
lives. Spirituality pops up even in secular education programmes around grief, for
example, in Seasons for Growth. It is quite common for a person experiencing the
loss of a loved one to ask to see me and to invite me to say a prayer with them, light
a candle or have a mass said (or even accompany them to mass or church or the
funeral of a loved one or friend) for their loved one and speak about their loved one
as being in heaven and free from suffering. I am often asked to accompany someone
to the grave in the year after a loss as a process in helping the person let go and move
on with their life.

Part of my role in supporting people with ID during the grieving process involves
validating the loss by empathetic listening and supporting them to connect with
whatever spiritual activity gives meaning to their life as Humphrey and Zimpfer
suggest: “It is often observed that the spiritual realm is the only emotional anchor
left for survival. Belief in an after life can provide a reason, for going on and hope
for a reunion with a loved one” ([1], p. 13).

There are many theories and models about grief, loss and change; my experi-
ence in working with people with ID is to focus myself on the task model pro-
vided by William Worden. The reason Worden’s model is my focus is because it
is the one that the Seasons for Growth bereavement education programme is based
on. (The Seasons for Growth programme is the one we use in the ID services.) I
must reiterate though that while this is a theory with tasks and stages, I remind the
reader that it is not linier. If we set the tasks or stages as benchmarks, we have
already failed to accompany the grieving person; doing this may result in a person

CEINNT3

thinking they are not grieving properly or “getting over”, “moving through” or
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“moving on from grief” fast enough and can in itself result in more stress and
anxiety. [ stress that it is not easy to be a grief worker especially in a society which
is not one which normalises or even talks about grief and the behaviours associ-
ated with grieving. And in my work there is the added difficulty of intellectual
disability to attend to.

William Worden (1991) building on the work of John Bowlby (Attachment and
Loss) suggested not a new theory, but his intention was to provide some practical
application of established theories to help people during counselling.

William Worden’s four tasks for the grieving person are as follows (Worden 2001):

. Accept the reality of the loss.

. Work through the pain of grief.

. Adjust to the environment in which the person is no longer present.
. Emotionally letting go and reinvesting in life, p. 7.

O R

By validating and acknowledging the reality of the change and loss, the person
can begin to accept the reality of the loss. By learning about people’s reactions to
change and loss and each one’s experience of these, as I listen to their story of loss,
they are enabled to work through the pain of grief. We hope this will enable the
person grieving to heal in body, mind and spirit as grief has emotional, cognitive,
spiritual, physical and behavioural manifestations that can and often do overwhelm
and debilitate the grieving person. I mention Worden’s task because it is the theory
behind the very practical education programme Seasons for Growth which is the
one I have used in my practice for many years.

In my professional experience, healthcare chaplains working with people
with ID often help people build resilience by developing skills to assist with
processing their grief. It is empowering for the person to know that there are
actions they can take and decisions they can make when they are grieving. It
gives a sense of being in control (grief knocks us off-guard and makes us feel
out of control/helpless) of how they act out of a feeling in a positive way. What
we are trying to accomplish here is to enable the person adjust to the environ-
ment in which the person who died is no longer present. But it is also important
for the person with ID to know who will be part of their circle of support as they
grieve. The Seasons for Growth programme can assist people with ID in build-
ing resilience, and it very least provides peer support so the person knows they
are not alone in their grief.

Chaplains explore with the person ways of dealing with their emotions by first
being able to name them, linking thoughts and feelings and behaviour (emotional
self-regulation), helping them to manage anxiety and stress and looking at what to
do about their thoughts and what to do about their feelings. It is part of my experi-
ence that for many of the people I worked with, it can be that during these times the
questions around spirituality and spiritual activity come up. Being part of a wor-
shipping faith community offers some solace to many who find mass or Sunday
worship the public place where neighbours and friends, family and staff can offer
sympathy and validate their loss. When people with ID engage in the Seasons for
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Growth education programmes (designed for young people who are grieving) which
is not in itself a spiritual programme, it allows for the reflective space where peo-
ple’s spiritual needs emerge. They will speak of how prayer, visiting church build-
ings and religious objects give comfort and help with anxiety and stress; for some it
is the walk in the park or by the sea; being in a natural setting which evokes a spiri-
tual response can also bring calm. Equally for others it can be a visit to their church,
lighting a candle, saying a prayer or attending a service which helps validate their
loss and give comfort.

Over my years as a chaplain, I have learned that in order to be effective in this
work, I need to care deeply about supporting adults with ID to understand and man-
age issues of change and loss. By developing empathetic listening skills, “seeking
to understand before being understood”, and hearing with the heart as well as the
head, this skill/technique helps me connect emotionally as well as cognitively and
spiritually with the person I am supporting.

I have learned the value of listening deeply, and it is hoped effectively, with both
head and heart to the stories of each person. Respect for the uniqueness of each
person’s life story is paramount; I have learned to identify people’s strengths in
order to affirm them, reminding them that they are not alone and that grief is a nor-
mal part of life. I believe we are more resilient than we know, but grief and loss and
the major changes they bring affect us like a tsunami wave that knocks us off course
and most of us will need some support and time to process this in order to identify
what gets us through.

To be effective in this work, I need to be able to ask questions sensitively and
respect both silence and little idiosyncrasies and even what might be considered
odd behaviours. Psychologist says that all behaviour is a way of communicating
and if a person struggles cognitively or has difficulty expressing feelings with
words, behaviour may be a coping mechanism; finding ways around challenging
that behaviour into some creative way of expressing a feeling is a skill set in itself
that the chaplain needs to develop within his- or herself. There is also a role for
creative rituals here.

1. An example from practice:

One person I supported explained to me that 1 day shortly after the death of her
father, she was in her kitchen drying dishes; for no apparent reason, she smashed a
plate on the floor. She did not understand why she had done this; it was out of char-
acter for her. Over the course of many conversations, she could identify that she was
thinking of her father when it happened. She identified feeling sad, angry and frus-
trated that he was gone. She said she missed him and that it felt good to smash the
plate. It was a release. She also said that smashing the plate had upset some of the
women she shares her home with; one was even frightened by her behaviour. She
didn’t feel good about that. My task was to listen non-judgementally and reflect on
what the person was saying to me, responding not reacting.

Having discussed that feelings were neither good nor bad, they just are, they are
normal and everybody has them, and it is ok/normal to feel sad, angry and frustrated
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that her dad was dead. We explored the fact feelings come and go and they change
all the time, but we need to express them positively. We then explored what positive
actions she could take to help when next time she feels sad, angry and frustrated
about the loss of her dad before she acts out. I suggested that sometimes it helps to
talk about it with another person you trust. I asked her to think about and name
someone she would trust who would listen next time she was feeling like this and
before she acts (smash the plate). She named her house staff and also a staff in her
day service and her sister. We also explored some actions she could take on her own,
by way of giving her some control over her actions.

As someone who liked to listen to music, she could go to her room and listen to
her music or watch a favourite TV programme. She also agreed that she would like
to make a memory box over time; she would put photos of family celebrations with
her dad, a gardening magazine he used to read as he was a keen gardener, his glasses,
his rosary beads and a cross. Going into the garden and being quiet and thinking
about him made her feel better. Going to the church where they had worshipped
together made her feel better. Going for a walk in the park was also a comfort.
Sometimes when she engaged in the positive activities like walking in the park, sit-
ting in the garden, going to church, or exploring her memory box, she found she
would cry. Tears are also a normal response to grief like a river finds its end in the
sea; tears are a gift that brings healing. Sometimes we all need to hear that it is ok
to cry. Later she invited me to facilitate a short reflection/prayer service for her and
her friends in her house as a way of validating before her friends how angry and sad
she was at the loss of her father. Her friends were very sympathetic, and they spoke
at length about the incident with the broken plate but also shared and prayed about
some of their own losses.

Many people who I have supported over the years value the opportunity of
making a memory box during the early stages of mourning; it provides them with a
way of remembering an important person in their life who has died. Many of the
memory boxes | have seen involve religious items like rosary beads, prayer books,
crosses and holy pictures and medals. The box provides a way to explore memories
which enable them to feel close and connected to the person who died. Some people
like to show their memory box to people, e.g. staff or friends, who did not know
their loved one; it works by way of giving the person an opportunity to be in charge
of when and where they share their story of loss. To show their memory box to a
trusted staff or volunteer is often an indication that they need to take time with
someone to chat about what has happened, all part of the letting go process and giv-
ing opportunity to grieve. When people see the religious objects, they usually say
things like “I will keep you in my prayers” or “‘can we say a prayer together” for the
deceased and for the person grieving.

During the first 2 years of the mourning process, there is a delicate balance
between the mutually conflicting demands of holding on to and letting go of the
person who has died. However in order to move on and reinvest in life, there is a
need to firstly have the loss validated which includes part of the past which has to
be let go of eventually and the present which involves ongoing chances to grieve.
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Other ways that people with ID deal with their losses are by telling their story of
loss; this can be very empowering, helping to validate the loss by way of listening
as they explore what happened when a significant person in their life has died.

I have learned never to take for granted the role of ritual in validating loss and
helping people move through and make meaning.

2. Example from practice:

Mike (not his real name) is one of our older gentlemen who came from a large
family many of who live abroad. Throughout his life they came to visit, or indeed he
visited, often travelling abroad with them. As his siblings got older and died, the
opportunity for family contact waned, and he grew a little melancholy. When the
last of his sisters died abroad, the distance and logistics were unable to be overcome
to enable him to attend her funeral. He asked to see me, and we agreed that he would
like to have a prayer service in his local parish where he helped out as a volunteer.
He wanted his friends and his staff to attend. He gave me a picture of his sister
which we arranged in a sacred space with some flowers. We began by welcoming
his friends and staff and acknowledging his sister’s passing and how he needed to
ritualise it in a way that would give meaning. It was a simple prayer service with
music and Scripture readings and reflection on their life and the fun they shared
growing up together. We had tea and coffee in the parish centre afterwards, and he
met many parishioners who he was able to tell his story of loss to. People offering
their condolences really moved him. Had we not done this simple ritual, no one
would have known of his loss, and there would be no acknowledgement of his grief.
I have a lovely thank you card from him for facilitating this ritual; my part however
small meant something bigger for him. My learning is to never underestimate how
a small act can help give meaning to a person grieving.

Those of us who have been privileged to spend time in the company of people
with an intellectual disability have learned that the most important and often most
challenging thing is to listen. When we listen to a personal story of loss, we acknowl-
edge and validate not merely their experience but also their humanity. This type of
encounter is both passionate and sublime. It is indeed a spiritual experience and a
privilege to encounter. It is also egalitarian in that it is the gift of presence or being
present for each other which touches the souls of both the listener and the one who
shares their story.

Professor John McEvoy PhD who researches and lectures extensively on grief
and loss in people with intellectual disability informs us of the need for person-
centred planning and suggests ways of developing a support plan for persons with
an ID and how to assess adaptation to loss.

He suggests there are five factors which contribute to the mourning process.

1. The physical and emotion and cognitive makeup of the person experiencing the
loss. Can they recognise and express emotions? Do they understand the concept
of death?
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2. The specific nature of the lost relationship. What significance does the loss have
on the person’s family/social network?

3. The circumstances of the loss. Was it sudden or expected? Was the person
involved in the funeral rites?

4. The frequency of other losses. Has the person experienced death and loss before?
Do they understand the permanence of the situation?

5. The social environment, such as attitudes to expressions of grief. What levels of
support are available?
(course handbook: Supporting people with ID through Bereavement and Loss

prof. John McEvoy PhD. Irish Hospice Foundation)

9.2 Conclusion

All of the above has informed my practice in supporting people with ID through the
grieving process. With regard to the spiritual perspective if it is to provide hope and
a reason to go on for many people, I have observed that spirituality though deeply
personal has for many people an added community dimension is integrated within
the web of relationships and the quality of those relationships to offer support to the
person who is mourning. There are hints overtly and covertly of spiritual beliefs and
the tenets of organised religion intertwined in the web of relationships. Spirituality
can as Humphrey and Zimpfer suggest: “Make us aware of a dimension of our being
that is not merely biological mechanical, or chemical, but by its very nature has
about it already the element that transcends mortality by being in tune with the infi-
nite and eternal.... It can expand our perspective so that while we are in this life we
see beyond it” ([1], pp. 13-14).

My experience of working with people with ID for 12 years and supporting them
through many of their losses and bereavement seems to concur with Humphrey and
Zimpfer that “the spiritual realm can be a positive and emotional anchor for a person
who is grieving” and that with the right kind of supports, a person with ID can man-
age emotions and feelings and behaviours during the grieving process.

I have learned the value of knowing how important it is that people know who to
turn to for comfort, who will listen empathetically, and the value of rituals including
funeral rituals in supporting people with intellectual disability.
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Chris Swift

Abstract

Spiritual care has become a more complex subject in the arena of health care.
This chapter reviews the development of chaplaincy practice and its evolution in
the context of social change. Key elements of the chaplain’s work are identified,
both for individual care and collective occasions. The distinction between the
role of all health professions in spiritual care, and the specific function of the
chaplain, is discussed.

10.1 Introduction

The Nursing and Midwifery Council (NMC) Code lays emphasis on the need to
‘prioritize people’ [1]. This includes the requirement to treat people as individuals
and the need to listen to their concerns. The Code therefore recognizes that not all
people are the same and consequently their preferences during care will vary and
should never be standardized or assumed. There is ample evidence that for many
people in healthcare, spiritual, pastoral and religious needs are significant [2]. The
relative priority of this significance can fluctuate and change during an episode of
care. While the need for spiritual care may be the thing furthest from someone’s
thoughts while things progress well, complications and a risk to life may draw
issues of spirituality to the foreground. This can be seen in the context of pregnancy
[3]. It should also be noted that the demographic of health service users is atypical
of the general population in that people are both older and in need of healthcare. It
is known from census returns that older people are more likely to identify with a
form of religious belief. The provision of a professional chaplaincy service is one
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way in which organizations prioritize people and ensure that dignity for a wide
diversity of individuals is enhanced.

This chapter explores the way chaplains work in healthcare. Chaplains have been
around a long-time in hospitals and other places of care, evolving their practice in
response to a host of social and clinical changes [4]. Understandably people often
have their own image of a chaplain and the way a chaplain works. It’s important to
test out whether these assumptions are correct or if they tell only part of the story.
Before going on, it will be helpful for you to think about your own ideas concerning
chaplains and see how this relates to the chapter as it unfolds.

Before reading on, what do you think chaplains do today? Quickly
put together a list of 4 or 5 things that you think chaplains do and

leave this to one side until the end of the chapter.

Before reading on, what do you think chaplains do today? Quickly put
together a list of four or five things that you think chaplains do, and leave this
to one side until the end of the chapter.

10.2 Background

In order to understand the modern concept of healthcare chaplaincy, it is necessary
to explore how the profession has developed. Many of the stereotypes of hospital
chaplains lie in the past, and it is important to recognize this legacy to appreciate its
transformation. The role of the chaplain is as old as hospitals, and chaplains were
the first group of professionally educated staff to work in Western healthcare institu-
tions. While they were subject to change, along with the hospitals they served, little
altered in the essential nature of their role. Chaplains were agents of the principal
religion recognized in the locality, promoting the values of that religion and meeting
the needs of patients within that framework of belief. Alongside the chaplain, these
early places of care usually had a central chapel, for which the chaplain was respon-
sible, where services would be led not only for patients but also for resident staff
such as nurses. Until the middle of the twentieth century, the chaplain was under-
stood to be an individual minister of religion working under the authority of, and
was accountable to, a church. Often the chaplain’s superior, such as a bishop, would
be involved in the overall governance of the hospital alongside other dignitaries.
This situation meant that chaplains did not develop networks of professional
association until modern times. The work of a chaplain was seen as neither clinical
nor distinct from the activity of a church. Consequently, chaplains had a weak
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sense of professional identity or collective purpose. It was only as the twentieth-
century developed that chaplains across the Western world began to examine their
role and started to create a coherent community of practice. This emerging identity
is what we call ‘chaplaincy’: a shared understanding of practice, theory and forma-
tion. This change has not yet evolved fully, and it is accurate to say that chaplaincy
as it stands is a mixture of older and newer models. The extremities of these might
be characterized on the one hand as ‘religion serving the religious’ and on the other
as ‘spirituality serving the community’ [5].

Both the newer and older concepts of chaplaincy have grown to articulate their
theory and practice to a wider audience. From the 1930s onwards, publications by
chaplains emerged about the work of chaplaincy, and the rate of publication has
increased in recent years. Alongside this, independent scholars have shown an inter-
est in chaplaincy, and the role of the chaplain has been addressed in growing detail
by policymakers [6] and health service administrations [7]. Some of the impetus for
this has arisen in response to the politicized nature of state funded chaplaincy provi-
sion in the West.

It is important to note that one country in particular advanced the professional
nature of chaplaincy by absorbing and adapting insights from the world of psychol-
ogy. In the USA, and subsequently across many other countries, a system of educa-
tion for chaplains was developed and utilized. ‘Clinical Pastoral Education’ (CPE)
was a movement to strengthen the pastoral capabilities of chaplains through an
approach of action-reflection. This typically involved the use of ‘verbatim’ (detailed
narratives garnered from pastoral contacts) as a basis for individual and group
reflection. As CPE is not explicitly aligned to a particular religion or culture, it has
enjoyed considerable success in a landscape of widening religious diversity. It has
effectively created a secular standard for chaplaincy which is not reliant on a single
religious authority. Given the emphasis on the analysis of cases, it has also played a
part in the growing publication of pastoral encounters in which chaplains are
involved. CPE is now embedded as a standard for chaplaincy training in over a
dozen countries.

10.3 Social Change and Chaplaincy

As the twentieth century progressed, Western societies began to change. In the last
century, populations diversified, and the range of religions and spiritual beliefs in
populations has broadened. While the pace of this has varied across the West, the
underlying direction of travel has been the same. As the breadth of publicly articu-
lated beliefs has grown the idea of a single dominant, spiritual tradition has waned.
In turn this has challenged and changed the way chaplaincy is provided in health-
care settings. Matching the populations they serve, chaplaincy teams have diversi-
fied so that today it is possible to find a hospital served by Christian, Muslim, Sikh,
Jewish, Hindu and Humanist chaplains.

At the same time as populations were changing, healthcare in the West was
becoming more specialized. The range of treatments was expanding, and the
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number of people living into advanced older age has increased. As the population of
those who do not identify with a single religious tradition has grown in the West, it
has become more challenging to balance the specific needs of smaller communities
alongside the needs of those unaligned to a single set of beliefs [8]. This has led to
the emergence of humanist and/or non-religious chaplains who share the same, or
similar, beliefs to a growing number of service users in healthcare [9].

In order to prioritise people we need to respect their needs. Think

about how you would meet the needs of patients where some have
specific religious requirements while others have less defined

spiritual needs.

In order to prioritize people, we need to respect their needs. Think about
how you would meet the needs of patients where some have specific religious
requirements while others have less defined spiritual needs.

As we consider the role of the chaplain, it is worth spending a moment reflecting
on the challenges other staff can face in addressing questions of spirituality and
belief.

10.4 “More Difficult to Ask About than Sex”

Religion and spirituality vary considerably in the level of significance people
attach to them. For some people having a living relationship with God matters
more than anything else. For others, religious and spiritual beliefs are seen to be
irrelevant and do not feature explicitly in daily life. Given this gulf in the value
placed on spirituality, not all healthcare staff feel comfortable in asking about a
person’s beliefs or spiritual practices. Furthermore, when spiritual beliefs are cen-
tral to someone’s life, they may regard this as precious and deeply intimate. Again,
this can raise anxiety in staff when the option to record someone’s beliefs is very
limited and may come down to nothing more than ticking a box on an admission
form. Healthcare staff do not want to disrespect the sincerity and importance
beliefs can play in someone’s life.

In order to support colleagues in working with issues of spirituality and reli-
gion, many chaplains are involved in training. This can be done in a variety of
situations from bespoke sessions on a ward to a regular slot on corporate induc-
tion. Either way it’s important that colleagues working in healthcare know that
they can draw on the chaplain’s support to improve the quality and accuracy of
recording information about someone’s spirituality. This is not only important
for the individual but can also be significant for the organization when questions
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of equality arise. You cannot prove that care is provided equally for all religious
and spiritual groups unless demographic data about beliefs is maintained. Nor
can issues of inequality for a particular community be addressed unless there is
data to identify and investigate any aspect of discrimination. When healthcare
providers devise training about religion and belief, it can be helpful to draw
together both chaplains and human resources staff to ensure the importance of
this work is understood.

Part of the challenge in identifying spiritual needs lies not only in the potentially
intimate nature of the topic but also in the labels attached to different elements of
chaplaincy care. It will therefore be helpful to spend a moment looking at the three
main categories of care used within chaplaincy. These are the terms: religious, spiri-
tual and pastoral care. As these terms are sometimes used interchangeably, or, at the
very least, seen to overlap, the following definitions may be helpful.

1. Pastoral Support/Care

Pastoral care is used in many different contexts, including educational setting
where it can refer to a ‘pastoral tutor’ as distinct from an ‘academic tutor’. It
implies supportive care which takes in the whole of the life of the individual,
including issues which may seem outside of the immediate context but neverthe-
less impact on someone’s well-being. It is generally viewed as less technically
defined than psychological or counselling interventions and may be an accompa-
niment across an academic year or the entire time someone is with the institution.
In a hospital, a member of staff (chaplain or not) may be said to have a pastoral
care relationship if they have come to know the person receiving care and have a
regard to their network of friends and family as well as other impactful issues
pertinent to the individual. So, for example, knowing how a patient has previously
felt about a medical procedure and recognizing (by sensitive conversation) that
history when the procedure is repeated could be described as ‘being pastoral’.

Can you think of an example of pastoral care you have seen or
w done? List a few ways you would describe why you see this as

pastoral care.

Can you think of an example of pastoral care you have seen or done? List
a few ways you would describe why you see this as pastoral care.

2. Spiritual Support/Care
This is often defined with reference to the concept of ‘meaning’ and meaning-
making. It refers to care which recognizes or enables the particular convictions
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of the person receiving care. For example, that nature connects us to a broader
experience of creation and its importance; that participation in music has per-
sonal resonance and significance (a particular form of music or song); or that
religious practices, texts or music provide spiritual support for the person. Within
academic debate, this can generate some tension between a more cognitive
‘meaning’ focus and an understanding which links spirituality to ideas of the
sacred. The latter can include the ‘secular sacred’ as defined by Gordon Lynch
[10]. Some of those who identify as having spiritual needs will believe in a
supreme power or authority, e.g. a God.

Can you think of an example of spiritual care you have seen or
done? List a few ways you would describe why you see this as
pastoral care.

Can you think of an example of spiritual care you have seen or done? List
a few ways you would describe why you see this as pastoral care.

3. Religious Support/Care

Religious care concerns the support of people who hold a shared attachment to a
set of beliefs and practices which have significant common features and concern
the transcendent (i.e. what is perceived to be beyond the material world). The root
of the word religion means ‘to bind’, and this sharing of key doctrines and customs
gives sufficient cohesion to a group to identify it as a religion. Beliefs often include
reference to God and are likely to share an agreed narrative about the purpose of
life and its conclusion. Religions will usually have a spirituality of their own which
is recognized as the practice of a faith, e.g. Christian spirituality.

Can you think of an example of religious care you have seen or
done? List a few ways you would describe why you see this as
pastoral care.

Can you think of an example of religious care you have seen or done? List
a few ways you would describe why you see this as pastoral care.



10 The Role of the Healthcare Chaplain: A Summary of the Contribution... 157

10.5 Identifying Spiritual Needs and Making Referrals

In recent years, many studies have identified the value spiritual beliefs can make to
overall well-being. In particular, a coherent spirituality can provide considerable
support when life-changing events are unfolding. Living with our finite physical
nature is frequently a feature of religion and spirituality, and this has weight within
the context of healthcare where even routine procedures can remind us of our mor-
tality. Identifying the support someone may need to cope with a difficult diagnosis
is highly relevant to their well-being. It follows that gaining some idea of a person’s
spiritual resources and needs may have a bearing on their overall health. However,
as we have noted above, this is not always comfortable for staff, and it can be a
considerable help to have tools which assist the discussion of spirituality. Equally,
where staff feel competent to explore the issues, less formal approaches may help
put a patient at ease during the discussion [11].

The first step in exploring someone’s spiritual needs requires a screening tool.
This helps staff identify whether the person has active spiritual beliefs and if these
require support. There are a number of such tools available, including ones designed
for use by nurses [12].

> Tip The significance of religion and spirituality may vary depending on
context. It's a good idea when screening for spiritual needs to not only
ask about a person’s view at the time but also to ask ‘has religion or
spirituality ever been important for you?. When someone enters a more
reflective mode, they may recognize that spiritual care was significant at
a previous point of crisis in their life and this may help them access the
right support now.

Once spiritual need is identified, it is important to know how to respond. In order
to offer effective support, staff also need to know the chaplaincy team and what it
can offer. Usually chaplains are happy to visit a referred patient and spend time
listening to the patient’s story. This will lead the chaplain to work with the patient
to see how beliefs or practices might be helpful as they cope with a current episode
of poor health. The content of the conversation may touch on key relationships,
personal beliefs and feelings about the future. Hopes and fears are likely to be dis-
cussed, and by the end of the encounter, the chaplain may have signposted other
help, offered to see the patient again or provided all the necessary care in the ses-
sion. Unlike disciplines such as psychology, the care provided by the chaplain is
less regulated and defined. There is usually no set amount of time a chaplain will
spend with a patient or a recognized series of contacts which would constitute a
treatment or therapy. A central feature of chaplaincy is that the purpose of the epi-
sode of spiritual care tends to take shape during the encounter. On arriving at a
bedside, the chaplain may have very limited information about the reason a referral
was made. A skilled chaplain will discern during the conversation what kind of care
might be offered and be most likely to succeed. This discernment will build on the
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issues identified from the screening tool by building up a more comprehensive spiri-
tual history for the patient. Just as with screening tools, there are a range of tem-
plates for the taking of such a spiritual history.

Chaplains operate under the same expectations of safeguarding that apply to

How many places can you think of which might be described

as having spiritual significance for someone? If you have chance
visit a chapel in a hospital or other setting and see if there is a
place for people to write a prayer or reflection. What kinds of

things are mentioned?

How many places can you think of which might be described as having
spiritual significance for someone? If you have a chance, visit a chapel in a
hospital or other setting, and see if there is a place for people to write a prayer
or reflection. What kinds of things are mentioned?

other staff in healthcare. This means that they are bound to raise any concerns about
a person’s safety in the same way as any other member of staff. Furthermore, as part
of the care team, they will want to work with healthcare colleagues to ensure the
best care for the patient. In many instances, including end-of-life care, chaplains
will attend meetings of the multidisciplinary team. This ensures that other staff are
aware of what the chaplain can offer and also enables the chaplain to have a fuller
picture of the challenges facing the patient.

10.6 The Contribution of the Chaplain

During a chaplain’s pastoral work with a patient, the nature of the role can be wit-
nessed and valued. It is not always easy to capture this fully in a statistical or data-
based account of the chaplain’s work. Most of the research about the way chaplains
work lies in qualitative publications and case studies [13]. However, it may be help-
ful to examine the contribution of the chaplain through two modes of working: the
individual and the collective.

10.7 Individual

Much of the time, chaplains are engaged in the support of individuals. This may
take the form of one-to-one care, usually through conversation and listening. The
role of the chaplain is to take a wide view of the person, and the way they are living
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with the reality of poor health. However, it is unusual for chaplains to work with
people in complete isolation. Often chaplains will be liaising with healthcare staff
about the patient’s care as well as supporting members of a family. The implications
of illness typically involve other people, and an effective chaplain will be mindful
of this and seek to build appropriate relationships with those connected to the
patient. For this reason, chaplains will sometimes be requested to participate in, or
conduct, the funeral of someone for whom they have cared.

When a chaplain is engaged in one-to-one care, the following features of the
encounter may be noted:

1. The chaplain is the guest of the patient. Permission must be sought for the con-
tact to commence and continue, where the chaplain sits or stands in relation to
the person and whether the encounter should (or can) take place in a confidential
space.

2. The initial episode of care involves bridge-building with the patient. The chap-
lain will seek to establish trust and an awareness of the patient’s spiritual history
and present concerns.

3. Typically, the chaplain will use active listening and key questions to establish the
needs of the person.

4. While the encounter may start in very general terms, the chaplain will be work-
ing to elicit the needs of the patient and decide what kind of response may help
address those needs.

5. If the chaplain feels that further work with the patient may be helpful, permission
and agreement will be requested from the patient for the timing and content of
future contact.

6. In some cases, the patient might be leaving for another setting very soon. In such
cases, the chaplain may see if the patient would like further support and ask for
permission to make a referral to another chaplain.

7. Some record of the care given should be documented. Increasingly, this is done
electronically, but in all events, a link to the patient’s record should be made so
that any multidisciplinary colleague can see that the chaplain is involved.

Some chaplains have a significant role in providing care to a number of peo-
ple at once. This might take the form of an organization-wide occasion, such as
a Christmas service or the memorial for a serving member of staff (Fig. 10.1).
Many hospitals hold annual services of remembrance for people who have expe-
rienced the death of a baby. More often a chaplain may be involved in leading
the funeral for a service user such as a patient or nursing home resident. When
a chaplain is engaged in caring for a group of people, the following features may
be noted:

1. The chaplain spends time speaking with those who have requested the event about
their hopes, needs and expectations for the content and style of the occasion.

2. An effective chaplain will be alert to potential contradictions in the expectations
of those likely to attend. For example, not all those who come to a funeral share
the same view of the person being remembered.
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Fig. 10.1 The contribution of the chaplain is to both individuals and groups

3. Care is taken to test out the development of the event as preparations progress.
The chaplain may offer support about content when people struggle to articulate
what kind of occasion they wish it to be.

4. Appropriate materials are developed, such as an ‘order of service’. The needs of
those attending are anticipated and met. For example, are large print copies
required or does the service need to be signed?

5. Itis generally felt that opportunities for people to participate during the event are
helpful. This can include the lighting of candles, the reading of names or another
activity.

Feedback from service users and relatives can be invaluable and help illustrate
the contribution the chaplain makes in situations where there may appear to be few
tangible outcomes. Given the wide-ranging nature of chaplaincy, often operating
across the full range of clinical settings, some areas have been the focus for more
sustained academic attention and study. So, for example, end-of-life care and pallia-
tive care are areas with a growing body of research and peer-reviewed publication,
some of which focuses on outcomes [14]. In a similar way, the Lothian PROM [15]
marks an attempt to gather evidence from patients about the difference chaplaincy
engagement has produced. These studies are accompanied by the emergence of
work to classify chaplaincy interventions and generate a menu of activities which
are recognizable by the profession [16]. This is now being tested in a selection of
contexts to evaluate the similarities and differences relating to language and culture.
Given the close relationships of spiritual care, culture and language, it would be
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surprising if spirituality could be tabulated in the same way for every context.
However, this initial work in the USA has stimulated debate and provides a first step
on the road to identifying with greater clarity the ingredients of effective chaplaincy
spiritual care. The concept mapping done by Massey et al. [16] identifies ‘active
listening’ as both the most frequently cited and most important element of the chap-
lain’s contact with patients or clients. This is followed closely by ‘pastoral presence’
and demonstrating ‘caring and concern’. Arguably all three elements are closely
associated and might arise as descriptions of the same episode of spiritual care.
With greater insight and a common language, the way has been opened for chap-
lains to develop care pathways, become more intentional in the way care is given
and enable shared reflection based on a recognized vocabulary. However, there is
still a long way to go before this can be realized as an international standard across
cultures for the purposes of practice and research.

A Case Study

A 24-years-old male suffered a life-threatening head injury in a road traffic
accident. He is in intensive care, and it has been determined that he will not
recover and is expected to die when therapy is discontinued. Staff have spo-
ken with his wife and other members of the family and mentioned the possi-
bility of organ donation.

While his wife is agreeable to this, his mother appears anxious and uncer-
tain. In discussion with a nurse, it becomes clear that issues of religious belief
are involved. The nurse asks if it would be helpful to speak with a chaplain.
This is agreed.

The chaplain visits the ward and is shown to a relatives’ room where the
patient’s mother is sitting. After introductions, the chaplain listens to the con-
cerns of the mother. These have arisen from conversations with the family of
another patient on the ward, in a similar situation. Members of this family
mentioned to the mother that they had also been asked about organ donation
but, from their understanding of the Muslim faith, they did not feel able to
agree to this. This led the mother to wonder, as a Christian, what the Christian
faith had to say about organ donation.

The chaplain explores the mother’s feelings about this, and they share in a
discussion about the life and teaching of Jesus and how that might be relevant
to this situation. At the same time, the chaplain is mindful of the pastoral
issues being faced by the mother not only with her son but also with her
daughter-in-law who is next of kin.

10.8 Key Elements

Chaplaincy is practiced in a variety of ways. At times, specific assistance is required
for someone, such as support with their religious faith or providing rituals at life
events, such as bereavement. It is recognized that providing people with this support
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strengthens their sense of coherence and has positive impact in various ways, includ-
ing mental health and psychological well-being. Both religion and spirituality can
be linked to a person’s sense of place in the world—a recognition of where things
are heading and what life is for. When negative events occur, this can lead someone
to question their beliefs, and a chaplain is trained to be an effective and impartial
‘conversation partner’ as people struggle to integrate events into their personal nar-
rative. Using skills such as active listening, the chaplain enables a person to feel
fully heard: to know that their dilemmas are recognized and respected. Sometimes
chaplains will speak about this as a ‘witnessing of suffering’. When people feel
isolated and removed from their local community, the presence of the chaplain car-
ries significance as a representative of a wider group, such as the people gathered
round a particular mosque or synagogue. While this close community association
can be valuable, it also places on chaplains a significant obligation for maintaining
confidentiality. Sometimes chaplains will have a role both in a local health provider
and a local church. It is vitally important that those in such dual roles have clear
boundaries and maintain constant vigilance that confidentialities are not breached.

Chaplains also play a part in supporting staff. In the acute setting, they are usu-
ally a resource available to assist rapidly in urgent situations, including major inci-
dents. At such times, chaplains work alongside other staff and participate in
debriefing meetings at a later date. Some chaplaincies offer surgeries to staff who
wish to come and speak with a chaplain. While typically employed in the organiza-
tion, chaplains are nevertheless viewed as somewhat impartial. Conversations with
chaplains will not normally be part of any record kept about the member of staff.
For this reason, staff sometimes feel the chaplain is a more appropriate figure to
speak with than more formal avenues of support. Chaplains need to ensure that
those they speak with are made aware that chaplains are bound to report serious
matters in the same way as anyone else but beyond this they can be a useful ear for
those wishing to discuss a concern without it going any further.

At the start of this chapter it was suggested you jot down your
existing ideas about the work and impact of a chaplain working in
healthcare. Has this chapter added anything to that understanding:
if so, what? Might it change the way you interact with a chaplain

in the future?

At the start of this chapter, it was suggested you jot down your existing ideas
about the work and impact of a chaplain working in healthcare. Has this chap-
ter added anything to that understanding: if so, what? Might it change the way
you interact with a chaplain in the future?
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10.9 Conclusion

Over the past 100 years, the story of spirituality in healthcare has featured two
characteristics: firstly, that in the West religious practice has both diversified and, in
its traditional forms, declined and, secondly, that in healthcare there has been a
marked shift away from the institutional provision of religious care to the more
individually determined application of spiritual support. In turn this has led to a
widening of the range of practitioners involved in the explicit delivery of spiritual
care. No longer does a single church dominate chaplaincy, but instead chaplains
come from an ever-growing diversity of faiths and, most recently, those who have
convictions and ethical beliefs unconnected to religious faith. This is especially true
where chaplains are employed directly by the State or the health provider. Where
chaplains are either volunteers or subcontracted from the church, etc., it is likely
they will work with a particular focus on their own constituency. In such situations,
unless care is taken to make other provision, those who do not identify with a par-
ticular faith will be those whose spiritual needs go unaddressed.

The current situation poses a dilemma for chaplaincy. On the one hand, the pro-
fession has been strengthened by an ever-widening group of practitioners. On the
other hand, the common qualifications and training of chaplains have become more
contested. Secularists object to a religious bar to the profession (i.e. that someone
must be religious to become a chaplain), which still applies in many countries. The
international movement of CPE offers a model of common qualification, but even
here there are questions about research and academic rigor which are only now
being addressed. Nor is CPE certification a universally required award for chap-
laincy work.

Healthcare staff should expect chaplains to offer highly professional spiritual,
pastoral and religious support to those in a clinical setting. Effective spiritual care
involves everyone working in healthcare, but it is recognized that some staff and
service users have complex spiritual needs which require a skilled professional to
assist them. As societies in the West have diversified, people do not always present
with the apparent clarity of belief and belonging which was once the case. People
may be more eclectic in their beliefs, holding together convictions which would
once have been seen to be at odds. As we saw in the case study, even where a faith
is held, it may be influenced by different beliefs and practices. Chaplains have the
knowledge and professional skill to enter such situations and work towards a mean-
ingful outcome. In conjunction with other healthcare staff, especially nurses and
midwives, the delivery of spiritual care described above ensures that people are
recognized in all their diversity and that their dignity is honoured and supported.
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Spirituality in Healthcare Practice
Settings

Jacqueline Whelan

Abstract

This chapter considers the importance of contemporary teaching and learning
approaches to spirituality within healthcare practice drawing on international
evidence. The chapter integrates recent systematic literature challenges and
issues that relate to its integration. Spirituality is recognised as a standard for
good practice; attention is drawn to research that outlines guidance arising from
international standards, guidelines, professional codes of practice and compe-
tency frameworks and key competency skills across healthcare. A consensus
definition of spirituality is offered to understand spirituality within healthcare
practice. Spiritual awareness, meaning making and respecting patient’s world-
views are recognised as core spiritual care competencies. Spiritual care needs,
undertaking a spiritual history, formal and informal spiritual assessment meth-
ods, spiritual distress and timely referral are established as core spiritual care
competencies. It is acknowledged that humanistic compassionate person-centred
approaches grounded in connection are warranted to transform the educational
process for the patient, student and practitioner experiences in healthcare.
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11.1 Introduction

Consider the following:

Why is spirituality currently trending in contemporary healthcare practice?

Spirituality is a distinct science within the professional landscape of healthcare
today [1-3]. Contemporary evidence views spirituality as an innate genuine aspect
of who we are, an important integral aspect of holistic person-centred care that val-
ues authenticity, dignity, respect and compassion [4-9]. Political, legislative, pro-
fessional and societal changes have generated an increased focus on spirituality
within healthcare from national, European and global perspectives to ensure that
patients cannot be discriminated against on the premise of beliefs and religion [10].

The teaching and learning of spirituality and spiritual care provision concern all
healthcare educators, students, practitioners and multidisciplinary team members,
as people receiving healthcare have a right to spiritual care and wish to have spiri-
tual and/or religious needs addressed [11-16]. Evidence clearly demonstrates posi-
tive linkages between spirituality and physical health, contributing to patient’s
needs, well-being, response, improved outcomes, increased coping, mental health,
recovery time and quality of life [17-21]. Evidence also highlights the value of
spiritual care to patients [22-25]. However, healthcare practitioners lack essential
values, knowledge, skills, competence and understanding of patients’ religious
foundations to support patients’ spiritual needs, due to poor spirituality education
in healthcare programmes, thus minimising patient distress and experience of spir-
itual care with increasing health-related costs [13, 26-28].
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The importance of spirituality related to healthcare and well-being is acknowl-
edged as a distinct professional practice concern which has been subject to revo-
lutionary debate that questions the inclusion and validity of spirituality in
healthcare curricula [29-33]. Spirituality contextualises a patient’s view of their
life world amongst many existential challenges that life brings [34]. Disparate
worldviews exist that hold spiritual and scientific realms to be incompatible with
one another; however the healthcare practice environment is precisely where both
realms meet, thus requiring educators to reconcile the value of spirituality as a
protective health factor in patient care [35, 36]. Given the commodification of
healthcare driven by outcomes and decreasing resources, recent reports have chal-
lenged the crisis in compassion that exists in healthcare [12, 37, 38] as ‘neglect of
spirituality and a conflicted spirit can obstruct good practice and result in poor
quality health care’ ([39], p. 14).

Historically the subject has been avoided which minimises the opportunity for
students and practitioners to examine the spiritual domain aligned to the patient
experience [40]. The concepts of spirituality and spiritual care lacks clarity, con-
sensus, standardisation, bias and are inconsistently applied which questions edu-
cators’ capacity to professionalise spiritual care by developing students’ capacity
to care holistically [41-44]. Additional challenges exist for educators in both
university and practice settings that are influenced by positivist reductionist
approaches which fragment rather than prepare students to deal with a patient’s
spiritual, religious and diverse faith needs, existential crises and distress [45-49].
Educators are faced with significant challenges in teaching and learning of spiri-
tuality that mitigate teaching the subject; lack of time to advance student skill
sets; availability of appropriate mentoring for students; and workloads and man-
agement issues aligned to limited resources which have still to be reconciled
[50-53].

Given that the primary aim of spiritual care education is ‘to broaden the scope
of professional responsibility’, this chapter is concerned with effective modes of
preparation in teaching and learning about spirituality in healthcare in order to
provide practical help to students and practitioners to advance knowledge, skills,
attitudes, values, competence and spiritual literacy and to prepare and sensitise
students and nurses to all personal and professional interdisciplinary aspects that
ultimately benefit the care that patients receive [54].

11.2 Standards, Professional Codes and Guidelines

Professional practice demands that spiritual care be regarded as a standard for ‘good
healthcare practice’ (p. 110) [55-60]. Internationally, spirituality and spiritual care
provision has been highlighted as a standard, endorsed by key academics and mul-
tiple professional bodies such as the Royal College of Nursing (UK) [61, 62] and
Healthcare Chaplaincy Network (USA) across healthcare that include nursing,
medicine, chaplaincy, social work, occupational therapy, psychology and other
allied health practitioners [63-67].
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Fundamentally all professional standards acknowledge the significance of spiri-
tual care as a constituent of whole person-centred care approaches, respecting
patient’s individual worldviews and experience of spirituality, stressing the need for
inclusive multifaith cultural competent standards that relate to spiritual provision
which we need to pay attention to [55, 57-59, 66, 68—74]. Professional standards
view assessment of a patient’s spiritual, religious and well-being as distinct quality
care elements across contexts and healthcare practitioners [75, 76] and demand
that spiritual assessment be undertaken as a standard patient care practice [77-79]
as such requirements are only partially maintained through chaplaincy provision
[80]. Standards draw attentions to the practitioners’ role in respect of assessment
whilst equally demanding that ethical approaches be adopted that reconcile both
patients and multidisciplinary perspectives. The North American Nursing Diagnosis
Association (NANDA) for Nanda International, Inc. has recognised the importance
of acknowledging patient’s spiritual needs by establishing specific nursing diagno-
ses as standards, ‘spiritual distress’ [70] amongst others. Despite the availability of
such standards, codes and guidelines, research findings demonstrate a distinct lack
of educational preparation and spiritual integration as a standard in healthcare cur-
ricula [8, 47, 61, 81].

11.3 Contemporary Issues in Teaching and Learning
Spirituality in Healthcare

Evidence suggests that a positive relationship exists between spiritual care edu-
cation, student- and staff-related attitudes, delivery and outcomes [82-84].
However the process of embedding spirituality and spiritual care into practice to
manage the patient care experience is complex due to its ‘Trojan Horse’ base
and the demands of multiple ways of knowing [85-88]. Attempts to define and
determine the what, when, structure, timing, form, content, standards, compe-
tencies and outcomes; how it should be taught, assessed and applied and by
whom; and what approaches genuinely work to impart care of a person’s spirit
in practice are broad and lack consensus in the literature [71]. There is a dearth
of healthcare texts that seek to address spiritual awareness thus hampering edu-
cational efforts further [89, 90]. Healthcare educators need to coherently develop
holistic person-centred curricula (knowledge, skills, attitudes, values and ways
of being) to prepare students and practitioners to safely enter the emotional
landscape of meeting both patient and student spiritual needs in practice. This is
essential in order to align healthcare students and practitioners to their profes-
sional roles, responsibilities in addressing patient’s illness, existential concerns
and suffering with a view to developing fully competent practitioners and shap-
ing the kind of practitioner they need to be to serve the diverse needs of society
at large [48, 91-93].

Snowden and Ali [88] argue that traditional principles of teaching and learning
within the university sector are predominantly teacher-led grounded in passive
‘hierarchical dyadic’ approaches to education that favour the educator as expert and
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minimise the student’s involvement and ability to learn. For authentic education to
occur, new expanded integrated spiritual models and curricular paths are warranted
shaped by dynamic creative and innovative approaches to foster the application of
holistic person-centred advances that are student-led, directed towards new thinking
to facilitate active student engagement and create essential space to design learning
that fits the changing world of healthcare [94]. Dall’ Alba and Barnett [95, 96] sug-
gest that there is a need to orientate healthcare programmes ‘towards an ontological
turn’ and to philosophically ‘reconfigure professional education as a process of
becoming’ (p. 649). What this means in real terms is that educators need to move
beyond theorising and conceptualising spirituality to creating ontological ‘being’
spaces for students to learn who they are by taking account of their internal being.
This can be achieved through expanding and examining epistemological knowing
(multiple worldviews and the self), ontological knowing (assumptions, values, atti-
tudes, being and behaviours) and how students interact (through practical knowing,
skill and experience). Such ways of knowing help students to think about patients
humanity, with a view to developing effective resources that relates to a patients
narrative and health situation [88, 97, 98]. This ontological wave is aligned to the
theory of heutagogy underpinned by solution, peer and mentor learning approaches
which provide a creative holistic option for positioning students at the centre of the
learning process, for students to determine what they want to learn, to foster their
capabilities in practice and institute change by ‘taking effective action, explaining
what they are about, work effectively with others, continue to learn from their expe-
riences... in real time’ (p. 438) [88, 99].

A mixed methods explorative study on healthcare teaching staff’s perspectives of
spirituality reinforces this practical knowing dimension with findings advocating
where teaching and learning need to be strengthened through self-awareness, reflec-
tion, empathy and compassion and teacher role modelling [47]. These being
approaches give fundamental direction in handling the complexity of spirituality
within curricula and practice to defining the concept, knowing and meeting the
needs of society and institution/s whilst developing new learning spaces that assimi-
late growth and transformation of the student and the healthcare practitioner through
self-determination.

11.4 Professional Spiritual Competency Development
in Healthcare Practice

The need to develop holistic spiritual care competences in healthcare education and
practice is mandated for and required by professional bodies from theoretical and
clinical perspectives to effectively prepare students and practitioners to undertake
comprehensive assessment of patient’s spiritual and cultural needs and to imple-
ment spiritual care provision to recognise patient’s spiritual issues as integral aspects
of person-centred care [8, 56, 58, 59, 100, 101]. A recent definition of spiritual
competent practice in healthcare clarifies exactly what spiritually competent prac-
tice encompasses and means:
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involves compassionate engagement with the whole person as a

unique human being, in ways which will provide them with a sense of meaning and
purpose, where

appropriate connecting or reconnecting with a community where they experience a
sense of wellbeing,

addressing suffering and developing coping strategies to improve their quality of life.
This

includes the practitioner accepting a person’s beliefs and values, whether they are reli-
gious in foundation

or not, and practising with cultural competency. ([102], p. 3)

Internationally spiritual competency frameworks facilitate the development of com-
petences within healthcare professions and from interdisciplinary perspectives to
permit practitioners to acknowledge spirituality, meaning, appropriate interventions
and capacity required for spiritual care delivery [60, 66, 100, 103—111]. Such frame-
works share core understandings of knowledge, skills and attitudes, aligned to pro-
fessional spiritual care that helps educators to establish a grounding to navigate the
field of teaching spiritual care. Three core competency perspectives are evident
across all frameworks linked to the student or practitioner discerning their individ-
ual worldview and beliefs of spirituality, the need to accommodate patient’s diverse
worldviews and experience and to enable relevant actions that fit with patient’s
[frames of reference and needs ([66], p. 38).

Competent spiritual practice implies that students need to be helped through
enhancing personal resources with increased self-awareness and reflection, devel-
oping therapeutic collaborative communication skills, practicing from an ethical
base and understanding the professional chaplaincy role, combined with providing
supportive healthcare systems and quality standards [112—-115]. Key competency
skills prioritised in research literature to date include students and practitioners
undertaking a spiritual history, knowledge of spiritual assessment process, ability to
undertake a spiritual assessment, the capacity to ascertain patient’s spiritual and
religious needs and therapeutic presencing care and the capacity to know when to
make effective referrals to chaplains and other specialists [13, 116, 117]. In spite of
recent developments in establishing standards, guidelines and competency frame-
works, the problem of adopting a consistent gold standard approach to practice
remains.

11.5 Towards a Definition and Understanding of Spirituality
in Healthcare

Reflective Think Point

How would you describe your understandings of spirituality?

How spirituality is defined within healthcare, and how it is understood makes it
simpler for students and practitioners to clarify its central importance for inclusive
healthcare practice [118]. Swinton [119] illuminates the benefits and constraints of
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examining spirituality and its associated meanings through generic, biological and
religion approaches (p. 17-35). Studies have attempted to broadly debate, define
and describe the abstractness and nature of spirituality from multiple perspectives,
philosophical, existential, humanistic, religious, relational, transcendent and mean-
ing perspectives that can be difficult for practitioners and students to navigate
[120-126].

Spirituality is a human phenomenon that is essential to our lives, which is shaped
by our individual worldviews [91]. It is a need that is felt of being valued with
unique subjective interpretations that are subject to change related to a person’s
individual life experience of ill health, suffering or death [91]. McSherry [127],
p. 34 developed a taxonomy that classifies the diverse nature of spirituality using
eight descriptions: ‘theistic, religious, language, cultural political and ideologies,
phenomenological, existential, quality of life, mystical.” This is a good starting
point for giving literacy to the varied nature of the subject in accordance with a
person’s worldviews, thus making it more tangible.

Activity—Pick two papers of your choice from the above-listed authors, and
compare and contrast differences in descriptions of spirituality from your own
understandings of spirituality.

When teaching about spirituality, there is a definitive need to differentiate spiri-
tuality separately from religion as they are often misconstrued as being synonymous
with one another in order to ascertain patient needs [117, 128]. Religion is commu-
nity focused and restricted to organised religion that focus on a God aligned to a
particular system of belief, whereas spirituality is individually orientated towards
understanding broader personal and transcendent aspects of existence as an existen-
tial search for ‘meaning, purpose and fulfilment’ [129] coupled with central matters
of ‘hope, connectedness and values’ shaped through our relationships with others
([39], p. 2-63).

One way of understanding spirituality is through examining a consensus approach
provided such an approach exists. Puchalski et al. [130] offer an expert international
consensus approach in defining spirituality as ‘the dynamic dimension of human
life that relates to the way persons (individual and community) experience, express
and/or seek meaning, purpose and transcendence, and the way they connect to the
moment, to self, to others, to nature, to the significant, and/or the sacred’ (p. 887).
More recently, Weathers et al. [131] undertook a detailed empirical and concept
analysis of spirituality utilising 47 studies from interdisciplinary health literature
(nursing, social work, psychology, theology and other health-related fields) between
2002 and 2013. This comprehensive analysis concluded by offering another defini-
tion of spirituality ‘as a way of being in the world in which a person feels a sense of
connectedness to self, others, and/or higher power or nature; a sense of meaning in
life; and transcendence beyond self, everyday living and suffering’.

Both contemporary definitions are particularly useful as they consider the multi-
dimensional nature of spirituality and acknowledge core secular challenges and val-
ues in addition to religious foundations underpinning the spiritual dimensions in
healthcare. These definitions stress the importance of understanding of the self, per-
sonhood and meaning whilst recognising that an experiential element of how
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spirituality is understood is required ([47], p. 4). As such, this provides an initial
common ground for the development of teaching and learning content in healthcare
education. However, it cannot be assumed that such thematic elements represent the
patient’s subjective perspective entirely [132], which demands the adoption of a
humanities-based approach to education that values knowing the person and under-
standing unique diverse perspectives of a patient’s spirituality [133]. Additional
spiritual concepts allied to the teaching and learning of spirituality have also been
identified in the literature that need to be explored to understand the patient experi-
ence, religion, belief, needs, distress culture, care and caring, coping, hope and suf-
fering as these aspects have the potential to impact on patients’ physical and mental
health which is beyond the scope of this chapter [117, 134]. A priority identified in
the systematic literature is concerned with expanding sensitivities in advancing per-
sonal spiritual awareness in students and practitioner in order to understand the
everyday reality of patient experience in practice.

11.6 Towards an Understanding of Spiritual Awareness
in Healthcare

Self-Reflective Exercise Consider the following questions:

Reflect on your spiritual beliefs, values, wants and needs...what is significant to you?
How do your beliefs and values impact on your attitude and/or behaviours towards
others?

What has influenced and challenged your development of beliefs most?

Evidence has clearly demonstrated that the single most significant determinant
of spiritual care and its provision in practice relates to how students and practitio-
ners views and personal experience of spirituality can be raised [71, 135]. How
practitioners think about spirituality in practice determines how they will sense and
develop self-awareness, behave, feel, act, respond and relate to patients’ and fami-
lies” expressions of spirituality [136]. Spiritual awareness is essential to developing
safe empathetic compassionate practice, to comprehend safe professional and
patient ethical boundaries, understanding the need for consent, when referral is nec-
essary, and to discriminate issues to uphold rather than conflate patient’s spiritual
needs. Clarity is required regarding what healthcare worker’s beliefs, value sets,
biases they hold, strengths and limitations and how these may be borne out through
behaviours and decisions in practice [115, 137, 138]. This challenges educators to
include spiritual awareness in the teaching and learning of spirituality as a precursor
to ‘develop sensitivity’ through experiential learning [54] in practitioners in order to
ascertain and understand patient’s spiritual needs in the context of spiritual care
provision [139]. Once student’s personal values, beliefs, feelings, assumption and
prejudices have been clarified and differentiated out from patients’ needs, students
will be better positioned to have the capacity to promote, integrate and support spiri-
tual patient care as aspects of growth [93, 140, 141].
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Taylor’s seminal workbook “What do I Say’ [142] proposes a model framework
and acts as an evidence-based resource for all healthcare educators and practitioners
(which requires ten hours of work) for supporting a practitioners and patient’s spiri-
tual well-being and healing through increasing three dimensions of spiritual aware-
ness: cognitive, emotional and bodily aspects. Cognitive awareness is recognised
through the development of a number of micro skills, for example, by developing
rapport with patients, utilising restatements, asking patient’s questions openly, use
of self-disclosure and listening and reflecting on patient’s narratives ([143], p. 8).
Emotional awareness is manifest through consideration of patient needs and feel-
ings, understanding empathy, using effective open responses and instituting reli-
gious ethical rituals to promote spiritual healing. Spiritual bodily awareness is
concerned with the macro skill of reflecting and listening to the body’s signals and
responses for the patient to focus with a view to developing resilient resources
([144], p. 91). Taylor further proposes a series of six exercises that healthcare pro-
fessionals can undertake, one of which includes ‘practicing soul enquiry’([144],
p. 11). Based on the work of Stairs [145], this practice necessitates consideration of
nine separate expressions with a view to opening the practitioner’s heart up to
increased spiritual awareness, for example, ‘What is dying in me is...”, “This death
is an intrusion in my life because’, “What I want to scream about is’, ‘My faith is
challenged because’, ‘I weep for’, ‘What I need to be unbound from is’, “What
paralyses me, makes me indecisive is’, “What embitters me is’ and “What I fear los-
ing control of most is” ([144], p. 11). Taylor uses the metaphor of the ‘wounded
healer’ and argues that health practitioners need to be sensitised to their own per-
sonal hurt in order to be open to and respond to patients’ needs and to reconcile
patients healing.

Time Out Activity: Reflect on any past and current hurts in your life, and con-
sider their impact on practice....how you can best support and take care of your
spiritual self?

Kearney and Weininger [146], argue the importance and relevance of ‘under-
standing the dynamics of the frightened ego’ to minimise practitioners from engag-
ing in distancing behaviours and to gain ego control to allow the development of
empathetic meaningful caring relationships with patients. The significance of har-
vesting a soul care programme of education is further suggested to help practitio-
ners to become more consciously aware and to introspect using four therapeutic
aspects: ‘self-knowledge, self-empathy, mindful awareness and contemplative
awareness’ ([146], p. 276-277). Mindfulness practice is an awareness intervention
by drawing attention to the breadth, which generates space for students and practi-
tioners ‘being’ to come alive in the present, with a view to developing intrapersonal
and interpersonal connections ([146], p. 276). The work of Thich Nhat Hanh is
crucial in increasing spiritual sensitivity which few practitioners and educators are
qualified in [147]. Implicit in increasing spiritual awareness is the need for students
and practitioners to develop compassionate multicultural care, awareness and
appropriate cultural literacy and to understand how culture impacts on people’s val-
ues, needs and behaviours [148].
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Activity: Observe Cultural Awareness for Healthcare Professionals (English ver-
sion) video.

http://www.youtube.com/watch?v=Gxp_7aRA_tQ

A number of models are available for the purposes of developing culturally com-
passionate competent professionals and becoming a skilled intercultural communi-
cator [149, 150]. Studies support the use of strategies such as case studies, reflection,
reflective journaling, reflective exercises to progress personal development aspects
and critical reflection with a view to increasing spiritual awareness in the clinical
environment [151-153]. These approaches challenge us to develop new ways of
seeing and being as a means of developing spiritual awareness in healthcare.

11.7 Towards an Understanding of Meaning Making
in Healthcare

Reflection Points

How do you wish to live your life?

How do you make sense of things that occur in your life?

Is your life and work meaningful and fulfilling to you?

What is the significance of your life map to date?

What does spirituality mean to you and what does it represent for you?

Acute, chronic and terminal illnesses threaten a patient’s lifespan and challenge
patients to question their sense of well-being, life experience, identity, purpose and
meaning in life which raise existential issues relating to the existential domain in
healthcare practice [154]. When confronted with adverse pain, illness, suffering,
loss, grief or death, a patients security is threatened, which may result in anxiety,
distress, meaninglessness and hopelessness or conflict which culminates in expres-
sions of existential concerns and needs [155]. For La Cour and Hvidt, existential
concerns are ordinarily related to ‘meaning, the value of life, personal values, free-
dom, responsibility, loneliness’ [156]. There is a definitive need for healthcare prac-
titioners to address such matters without being fearful as they correlate with quality
of life. However, significant knowledge deficits exist regarding patients existential
needs, well-being and understanding these broad concepts, what characterises an
existential issue and how best to address patients concerns that arise from existential
questions such as “Why me?’ [157, 158].

Meaning making is significant in healthcare as it provides understandings of how
patients’ lives, suffering and existential pain are experienced, expressed and valued
subjectively through religious or nonreligious dimensions [159]. From a teaching
perspective, La Cour and Hvidt [156] propose a framework for meaning making in
the context of existence, illness and secularisation that is beneficial to educators in
addressing secular, spiritual and religious realms aligned to cognitive, psychomotor
and affective domains in healthcare with examples of questions to ascertaining
practitioners attitudes.
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FrankI’s [160] in man’s search for meaning and theory of logotherapy and exis-
tential analysis offers another possible framework for practitioners to contextualise
meaning in existence as it represents healing through meaning. Frankl’s theory is
comprised of three central tenets: that we are primarily free to exercise and choose
our attitude, that we are free to choose how we respond to life and that the spiritual
dimension (represented by freedom and responsibility) wills and motivates us to
learn and understand our purpose in life without condition.

A man who becomes conscious of the responsibility he bears towards a human being
will never be able to throw his life away. He knows the why for his existence and will be
able to bear almost any how. ([161], p. 3)

Educators have a responsibility to prepare, sensitise and support practitioners to
assess, understand, engage and respond positively to patient’s perceptions and exis-
tential needs through eliciting meanings of the patient experience in a caring digni-
fied manner in order to meet patients’ needs and to decrease emotional labour and
burden on staff [134, 162]. The importance of recognising and discerning patients
emotions created through loss of meaning, suffering and the grieving process is
essential without making reactive attempts to hasten the process with quick fixes
[163]. Seven universal emotions have been identified to be present amidst cultures:
anger, fear, sadness, disgust, surprise, contempt and happiness [164].

Activity

Download http://atlasofemotions.org/.

Work through the interactive tool that addresses all seven emotions.

Observe video developing global compassion.

Watch https://www.paulekman.com/resources/micro-expressions/.

What have you learned?

Burkhart and Schmidt [165] stress the need for student and practitioner learning
concerning how to engage meaningful in spiritual conversations. Taylors [166]
work offers such an approach and (citing the work of Clinebell [167]) articulates the
need to actively listen for spiritual themes and to ‘make sense of what you hear’
(p. 45) within patient conversations and to consider how patients feel using seven
indicators: feeling words; emotion in the voice; emotion expressed in face or body;
protesting too much, self-contraindications which indicate inner conflict; discus-
sion of parental or other crucial need-satisfying relationship; and recognising neg-
ative feelings ([168], p. 29-30). The concept of presence needs to be taught and
understood to underpin all these activities which require the healthcare practitioner
to be open, adaptable, flexible and committed to intentionally developing and sup-
porting a therapeutic relationship built on empathy, congruence and unconditional
positive regard in order to preserve an individual’s holistic well-being when existen-
tial vacuum arises [169]. Moreover, an increased awareness and knowledge of exis-
tential concerns through religious, nonreligious, communicative and reflective
education is warranted especially towards practitioners who have difficulty engag-
ing meaningfully in order to serve diverse needs of all patients [155, 163].
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Ultimately the key to providing spiritual care is to understand what spirituality
means to the person you are caring for [170].

11.8 Towards an Understanding of Spiritual Care
and Spiritual Care Provision in Healthcare

How have you experienced spirituality in the workplace?
How do you support patient’s spirituality in practice?

Education in spiritual care provision for practice is concerned with ‘the applica-
tion of person centred approaches’ [39, 171] underpinned by interpersonal knowing
based on Rogers ‘core principles of empathy, unconditional positive regard and
congruence’ ([39], p. 15) for students to support patients’ health needs during ill-
ness. Modelling and clarification of spirituality by educators is warranted, for stu-
dents to integrate spiritual care in practice to supporting patient’s spiritual resources
[47, 172]. This raises the question as to how spiritual care is defined. According to
NHS for Scotland, spiritual care is defined as ([173], p. 6):

That care which recognises and responds to the needs of the human
Spirit when faced with trauma, ill health or sadness and can include the
needs for meaning, for self-worth, to express oneself, for faith support,
perhaps for rites or prayer or sacrament, or simply a sensitive listener.
Spiritual care begins with encouraging human contact in compassionate
Relationship, and moves in whatever direction need requires.

From this definition, it can be seen that the aim of spiritual care practice is
‘uniquely different’ ([13], p. 74) from normal physical care provision. Spiritual care
provision is in essence concerned with ‘meeting people at the point of deepest need’
([174], p. 213), establishment of trust, presence, facilitation of a supportive environ-
ment and ‘being with’ the patient in order to connect and respond to patients fears,
pain and spiritual needs that stem from the transcendent [13, 175]. Sharp and Nash
[176] suggest that spiritual care teaching can only start by helping students to see
the ‘person-centred image of the human being’ (p. 149) that is grounded in the
teachings of personhood before facilitating the ‘being’ aspects of practice [70, 71].
Recent calls have been made for the incorporation of being, concept of presence and
the principles of availability, vulnerability, hospitality and narrative therapy skills
[177], p. 52 to be integrated into spiritually competent practice in healthcare.

Qualitative findings from a number of research studies reveal spiritual care
aspects, determining and respecting patients’ and families’ dignity and spiritual
needs, adopting a compassionate approach to care, addressing a patient’s suffering,
communicating by making time, listening to patients and networking with family
contacts, being present with patients, providing appropriate interventions, knowing
when to intervene and referral to support resources and promoting hope, with the
aim of assisting patients to locate inner resources of strength with practitioner sup-
port [141, 178, 179].
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The task of education therefore is to clarify the distinct role of spirituality within
healthcare and to develop students’ and practitioners’ cues and to be spiritually
competent when encountering patients with specific skill sets using a person-centred
care approach, ability to undertake a spiritual history, development of spiritual
assessment skills, identification and assessment of spiritual needs, self-knowledge
when addressing spiritual needs, appropriate times and methods of making referrals
to pastoral care or clients’ ministers and knowing when to include religious prac-
tices or prayer [8, 101, 135, 165, 180-182]. Caring and active listening skills have
been identified as a crucial skills for spiritual care whilst using the integrative bio-
psycho-socio-spiritual integrative model during patients’ management [183].
Opverall these studies highlighted that the health sciences students could be assisted
to enhance their knowledge on how to plan, execute, guard and evaluate the spiritual
care of the patient in association with other disciplines. Ultimately the key to pro-
viding spiritual care is to understand what spirituality means to the person you are
caring for [184, 185].

11.9 Towards an Understanding of Patients Spiritual Needs
and Distress

How would you describe patients spirituality needs in your area of practice?
How do patients’ needs differ from carers and or family needs?

Patients have expectations to have their spiritual needs met. Studies report that
patient needs are not addressed sufficiently and continue to be largely unmet [186—
191]. Identifying patients’ spiritual care needs, resources and distress is recognised
as a significant core aspect of compassionate person-centred healthcare internation-
ally in order to support and care for patients’ well-being, effect better patient care
quality outcomes, minimise distress and help patients cope [131, 135, 186, 187,
192-196].

Spiritual care needs are culturally diverse and differ across the lifespan pend-
ing a patient’s health illness continuum. Descriptive and classification approaches
to understanding spiritual needs are suggested [197-199], p. 39 which are also
useful in framing the topic: theistic, religious, existential, psychological, social,
relational, mystical, normative, comparative, felt and expressed need dimensions.
Qualitative differences exist regarding how US and UK spiritual needs are inter-
preted and referred to, for example, in the USA patient views are more aligned to
religious aspects, whilst in the UK needs are understood broadly from a human
perspective [200]. The manner in which patients perceive and interpret illness is
subject to change over time and impinges on how spiritual care needs are actually
expressed and requires a differential approach [193, 201]. A recent systematic
report cites that the (UK) Standards for Hospice and Palliative Care Chaplaincy
offers a possible way forward in eliciting patients spiritual needs by suggesting it
involves:
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exploring attitudes, beliefs, ideas, values and concerns around life and death issues;
affirming life and worth by encouraging reminiscence about the past; exploring the
individual’s

hopes and fears regarding the present and future for themselves and their families/car-
ers; exploring

the why questions in relation to life death and suffering. ([200], p. 23)

This understanding unpacks aspects of patients’ spiritual care needs for practitio-
ners to participate in decision-making processes in practice. The work of Seager
et al. [36] highlights the need to understand five universally accepted needs that
relate to every one of us whether a giver or indeed a recipient of care, being loved,
being heard, belonging, making a difference and having meaning and purpose,
which position us to understand the extent and reality of needs. Multiple studies
outline that patient needs are specific and contextually bound to palliative care,
chronic illness and elderly patients’ cross-cultural dimensions [13, 194, 202, 203],
differentiating patient spiritual needs from carers needs. Puchalski et al. [204] pro-
pose an interdisciplinary model that allows collaborative effort of multidisciplinary
team members to work together to maximise patient and family care.

A chaplaincy survey in England and Wales [205] examined hospice services in
addition to hospitals and found that patients are preoccupied with adversity related
to suffering coupled with familial concerns as distinct from transcendent concerns.
Paradoxically, patients’ needs within hospitals are centred on religious concerns as
distinct from hospices. More recently Selman et al. [191] utilised an international
sample of 74 patients and 71 carers across 9 countries to ascertain spiritual care
needs taking account of the patient experience and expressed preferences. Five
themes emerged which highlighted a significant number of concerns across existen-
tial, psychological, religious and social realms, culminating in insufficient care.

The need to identify, know and understand spiritual distress and patient signals
are stressed as a means of providing compassionate person-centred care. Spiritual
distress is defined as:

A state of suffering related to impaired ability to experience meaning in life through con-
nectedness with self, others, world or superior being. [70]

Whilst this definition broadly articulates the characteristics of spiritual distress,
specific patient concerns or behaviours are not apparent. Puchalski citing the work
of Liebert ([206], p. 202) provides a complex list of spiritual concerns that requires
chaplaincy intervention and referral when ordinary interventions do not work: ‘exis-
tential concerns, abandonment by God (lack of love, loneliness) and others, anger at
God and others, concerns about relationship with deity, conflicted or challenged
belief systems, despair/hopelessness, grief/loss, guilt/shame, reconciliation, isola-
tion, religious/spiritual struggle’. It is incumbent upon the healthcare practitioner to
develop communication skills, to listen for themes within stated concerns and to
dialogue with the patient in order to manage and support where feasible [206].

Fundamentally all patient needs are concerned with manifesting a need for
human connection, for community, a need to maintain an identity, need to being
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acknowledged and valued, meaning, purpose, hope, having the ability to face death,
engaging in rituals religious practices and professional staff interactions in order to
address patients and family concerns. The subtleties involved are wholly dependent
upon how sensitised the practitioner and student are, coupled with awareness, pick-
ing up cues, maturity and the ability to discern [207] to accompany the patient on
their life journey.

11.10 Towards an Understanding of Spiritual Assessment,
Interventions and Barriers

Spiritual assessment is a measure of the difference between the patients’ experience
and their expectancies which demands a compassionate qualitative approach by
practitioners and students alike [208, 209]. There are noted ambiguities and incon-
sistencies relating to expectations and engagement of nursing professionals with
assessment processes due to differing professional mandates [196]. However a
generic agreement exists which identifies spiritual assessment as an integral aspect
of person-centred care, thus rendering the process as everybody’s business ‘spiritual
care generalists’ (nurses, doctors, social workers, physiotherapists, etc.) and not just
the sole domain of role of chaplaincy ‘spiritual care specialist’ and pastoral care
services [63, 200]. Practitioners need to appreciate that spiritual assessment involves
every multidisciplinary team member taking responsibility for attending to the spir-
itual dimension of patients care (within proficiency levels and limitations of compe-
tence) and necessitates understanding individual roles of team members and the
exact nature of the assessment process. Spiritual assessment demands a coordinated
effort and evidenced-based approach centred around three distinct levels of enquiry
to promote an integrative approach to care, spiritual care screening, spiritual history
taking followed by a detailed spiritual assessment [210].

There is a need for practitioners to understand the rationale, principles, purposes,
aims and the how of undertaking initial spiritual screening, to ensure ‘safe, inclusive
and nonintrusive’ assessment approaches, to determine whether patient or familial
distress is present through asking open-ended questions and whether a more detailed
assessment or referral is warranted [70, 211, 212]. The primary aims of screening
are twofold, to establish whether a chaplain is required for emergency purposes and
to ascertain patients who require a comprehensive chaplaincy assessment [213].
Students and practitioners need to be aware of both narrative and quantitative ques-
tioning protocols, the need to explain why such tools are being used and the need to
seek consent and to document care [13, 196]. Puchalski [213] draws on Fitchetts’
work to give examples of spiritual screening questions that include one and/or two-
item questions, for example, (1) ‘Are there any spiritual beliefs that you want to
have discussed in your care with us here?

Similarly, there is a need for practitioners to understand the rationale, principles,
purpose, goals and frequency and when to undertake a spiritual history, the role of
patient’s beliefs in illness and impact of beliefs on decisions required for care and to
determine level of patient supports required [13]. Recommendations for advancing
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history taking include the use of validated instrument assessment tools, to monitor
for spiritual distress and to understand the chaplain’s role [214] in formalised spiri-
tual assessments, rationale for referral and designated timeline regarding point of
referral [213]. A significant range of tools are available for the purposes of under-
taking a formal assessment; however practitioners and students need to know how
to conduct these assessments. Three brief spiritual tools are utilised in medicine;
CSI Memo Spiritual History by JAMA, ACP Spiritual History developed by con-
sensus by the American College of Physicians and American Society of Internal
Medicine and pneumonic FICA Spiritual History are outlined by Koenig [13] all
posing four questions based on evidence. For example,

Faith—What is your faith tradition?
Importance—How important is your faith to you?
Church—What is your church community of faith?
Address—How might we address your spiritual needs?

b

Other assessment tools such as HOPE, ETHNIC(S) and SHALOM and their use
are highlighted [196]. Luchetti et al. [215] undertook a systematic analysis of 25
spiritual history tools and concluded that FICA Spiritual History, FAITH, HOPE
and Royal College of Psychiatrists scored more significantly over other tools anal-
ysed. The RUSH protocol is utilised widely in the USA by asking a series of three
questions [216], whereas three narrative aspects predominate in the UK [78, 217,
218]. Specific resources are available through the National Center for Cultural
Competence in Georgetown University, Washington, at https://nccc.georgetown.
edu/index.php.

Responding to the praxis needs of clinical environments, Ross and McSherry
[219] have recently developed an innovative pragmatic two-question model (2Q-
SAM) with a person-centred focus that is easy to understand, encouraging patients
to reveal their identity, desires and stresses without being subjected to a broad range
of questions that they may find taxing.

What’s most important to you now?
How can we help?

There is a need for healthcare professionals to know and understand spiritual
assessment methods which demands an individualised person-centred approach that
is practical, in keeping with time available, patient friendly and aligned to context to
respect the patients’ belief system and to negotiate relational caring with patients as
ameans of advancing spiritual care interventions [220, 221]. Spiritual care interven-
tions are concerned with the being and doing aspects of person-centred care [222].
Puchalski [213] cites the work of Liebert who categorises three spiritual health
interventions such as therapeutic communication techniques, therapy and self-care
which stress the importance of negotiating commitment and involvement in the
practitioner-patient relationship underpinned by reflective practice [223].
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Practitioners who personally engage in interventions may be positioned to progress
compassionate care practices further [224].

Multiple barriers have been identified in the literature which mitigate against the
inclusion of spirituality in curricula [222]. Koenig ([13], p. 23) suggests specific
barrier aspects that need to be taught and understood using both lecture and discur-
sive techniques to advance practitioner thinking and to minimise practitioner-patient
problems from occurring; what stops healthcare workers from engaging in spiritual
history taking, communication difficulties relating to spirituality in patient-
practitioner encounters, examine matters concerning patient choice, isolation from
religious support and to concentrate on secular objectives, boundary recognition,
handling challenging situations.

11.11 Conclusion

Healthcare provisions are mandated to move beyond spirituality that is merely
‘caught’ rather than ‘taught’ [225] formalising contemporary teaching approaches
with a view to supporting student’s awareness and being with essential knowledge,
skills, attitudes and competence required for the actual reality of spiritual care pro-
vision in undergraduate education programmes and for newly qualified staff. Given
that the primary aim of spiritual care education is ‘to broaden the scope of profes-
sional responsibility’, we need to open ourselves to humanities in addition to
evidence-based practice to guide future relational development of educators, practi-
tioners and students alike. In so doing we will attempt to connect and communicate
meaningfully with our patients; hold the sacred space for the mystery of life of
another in our hands that cannot be abandoned, isolated or alienated; and orientate
ourselves towards compassionate care, spiritual care competencies and responsibili-
ties, to promote patient well-being, to alleviate patient suffering and to help patients
cope [221, 226].
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Spiritual Care and Physicians: Understanding Spirituality in Medical Practice
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Handbook Patients Spiritual and Cultural Values for Health Care Professionals
https://www.healthcarechaplaincy.org/docs/publications/landing_page/cultural
sensitivity_handbook_from_healthcare_chaplaincy_network_11_11_2015.pdf

Cultural and Spiritual Sensitivity; A Learning Module for Healthcare Professionals
https://www.healthcarechaplaincy.org/docs/publications/landing_page/cultural
spiritual_sensitivity_learning_Module_7_10_09.pdf

Spiritual Care Resources for Health Care Professionals

Chaplains https://spiritualcareassociation.org/docs/spiritual_care_resources/chap-
lains_flyer_5_1_18.pdf

Nurses https://spiritualcareassociation.org/docs/spiritual_care_resources/nursing_
flyer_4_15_18.pdf

Social Workers https://www.healthcarechaplaincy.org/docs/spiritual_care_resources/
social_workers_flyer_5_1_18.pdf

https://www.theberylinstitute.org/mews/264925/The-Critical-Role-of-Spirituality-
in-Patient-Experience-Explored-by-The-Beryl-Institute-.htm

Associations, Centres, Foundations, Institutes, Organisations, Research Groups

and Centres of Excellence

British Association for the Study of Spirituality: www.basspirituality.org.uk

The Association for Children’s Spirituality: www.childrenspirituality.org

Centre for Cultural Competence https://nccc.georgetown.edu/index.php http://spiri-
tualcareassociation.org/resources.html

Centre for Spirituality, Health & Disability: www.abdn.ac.uk/cshad

Foundation for Workplace Spirituality: www.workplacespirituality.org.uk/

John Templeton Foundation https://www.templeton.org/

Fetzer Institute http://fetzer.org/

George Washington Institute for Spirituality and Health https://smhs.gwu.edu/gwish/

Research Institute for Spirituality and Health: www.rish.ch

spIRE Spirituality Institute for Research and Education and http://spiritualityinstitute.
ie/

Viktor Frankl Institute Ireland https://viktorfranklireland.com/

World Health Organisation: www.who.int

Spirituality and Research Innovation Group (SRIG) Trinity College Dublin http://
nursing-midwifery.tcd.ie/SRIG/

The Royal College of Psychiatrists Spirituality and Psychiatry Special Interest Group
https://www.rcpsych.ac.uk/members/specialinterestgroups/spirituality.aspx

Dr. Daniel Goleman — Expert in Emotional Intelligence http://www.danielgoleman.
info/

Dr. Kristin Neff — Expert in Self Compassion Website www. http://www.self-com-
passion.org/

Test how self compassionate you are http://www.self-compassion.org/test-your-
self-compassion-level.html Self Compassion Exercises http://www.self-compas-
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https://spiritualcareassociation.org/docs/spiritual_care_resources/nursing_flyer_4_15_18.pdf
https://spiritualcareassociation.org/docs/spiritual_care_resources/nursing_flyer_4_15_18.pdf
https://www.healthcarechaplaincy.org/docs/spiritual_care_resources/social_workers_flyer_5_1_18.pdf
https://www.healthcarechaplaincy.org/docs/spiritual_care_resources/social_workers_flyer_5_1_18.pdf
https://www.theberylinstitute.org/news/264925/The-Critical-Role-of-Spirituality-in-Patient-Experience-Explored-by-The-Beryl-Institute-.htm
https://www.theberylinstitute.org/news/264925/The-Critical-Role-of-Spirituality-in-Patient-Experience-Explored-by-The-Beryl-Institute-.htm
http://www.basspirituality.org.uk
http://www.childrenspirituality.org
https://nccc.georgetown.edu/index.php
http://spiritualcareassociation.org/resources.html
http://spiritualcareassociation.org/resources.html
http://www.abdn.ac.uk/cshad
http://www.workplacespirituality.org.uk/
https://www.templeton.org/
http://fetzer.org/
https://smhs.gwu.edu/gwish/
http://www.rish.ch
http://spiritualityinstitute.ie/
http://spiritualityinstitute.ie/
https://viktorfranklireland.com/
http://www.who.int
http://nursing-midwifery.tcd.ie/SRIG/
http://nursing-midwifery.tcd.ie/SRIG/
https://www.rcpsych.ac.uk/members/specialinterestgroups/spirituality.aspx
http://www.danielgoleman.info/
http://www.danielgoleman.info/
http://www.self-compassion.org/
http://www.self-compassion.org/
http://www.self-compassion.org/test-your-self-compassion-level.html
http://www.self-compassion.org/test-your-self-compassion-level.html
http://www.self-compassion.org/self_compassion_exercise.pdf
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sion.org/self_compassion_exercise.pdf Watch TED video The Space Between
Self-Esteem and Self Compassion accessible on website.

Royal College of Nursing (UK) Online Resource 2011 https://www.rcn.org.uk/
professional-development/publications/pub-003887

Dr. Jean Watson Expert in Caring Science Website https://www.watsoncaringscience.
org/

The Centre for Compassion and Altruism and Education Research http://ccare.stan-
ford.edu/

Greater Good Science Centre at Berkeley https://greatergood.berkeley.edu/
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Working with Diversity: An Overview 1 2
of Diversity in Contemporary Society

and the Effect of This on Healthcare

Situations

Gayatri Nambiar-Greenwood

Abstract

In this age of digital and social media, there is a need for a consideration of indi-
vidual spiritual needs within the infinite forms of diversities found within any
population in today’s globalised world. Faced with the endless range of individu-
alities, this chapter considers concepts, such as development of individual identi-
ties of culture, the dominant influences of cultural perception (such as media and
politics) and the personal experience of intersectional processes in shaping per-
sonal needs, wants and notions of spirituality.

Abbreviations

BAME Black and Minority Ethnic Groups

UK United Kingdom

UNHCR  United Nations High Commission for Refugees
WHO World Health Organization

12.1 Introduction

The fundamental ethos behind encompassing spirituality within holistic nursing and
all forms of healthcare is its focus on individuality and what has been described as
a unique ‘inner, intangible dimension’ ([1], p. 1140) in which a person finds per-
sonal meaning and self-purpose. There is concern, however, that patients being
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admitted to hospital are not having their spirituality or faith needs met and may be
suffering personal consequences as a result. In an increasingly diverse and complex
environment, healthcare staff may find themselves not prepared for the resourceful-
ness such a role requires of them.

The consideration of the spiritual needs for the varying forms of diversities found
within any population in today’s globalised world, however, requires a mind shift
from limiting identifications and conversations regarding cultural care. In order to
grapple with the infinite range of individualities, a number of concepts, such as
personal identities of culture, the dominant influences of cultural perception and the
personal experience of intersectional processes, need to be considered in order to
show their inextricable link in shaping human behaviour and self-identity.

12.2 Personal Identities of Culture

In order to understand any patient, a fundamental place to begin the process needs
to occur within the nurses, themselves. By understanding how each one of us is part
of our diverse population and how our cultural individualities develop and co-exist,
it provides a basis of a more open and less judgemental perspective to seeing how
we perceive our patients and their diversities.

12.2.1 Defining One’s Cultural Self

The ideas around culture, regardless of their various definitions and purposes, all
have in common a number of shared characteristics that add to the inescapability
and complexity of the concept for each one of us. Culture is expressed through mul-
tiple layers of complexity. This complexity is often variably addressed in terms of
‘levels’ in sociological and anthropological literature. One example of this is by the
seminal writer on culture [2].

At one level, tertiary culture occurs when it is recognisable and evident as an
observable appearance. Ideas such as a dress code, a regional dialect, fashionable
trends in healthy food or the manner in which people address each other [3] would
be considered tertiary culture.

At the secondary level, culture is demonstrated when values are expressed by
individuals and in their rationalisations as to why they behave the way they do. The
core reasons for a certain person’s behaviour will be either unconscious or purpose-
fully hidden; despite what they may express are the intentions or rationalisations for
that behaviour or what they would preferably like those reasons to be [4]. At this
secondary level, culture becomes less explicit but manifests as underlying rules,
such as those of jargon or the colloquial way a common language is spoken. It tends
to be known to members of a group but not shared with outsiders.

The final manifestation of culture, the primary level, can be associated to basic
underlying assumptions [5]. Underlying assumptions are an unconscious revelation
of culture, and it is that which actually determines how individuals or groups
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perceive, think and feel about themselves and ‘Others’.! At this most implicit level,
rules are embedded and taken for granted and, at times, even unexplainable by even
that person or group. It is rarely spoken about, yet known to that entire group.

All the different levels of culture together influence an individual’s behaviour
and the interpretations of that same behaviour by ‘Others’. Tsai [6] makes an impor-
tant argument that although certain aspects of culture are overtly visible, their
related meanings and reasoning remain invisible. Figure 12.1 illustrates the com-
plexity of an individuals’ culture by comparing it to an iceberg, in that what can be
seen on the outside is restricted and does not reflect the values and personal histori-
cal influences that a person has experienced. This seminal idea of comparing a per-
son’s culture to an iceberg was originally utilised by Hall [2] but has incorporated
some concepts around faith and spirituality for the purpose of this chapter.

So, a certain stance, behaviour or gesture in one society, which is deemed
friendly, may be considered rude in another, as the underlying reason for the action
is unknown to those who may find it offensive. In addition, Hofstede [7] also sug-
gests that how we perceive ourselves, express and behave culturally is also influ-
enced by the dimensions of individualism-collectivism within our own group. The
idea of individualism-collectivism is the range of feelings, beliefs and behavioural
intentions intrinsic within a group, related to the degree of independence or solidar-
ity and expressed degrees of concern for others [8]. Therefore, some communities
may see their individual role or place within the identity of a wider group, rather
than as a singular experience.

However, ideas around personal or cultural self-identity are interchangeable
either being an individual construct or a social construct. Cultural self-identity
reveals itself as an interchangeable collective set of characteristics by which a per-
son is recognisable or known [9]. These may be behavioural or a personal charac-
teristic founded on the notion that it mimics someone else’s characteristic.

Bringing the various ‘levels’ of culture together, in conversation, the individual
cultural construct gives meaning to ‘I’ or ‘me’, while a more social identity supports
that meaning and allows a person to speak of the ‘we’. This supports the fact that an
individual’s cultural ‘self-identity’ is mainly unconscious and constructed by the
context they find themselves in at that time. In other words, our behaviour and
expressions of our cultural self are dependent on whom we are with, at that moment.
It is sometimes overtly obvious but mainly subtle.

Our social identity also changes, modifies and adapts over time by being influ-
enced at a personal level, genetically and socially [10], and externally, through his-
tory and politics and by the media [11]. The culture of an individual or group is
never a static experience. Your understanding of the personal attributes you hold of
yourself in society can be at times accepting or non-accepting of yourself and of
‘Others’ within your environment. The aspect of cultural self-identity that an indi-
vidual chooses to identify their self with could be selected interchangeably, among
others, from a social, psychological, ethnic, powerful or helpless persona or through

!“Others’ here represents anyone who we see differently from our group we are operating within
at that moment. Thus, it could be personal, professional, ethnic, nationalistic, etc.
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Fig. 12.1 Cultural Iceberg: visualisation of a person’s visible and invincible culture

a gender or class label at the same time [12]. In addition, individuals and communi-
ties, due to the persistence of derogatory labels from external sources and stigma,
can also, over time, internalise and adopt the negative self-identities assigned to
them [13, 14]. An example of this can be seen in groupings such as ‘gang culture’.

However, culture, in whatever form it takes or academic representation it origi-
nates from, is never an autonomous whole, uniquely distinctive or idiosyncratic.
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Culture and cultural self-identity is porous. Factors such as the diffuse notions of
identity [15]; the de-territorialised links between members of a group through reset-
tlement [16]; and the varieties of rules, regulations and norms that guide verbal and
non-verbal communication [17] together ensure its malleability to the individual
person, at a point in time.

It is imperative to note that groups that appear overtly similar in terms of lan-
guage and appearance cannot genuinely be considered monocultural because of the
varying subtleties of the culture for each person. In any diverse and multicultural
country, culture cannot only be a feature of Black, Asian and Minority Ethnic
(BAME) groups [18] but the countless differences within the Majority population
and groups beyond the limitations of race and ethnicity [19]. As early as 1958,
Williams [20] was already expressing the intricacy of the nature of culture within all
our everyday lives and stated that ‘culture is ordinary’: so ordinary that we do not
see it until we are, one way or another, challenged by differences in what we expect
and accept as the norm.

Another aspect that would cause the failure of addressing the spiritual needs of a
diverse population is the lack of inclusion of the Majority population outside those
who are considered to be diverse and at times, without cultural needs. It is too sim-
plistic to look at changes in culture only from the perspective of changes to the
BAME population, as people from all backgrounds adapt, change and evolve
socially and culturally through time [21]. For example, since the 1950s, the Majority
population in the United Kingdom (UK) has undergone a transformation in the way
they see themselves culturally, among others, through a process of formalised legal
changes in the country [22]. At that time, abortion and homosexuality became legal,
capital punishment ended and measures were taken to improve the position of
women and other minorities, economically, socially and politically. Regional cul-
tures, habits and preferences, such as dialects, had previously been ‘taught away’ in
schools [23] and rejected by the wider media. However, these idiosyncrasies have
now developed into something to be proud of, reducing the perpetuation of the idea
of cultural homogeneity or monoculturalism of the Majority population [24, 25].
Over a period of five decades, there has been a continued selection and adaptation
of choices in customs or everyday practices such as food or festivals, between
migrants and the Majority population, which has resulted in a form of ‘hybridisa-
tion’ of cultures [26].

12.2.2 Factors Influencing Culture

Generally, considerations around diversity and culture tend to be narrowed down to
ethnicity, race, organised faith or religion and migrants [27]. This persisting narra-
tive negatively affects discussions around diversity and on equality and fairness in
healthcare.

The strongest influencers of culture are politics and history and are then perpetu-
ated by the mass media [11]. Everyday political, mass media and historical conver-
sations regarding culture tend to focus on BAME populations and their differences
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from a unknown collective of ‘us’, mainly relating such comparisons to the Majority
population.

Having considered the concepts that influence the diffuse notions of cultural self-
identity, this section will look at how this awareness then affects how we consciously
and unconsciously perceive those outside our cultural location. Also, the notion of
the cultural ‘Other’ is necessary within this chapter, as the perceptions around this
concept affect the way individuals distinguish between different forms of cultural
identities, needs and associated social activity. Within this, nurses and patients per-
ceiving each other as the cultural ‘Other’ will impact the relationship they will have
and the expectations and delivery of spiritual care.

Piller [28] states that the sense of belonging (or otherwise) to a community has
an effect on the way individuals or groups ‘culturally’ behave, perceive and com-
municate with each other. This cultural behaviour is part of the Majority popula-
tion’s self-identities and not just BAME populations. They also expressed that
the question of difference is emotive: it promotes ideas about ‘them’ and ‘us’; a
sense of belonging or otherwise; membership or ostracisation from groups; and
how to define ‘us’ in relation to others or the ‘Other’. From this, we get ideas
about communities, sometimes-imagined communities and even ethno-national
boundaries.

The notion of the cultural ‘Other’ comes from an imagined idea of difference,
either superior or inferior, to the cultural self-identity or social identities that may
represent the norm [29]. Discussion about this concept is normally found in litera-
ture regarding racism [30], gender perceptions [31] and observations regarding dis-
ability [32], to name a few. The idea of ‘Otherness’ is central to the analyses of how
Majority and BAME identities are constructed [33].

In childhood, identifying with the cultural ‘Other’ is a natural process of
choice, towards those familiar and those our families identify and feel safe with.
As we grow, the process of constructing or perpetuating a cultural ‘Other’ is
amplified by subjective feelings of insecurity, chaos and vulnerability. Cleveland
et al. [34] state that as a rule, the negative subjective feelings that are caused by
social, economic and political concerns regarding ‘Others’ coming into a familiar
group always result in some form of tension. These unconscious biases result in
the ensuing struggles acted out by these groups or in the mass media and by politi-
cians, with arguments inevitably being reconstructed around differences in cul-
tural identities. Not unique to any community, from this emerges ideas that are
ethnocentric, which is the root of racism. Ethnocentrism is the belief that your
cultural or ethnic group remains superior to all other cultural and ethnic groups.
With ethnocentrism, the acceptance or perception of all ‘Other’ cultural practices
is compared negatively to your own. These challenges and arguments that sur-
round cultural self-identity will be then made meaningful by a dependence on
religious or ideological values, beliefs, myths and narratives and become framed
within a general moral gauge of ‘good’ or ‘evil’ [35].

Another form of ethnocentrism is for a group to distinguish themselves as ‘cul-
tureless’, thus normal. The personal perception that culture is ‘exotic’ and seen only
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through the lens of festivals and different foods reduces the understanding of the
intrinsic everyday feature of culture and diversity.

Although politically, in Western societies, the role of religion as a central cer-
tainty has been considered to have lost its cultural relevancy, it has, over the past few
decades, become reimagined as a cultural symbol of identity, which further perpetu-
ates the construction of ‘self” and ‘Others’ [36].

With the massive acceleration of globalising trends in the past decade, includ-
ing changes to economic interdependence and fears around mass migration,
nations and national identities have been subject to considerable transforma-
tions that affect intercultural communications and behaviour [37]. Gallagher
[38] feels that the construction of the cultural ‘Other’ had worsened in the past
decade because of manipulation by politicians and a sensationalist media.
Society, at large, looks for targets to vent their worsening frustrations on during
times of economic stress. Studies as early as 2003, such as Miles and Brown
[39], the UNHCR report [40] and, more recently, the UK 2014 National Social
Attitude survey [41], had noted that it remains commonplace for politicians and
the mass media to adopt a more nationalistic stance of intolerance, often to
increase electoral popularity or to increase sales of publications through
sensationalism.

Some examples of these have become apparent since the most recent European
economic downturn of the past decade. It has become more familiar for politicians
across the political spectrum and the media to make unguarded and unsubstanti-
ated comments for their own gain [42, 43]. With this, the negative targeting of
some British-born groups who share a variety of extrinsic traits with those under-
going this widely broadcasted negative scrutiny has been emerging, as they report
experiences of a newer emerging discrimination previously not seen by them [44,
45]. Reese and Lewis [46] and Legault et al. [47] argued that this rhetoric becomes
instrumental in our internalisation of what we see as the truth over a period of time
and with it, our internalisation of what makes up the cultural identity of ‘Others’
and ourselves. McCroskey [48] referred to this as ‘intercultural communication
apprehension’, where a fear or anxiety associated with either real or anticipated
communication with people from different groups, especially cultural and/or eth-
nic groups’ ([48], p. 148), becomes ingrained with a persistent rhetoric from poli-
tics and the media. In essence, people who have high levels of intercultural
communication apprehension will innately have communication problems stem-
ming from their fear or anxiety and limit communication with those who fit the
idea of the ‘Other’. The fears around intercultural communication, however, will
be blamed upon society becoming more politically correct.

12.3 The Two-Way Process of Intercultural Communication

Theories of cultural care can often frame conversations with patients in an ‘etic’
way. An ‘etic’ slant to learning about diversity and culture utilises the world-
view that would have originated from outside the culture being studied, looking
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inward towards the patient approach. Taking into account the discussion in the
previous section regarding the perception of how we may see ourselves depen-
dent on what ‘Others” may think of us, with an etic approach to appreciating
diversities, the nurse remains outside the experience of providing spiritual care
from his or her perspective, not the patients’.

What is more effective would be for the nurse to be aware with the impact of
authority and establishment of trust as being crucial to the ease at which the com-
munication process takes place, in a more ‘emic’ approach. Central to an ‘emic’
approach to the communication process is the aptitude of the nurse to be reflec-
tive, culturally self-aware and have the ability to listen to the patient’s narrative in
a non-ethnocentric manner. The nurse also needs to consider the impact of social
and organise structures in enabling or inhibiting communication, cultural prac-
tices and health lifestyles. As such, they consider the provision of effective spiri-
tual care, with the nurse keeping in mind individual differences, as opposed to
providing care regardless of individual differences and seeing the ‘Other’ only as
a member of a bigger group. Cultural care theories such as Papadopoulos’ [49]
transcultural health and social care model and Ramsden’s [50] model of cultural
safety specifically developed these ‘emic’ ideas within their frameworks, ensuring
the nurse understands his or her role in inhibiting or promoting effective cultural
conversations.

In addition to those aspects discussed in the last section that provide the char-
acteristics of individuals’ culture, there are two significant intersubjective factors
that influence how we behave and interact with others. At one level, the varying
determinants of health have a role in deciding the choices we are able to make to
live our life in a certain way. Interconnected to this are our intersectional experi-
ences of the determinants, which together influence how our patients are choose
to interact with us.

12.3.1 The Social Determinants of Our Health

WHO [51] describes the social determinants of health as the conditions in which
people are born, grow up, live, work and age and the systems put in place by their
country, in order to deal with health and illness. As shown by the arrows underneath
the iceberg in Fig. 12.1 which are the wider influencing factors, these circumstances
are in turn shaped by a wider set of forces: economics, social policies and the politi-
cal ethos of a country at varying points.

The way society at international, national or local level organises its matters
gives rise to systems of social position and hierarchy. Although not unique, popula-
tions generally tend to organise itself according to income, education, employ-
ment, gender and ethnicity, among others. Where people are in the social hierarchy,
this can affect the conditions in which they then grow, learn, and live and also their
understanding, susceptibility and the consequences of ill health. All of these influ-
ence how they live culturally, how they perceive themselves and how they are
perceived by others.
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12.3.2 Intersectionality/Intersectional Processes

Intersectionality refers to those coinciding or intersecting shared identities and the
experience of interconnected structures of discrimination that all of us may experi-
ence. Together, this can cause multiple layers of exclusion and influences the culture
an individual adopts or exists within [52]. During any interaction, the nurse and
patients’ social and professional positions (such as gender, ethnicity, immigration
status, personal journey, political and professional beliefs, biases, to emotional
responses to patients, among others) unconsciously influence the way a two-way
conversation takes place. This moves ideas around learning or caring for people in
a diverse community, from just asking questions about personal preferences to a
more therapeutic person-centred interaction.

Scollon et al. [53] and McIntosh et al. [54] found that health professionals needed
to be aware of these intersubjective issues when communicating with a patient of
any culture. They expressed the need for the nurse to listen without making pre-
judgements to them while being aware of issues around authority, hierarchy, status,
and subordination and appreciating the symbolic and contextual impact of the con-
versation to the outcome of the meeting for it to be successful.

All communication encounters dynamically move between these areas in one
conversation, as symbols and contexts of communication represent different things
to those involved in the conversation [55]. However, considering all conversations
involved more than one person, a nurse’s exercise of authority, at times, could also
work in the patients’ favour where a conversation is stilted due to the participants’
previous experiences. Reciprocal conversations, as Lindgren [56] stated, need to be
productive and mutual, with the understanding that both sides bring their own his-
tories with them.

12.4 Becoming Aware of Ethnocentricity and Intercultural
Communication Apprehension

Developing cultural self-awareness is the foundation to reducing ethnocentricity
and dealing with intercultural communication apprehension. A consideration of
self-awareness ‘crucially contributes towards one’s understanding of the nature and
construction of their cultural identity’ ([49], p. 10). Engaging in a reflexive self-
awareness, however, can be an uncomfortable exercise for anyone, as it requires
people to be honest about previous errors, their ethnocentricities and personally
held prejudices. Nurses with a lack of self-awareness about their own ethnocentric
views or paternalistic attitudes can immediately stifle the communication process
from being a mutually beneficial experience [57]. In addition, the belief that by just
working in a multiethnic environment can develop the affective constructs such as
cultural sensitivity, competence and desire could fail to manifest, if the management
support for such an environment is absent [58].

The first thing to remember in this situation is that ethnocentricity and prejudice
are universal behaviours: not unique to any community, country nor group of
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people. We are all innately prejudiced. However, the lack of awareness of our
strongly held worldviews, as superior to others has the potential to do unspeakable
emotional and psychological harm to our patients. There needs to be a clear and
honest discussion around how our professional values are affected by our personal
values. Professional values may be the guiding beliefs and principles that influence
work behaviour; however, it is inevitable our personal values and those ideas we
have grown up with influence the conversations we choose to have or ignore the
patient by.

It is important to note the completion of statutory strategies regarding diversity
and equality cannot be seen as solution enough for improving our understanding
about diversity. For example, diversity and equality training that is now compulsory
for all UK National Health Service staff consists of the utilisation of online courses
that concentrate on the law around equality and diversity. However, these online
exercises do not take into account that completing a tool about being fair to ‘Others’
could add to intercultural communication apprehension as those participating can
feel they are being judged, instead of a more time-consuming safe space to deliber-
ate the origins of all our learnt prejudices.

Despite the personal responsibility of reducing ethnocentricity and becoming
aware of intercultural communication apprehension, there needs to be a sup-
portive, strong, safe environment and leadership for it to be effective in terms of
patient care [59]. Within this, there needs to be awareness that reflection as a
process can result in a greater suppressed self-determined ‘prejudice regulation’
if it not facilitated or managed effectively and done just as a ‘tick-box’ activity
[60]. It results in nurses providing socially desirable or politically correct
responses so as not to appear biased or prejudiced without any real critical
reflection [61, 62]. Duffy [63] and Jirwe et al. [64] have found that nurses, nurse
educators and health and social care professionals often avoid any form of anal-
yses that challenge the dominance of Western political and cultural systems.
Encouraging a safe atmosphere to reflect on the origins of our prejudices, which
are present in everyone’s behaviour, provides a more neutral starting place for
all nurses.

Research by Nambiar-Greenwood [65] found that for both the participants from
her study (from both the Majority and BAME populations) voiced their concern
over how nurses, in their previous experiences, had unconsciously stereotyped or
assumed their needs (or lack of need) by outward appearances or regional accents.
The patients from the Majority population were not asked if they had any specific
needs and the BAME participants in particular expressed the homogenisation of
their overall culture.

Another factor that the participants of this study felt would influence the suc-
cess or failure of understanding diversity was related to sensitivities surrounding
conversations around culture in Western societies. All the participants from the
BAME groups expressed that nurses are needed to be less anxious and be inter-
ested in questioning aspects of their culture that may be deemed sensitive, as a
way of improving their illness experience. For example, two South Asian, Muslim
participants expressed that nurses had adopted an oversensitive politically
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correct stance, avoided questioning and made assumptions about their needs,
which then made the provision of spiritual care for them ineffective.

This avoidance and anxiety of questioning is connected to the perpetuation of the
mass media regarding BAME communities apparently becoming overly sensitive.
This is where real or anticipated communication with people from different groups,
especially cultural and/or ethnic groups, results in avoidance or stereotyping. These
fears and anxieties could also be related either to personal fears of appearing offensive
or discriminatory, perpetuated by the mass media [66], or to ethnocentricity [67].

According to Van Boven [68], the pressure to appear politically correct can have
important consequences for the way people conduct intercultural communication.
Despite private doubts, in order not to appear racist, sexist or culturally insensitive,
a person (or community) could adopt a more defensive but socially acceptable reac-
tion to what has come to be perceived as socially charged incidences. This pressure
could lead to ‘pluralistic ignorance’: a situation in which a majority of group mem-
bers may privately reject a norm, but incorrectly assume that most others accept it,
and therefore go along with it [69]. The danger remains that this apprehension will
reduce the ability of nurses to really listen or hear the patients’ needs due to long-
term held ethnocentricities and stereotyping prejudices.

Another issue with the ideas perpetuated around intercultural communication
apprehension was that, as a reaction to not wanting to be perceived as racist or
discriminatory, the nurse feels unable to challenge any behaviours of the service
user, even if it is harmful to them [70] or unlawful [71]. Consequently, in some
societies that have had more exposure to the notions of political correctness and the
development of anti-discriminatory legislation, there is an experience of people
feeling judged and fearful of being blamed for potentially sensitive subjects [72].
Individuals from both sides worry about how ‘Others’ view them as representatives
of their social identity groups. They also feel inhibited and afraid to address even
the most banal issues directly, such as questions about the correct pronunciation of
the other person’s name or culture. As a consequence, without really listening to
service user’s stories, private conclusions are drawn based on stereotypes, previous
judgements and ideas perpetuated by the media, among others; then unconfirmed,
these assumptions become immutable [73] and part of the information we use to
care.

Central to challenging the insecurities surrounding the negative interpretation of
political correctness or intercultural communication apprehension remains the art of
effective questioning and listening. The assessment process at admission, despite
having to pay attention to the immediate reasons for hospitalisation, needs to take
into account their associated anxieties, their ideas of support and the factors beyond
that illness that defined how they see themselves at that point.

Intercultural communication apprehension and ethnocentricity is, however,
never a one-way process. Intercultural communication apprehension from the per-
spective of the service user also has an impact on the success of CAC being success-
ful. Service users themselves, as unique individuals with unique horizons, bring
with them their socialised or learnt apprehension to sharing their needs with the
nurse. As Taylor et al. [74] stressed individuals from a more collectivist community,
whatever their ethnicity may not be as willing to share their needs or problems with
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Fig. 12.2 A two-way reciprocal intercultural communication

the nurse. This may be because the person normally, within their community con-
text, avoids bringing their personal problems to the attention of others or seeking
support because of the perception that such an act can weaken the harmony of their
bigger social group.

In dealing with our long-held ethnocentricities, and being aware of where our
apprehensions in intercultural communication influence the way we communicate
with a diverse society, it provides us with a more neutral foundation for effective
intercultural communication. It allows us to hear our patients, with open mind to
what they might have to say, need and want from spiritual care (Fig. 12.2).

12.5 Conclusion

Having an appreciation for diversity is not an experience or perspective that can be
limited to extrinsic visible differences in individuals. The ability to provide effective
spiritual care to a diverse community needs nurses and nurse educators to perceive
it as a fundamental idea that has the ability to open up a holistic way of thinking
about delivering individualistic care. The nurse needs to be able to see patterns of
human behaviour beyond racial, ethnic, religious or social groupings. The nurse
must be able to ‘see’ groupings culture in age, generation, disability, body image or
varying types of mental illness. Within this, they also need to maintain flexibility by
appreciating the construct of subcultures. Assessing diverse needs should not be
extra or for ‘special people’. It is not successful just by learning about ‘Other’
BAME groups’ needs in terms of diet or prayer. This does not excuse the nurse from
not learning about the differences and main tenets of the communities within which
she or he works, but ultimately, the provision of spiritual care needs to be based on
fairness and compassion for all patients, as we all have certain wants, needs and
preferences during an illness experience.
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Appendix: Scenarios
Travelling Family

Milly Smith is a 66-year-old woman who has just arrived in the A&E department
with an exacerbation of her long-term chronic lung condition (chronic obstructive
pulmonary disease), with a high temperature and dangerously low oxygen satura-
tion levels (a pyrexia of 38.7 and saturated oxygen of 88%). She requires admission,
for IV antibiotics and further care and investigations. Milly has been a heavy smoker
(20-30 cigarettes a day) since the age of 10. She was diagnosed with this terminal
condition approximately 10 years ago, and it has been recommended by a number
of previous consultants that she access end-of-live palliative care services. Due to
the transient nature of their lives, Milly has been unable to do so.

A devout Catholic, Milly was born into a travelling community and has moved
around the United Kingdom and Western Europe throughout her lifetime. She and
her family are currently based on an illegal campsite in the North West of England,
and the local council is trying to evict the community from here in the next few
days. She has 15 supportive adult children, between the ages of 24 and 51, the first
child being born when Edna was 16. A widow of 4 years, Milly is very much a
matriarch within her family and local community. She is accompanied in A&E by
five adult daughters who are very concerned about their mum but express concern
about her being admitted as it is likely that they will be moved on by the council in
the next day or two. She is also distressed as they worship together on Sundays, in
a shared communal way. The eldest daughter explains that her father died in hospi-
tal and the family experienced negative and racist treatment from the hospital staff.

1. What are the main issues that individuals and families who choose not to have a
permanent address face in accessing healthcare? What can be done to facilitate
her spiritual needs in this instance that makes her feel valued?

2. What are the differences between Gypsies, Roma, Travellers and New Age
Travellers?

3. What issues may inhibit or limit how freely Milly and her family communicate
with you?

4. How do programmes like ‘My Big Fat American Gypsy Weddings’ or other pro-
grammes that denigrate gypsy and traveller families influence our unconscious
bias regarding Milly and her family?

Jewish Community

Joel Abrahams is a 48-year-old Orthodox Jewish man who has been admitted to a
local psychiatric inpatient service due to an exacerbation of his enduring episodes
of clinical depression. The nurses are reporting him not to be cooperative with any
organised group work as he does show any interest in taking part in the activities
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provided by the unit, such as watching movies, playing pool or the weekly exercise
group. He is also particularly uncomfortable in taking part in any mixed gender
group activity.

Joel has, during one of his previous admissions, mistakenly been diagnosed as
having obsessive-compulsive disorder due to the psychiatrist not appreciating his
religious practice of the concept of ‘scrupulosity’ and his desire for repetitive prayer
throughout the day, accompanied by chanting and swaying. He also only dresses in
the traditional religious manner of his community.

1. What are the factors that may reduce Joel’s ability to communicate freely and
effectively with health and social care staff?

2. What actions can be taken in relation to balancing Joel’s religious or spiritual
needs and the needs for the service for him to engage in activities that are alien
to him and his daily life, his privacy and his dignity?

3. How does knowing about Joel’s previous diagnosis of obsessive-compulsive dis-
order influence our unconscious behaviour/bias towards him?

4. What are the intersectional factors from Joel’s perspective that influence his
health?
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Abstract

Mindfulness practises are useful in allowing us a way to connect with ourselves,
while developing an awareness of our physical self which can be a useful way of
telling us what is going on in our life. Mindfulness can also enable us to be more
connected with people around us and the environment in which we find ourselves.

The mindfulness and compassion practices presented will allow us to develop
awareness, which will facilitate us to notice our experiences, patterns and habits.
This increased awareness allows us to make choices of where we can focus our
attention. The ability to stand back and see situations from a different perspective
gives us the chance to choose how we react or respond to situations. It also gives
us space to realise that we may be contributing to our distress and discomfort by
how we react to situations.

The body may be used as an anchor for our mindfulness practice, for example,
using the breath or soles of the feet while walking. The availability of these tools
can help facilitate a daily mindfulness practice which can help lower stress and
enhance daily living if practiced regularly. Daily meditation can become a ritual
like bathing or brushing our teeth. Mindfulness can allow us to feel a greater con-
nection with ourselves and with experiences in our bodies and our minds.

These mindfulness practices can be carried out with an attitude of kindness
and gentleness which can bring us peace and clarity when we are in difficult situ-
ations and in relationships with others. These tools may also enable us to enhance
our joy, compassion, peace, gratitude and forgiveness.

Neuroscientists have published thousands of papers over the last two decades
showing the benefits of mindfulness and compassion practises. They have
described how positive epigenetic and brain changes can happen even after eight
hours of mindful loving-kindness training.
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13.1 Introduction

The aim of this chapter is to explore the practices of mindfulness and compassion,
what these practices are and how they can contribute to our own wellbeing and oth-
ers and who we work with and for. This chapter offers a discussion on the concept
of meditation, mindfulness and self-compassion, and some practical tools will be
presented that you can try to use at work or at home to live more skilfully. These
practices are powerful and can enhance mental health and wellbeing and reduce
stress and burnout [1]. Providing access to these practices will hopefully encourage
you to try out the practices for yourself, make mindfulness part of your daily life,
and see if you can enjoy living more and improve your own life.

Groundbreaking neuroscience research is presented that provides evidence of the
changes that can occur in our brain when we practice these skills which helps prac-
titioners to cultivate resilience and therapeutic presence and revitalise their interac-
tions with others. All healthcare professionals and indeed all workers can benefit
from these practices which provide a tool kit of resources that they can dip into to
replenish themselves. Throughout the chapter, mindfulness practices will be given
to allow the reader to test from themselves the practices and to develop and practice
some mindfulness and compassion skills that may complement themselves and their
practice.

Cultivating mindfulness can put us in touch with our humanity and allow us to
draw from the reservoirs of our life. Life’s interior resources like learning, growing,
healing and transformation can be tapped and brought to the fore by practising
meditation. This then has the capacity to allow us live more fully with the present
moment [2].

13.2 Meditation

Meditation is nothing new; it has been practised for thousands of years by all the major
spiritual traditions. Meditation is a practice that makes it possible to cultivate and
develop certain basic positive human qualities in the same way as other forms of train-
ing make it possible to acquire any other skill or play the piano. Meditation helps us to
familiarise ourselves with a clear and accurate way of seeing things and to cultivate
wholesome qualities that remain dormant within us unless we make an effort to draw
them out [3]. Generations of meditators have devoted much of their lives to observing
the automatic mechanical patterns of thought and nature of consciousness. Practising
meditation allows us to discover for ourselves the value and benefits of these experi-
ences in our practice which may allow us to integrate them in ourselves and our lives.
This fruition of meditation may be described as an optimal way of being [4].
Meditation is attempting to cultivate a way of being and to free us from habit-
ual behaviours and setting a course towards a chosen destination. It is not a form
of escape and it attempts to allow us to see a clearer view of reality. The mind is
simultaneously confused, agitated, rebellious and subject to innumerable condi-
tioned and automatic patterns. The object of meditation is the mind, and the goal
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of meditation is not to shut down the mind or anesthetise it but to make it free,
lucid and balanced [5].

Most aspects of spirituality generally involve a degree of mindfulness. However,
many people also practise it in a nonspiritual way today. Meditation is nothing new;
it is part of the major religions for centuries. Although mindfulness is best known
now, as deriving from it is not exclusively a Buddhist practise, it forms part of many
traditions and religions. Anthony de Mello’s discusses and applies mindfulness
using a Christian perspective [6].

13.3 The Art of Meditation

The ultimate reason for meditation is to transform our experiences of the world
alongside its health benefits. Experienced long-term meditators have been able to
maintain concentration on a particular task for 45 min which are both enduring and
powerful. Major US universities like the University of Wisconsin, Princeton
University, Harvard University, and the University of California and research cen-
tres in Zurich have studied the long-term effect of meditation on the brain. These
discoveries have demonstrated that certain human qualities can be cultivated through
mental training that was not previously thought possible. We now know that neu-
rons are produced right through life and neuroplasticity which is a term that takes
into account the fact that the brain evolves continually in relation to our experience
and that particular training like learning to play the violin can bring about profound
changes in the brain. Mindfulness and compassion can be cultivated in the same
way, and modifications of our neuronal system of the brain can be observed even
after 4 weeks of regular practice.

Much of this evidence is gleaned from functional magnetic resonance imaging
(fMRI) and sophisticated electroencephalograms (EEG) which has given support
for our capacity to transform and change actions, thoughts and behaviours.
Functional magnetic resonance imaging (fMRI) takes pictures of the brain and
records brain activity occurring during the scan. This understanding of our mind
and the possibility of developing our inner resources gives us the capacity to suc-
cessfully face the high and low challenges that we may encounter in life.
Mindfulness practice provides benefits for improving one’s life, and in dealing
with difficult challenges, one often encounters throughout life. We all have cer-
tain character traits, and they remain the same if we do nothing to change these
habits and patterns. Neuroscience is teaching us that positive experiences can
change the architecture of our brains and, through that, improve the health of our
bodies [7].

Our minds do not wander in a haphazard way; if we pay attention, we will notice
that they often travel along familiar pathways [8]. When we begin to notice these
grooves, we realise that our emotions and our thoughts usually are circular and
repetitive, and this may be our pattern over many years or even decades. By actually
becoming aware of this, we can actually begin to take action on our unhelpful pat-
terns, and we can make changes for the better [9]. We can begin to notice that we
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habitually react in a similar way over and over again, and these can be viewed as
events in the mind, which are our thoughts. We don’t even put word on these
thoughts; it is a continual physical response which is below our awareness [3].
Meditation is often associated with various religious or spiritual groups, whereas
mindfulness is more distinctly secular in modern Western societies.

13.4 Mindfulness: What Is It

As Hasenkamp and Barsalou [10] suggest, mindfulness is a form of meditation
which is helpful. When practising mindfulness, you focus on one thing (say, your
breath), and as your mind wanders off, you shift attention gently back to that one
thing again. This deliberate act of bringing one’s attention back to the present after
it wanders off can be thought of as “building the mindfulness muscle” [11].

13.5 Formal and Informal Practices

Mindfulness practice typically involves the deliberate effort to stabilise one’s atten-
tion on specific physical sensations and environmental stimuli while continually
trying to attempt to re-establish an anchor and repeating this practice each time the
mind begins to wander [12]. Mindfulness of breathing is the most popular way, but
other objects, or parts of the body, can be used, for example, you can also be mind-
ful of the feeling of your feet against the soles of your shoes, your hands, your
posture and your walking, or the sense of energy in your entire body, or a breeze on
your face, city or country sounds, scents, beautiful images, physical work and many
more. You try experimenting with these and notice what feels best for you.

The beauty of mindfulness meditation is that you need no equipment; you can
practice anywhere (in the shower, eating a meal, gardening, walking); it can be eas-
ily incorporated into your day. The practice is “dose-dependent”; the more you
practice, the better you get at it and reap the benefits and learn to watch your
thoughts and not get caught up with your thinking [13].

Two main categories of mindfulness practice have been described, either formal
or informal, and the main difference is the length of time and the purpose for the
practice. Formal is when we have a sustained period of focused attention of what we
are sensing, feeling and thinking with in a fixed period of time, for example, 20 min.
Whereas informal practice is when we take short mindful moments in our everyday
routine, which includes observing the surroundings on the bus ride to work, listen-
ing intently to people during conversation or having awareness of the texture of food
while chewing lunch.

How to practice informally try one of the following:

» Take a few calm breaths in awareness.

* When you realise you are going over and over a negative thought, bring your
attention back into the present moment by choosing an anchor, e.g. notice your
breath or your left foot.
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e Bring your awareness into your walking, and notice what your senses are telling
you and what do you hear, smell and see.

e Choose drinking tea or coffee, walking along the street, showering, brushing
your teeth, starting the car and cycling with awareness.

Formal practice will uncover richer insights into our minds and our conditioning,
and this type of self-monitoring is more likely to yield more self-compassionate
responses during the day, and when challenges arise, it also has the possibility of
allowing us to live with discomfort which may give us the freedom to respond rather
than react and make wise choices about situations as they arise [13].

13.5.1 Exercise How to Practice Formal Sitting for Short Period

13.5.1.1 Preparation

Sit or lie in a comfortable position. You may choose to keep your eyes open or
closed. If you are feeling tired, it may be useful to leave your eyes open or cast your
gaze gently to the floor.

13.5.1.2 The Breath

Begin by gently moving your attention onto the process of breathing. Notice the
sensations of each breath as it happens, whether you focus on the rise and fall of
your chest or abdomen or on the feeling of the breath at the nostrils. Really feel
what it is like to breath, just observing it as it happens.

As you engage in this exercise, you may find that your mind wanders, caught by
thoughts or by noises in the room or bodily sensations. When you notice that this
happens, know that this is okay, and simply notice the distraction but gently bring
your attention back to the breath.

13.5.1.3 Ending the Exercise

Take a few moments to yourself, connecting with your experience in the present
moment. Expand your awareness from the breath into the space around you, and as
you feel comfortable to do so, open your eyes and bring the exercise to a close.

13.6 Secular Mindfulness

Jon Kabat-Zinn [2] popularised meditation in the west in the 1970s, and he
founded the University of Massachusetts Centre for Mindfulness in Medicine,
Healthcare, and Society. He developed mindfulness-based stress reduction train-
ing (MBSR), a secular mindfulness programme as an alternative therapy for a
variety of often difficult-to-treat conditions. This is an 8-week training programme
of 2.5 h/week and a daylong retreat and also 45 min of daily work on one’s own,
designed to help participants cultivate mindfulness. The MBSR programme offers
a framework to navigate difficult territories. It is difficult to explain why it is



216 K. Neenan

necessary to practise to become aware of what is right with us and to allow us
to waken up to our own body, mind, heart and life and to much of what we take
for granted every day. Mindfulness means seeing things as they are without trying
to change them. Practising mindfulness seems easy, but it requires commitment
and supporting factors [14].

While engaging with this practice, Kabat-Zinn [2] encourages practitioners to cul-
tivate the seven attitudinal factors of mindfulness: (1) non-judging, (2) patience, (3)
beginner’s mind, (4) trust, (5) non-striving, (6) acceptance and (7) letting go, all of
which are necessary conditions to help us to live mindfully. The practice of mindful-
ness will flourish when these certain conditions are present and maintained. By con-
tinually maintaining an open non-judgemental awareness and maintaining a
connection with the present moment, most thoughts and strong emotions will pass
without being evaluated cognitively. While holding, reflecting and cultivating these
qualities in the mind, it will nourish, support and strengthen one’s own mindfulness
practice. Developing these qualities is a way of channelling one’s energies into the
process of healing and growth. The ultimate aim of the practise is to dissolve our reac-
tions to disturbing emotions while not burying or rejecting the emotion itself [11].

Mindfulness-based cognitive therapy (MBCT) is an adaption of the MBSR pro-
gramme developed by Siegel et al. [15], which has emerged as a popular therapeutic
intervention to prevent relapse in recurrent depression. This course contains many
similarities, the formal practices of body scan movement and exercises with CD and
course manual with the addition of psychoeducational and cognitive behavioural
therapeutic material with a specific focus on vulnerability to depression [16].

13.7 Research

The MBSR and MBCT mindfulness programs have been the most researched mind-
fulness intervention. There is some evidence that mindfulness practices are helpful
in reducing anxiety, depression and stress-related conditions. Several trials have
been conducted that support mindfulness practices. They have found mindfulness-
like attention training which reduces self-perceived stress, but not levels of the hor-
mone cortisol, a commonly used biological gauge of stress levels. The other trial
links mindfulness-like attention training to increase in thickness of the prefrontal
cortex, a brain region associated with complex behaviour, decision-making and
shaping personality. Other smaller experimental studies have shown positive several
benefits in a number of illness including irritable bowel syndrome, fibromyalgia
[17], psoriasis, anxiety [18], depression [19] and post-traumatic stress disorder.
Desbordes et al. [20] demonstrated with fMRI that changes in brain activity in sub-
jects who have learned to meditate hold steady even when they’re not meditating.
Desbordes et al. [20] took before and after scans of subjects who learned to meditate
over the course of 2 months. She scanned them while they were performing every-
day tasks and not meditating. The scans detected change in the subjects’ brain acti-
vation patterns from the beginning to the end of the study, the first time such a
change in a part of the brain called the amygdala had been detected.
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Among the challenges researchers face is defining mindfulness itself. The word
has come to describe a meditation-based practice whose aim is to increase one’s
sense of being in the present, but it has also been used to describe a non-meditative
state in which subjects set aside their mental distractions to pay greater attention to
the here and now, as in the work of Harvard psychologist [21]. Another challenge
involves sorting through the many variations of meditative practice. However it is
difficult to ascertain consistencies with the study outcomes as many of the studies
had small sample sizes and had variable experimental designs. However, in the main
mindfulness, interventions have demonstrated benefits comparable with other thera-
peutic benefits in participants with depression, chronic pain and anxiety.

Recent scientific exploration has largely focused on the secular practice of mind-
ful meditation, but meditation is also a component of several ancient religious tradi-
tions, with variations. Even within the community, practising secular mindful
meditation, there are variations that may be scientifically meaningful, such as how
often one meditates and the duration of the meditation sessions. Desbordes et al.
[20] has a specific interest in compassion meditation, whose aim is to increase car-
ing for those around us.

13.8 Compassion

Compassion comes from the Latin word compati meaning “to suffer with” and to
feel the pain of the other person and be motivated to relieve it. Compassion is a warm
and loving emotion, while one may acknowledge others’ pain, and suffering, it does
not become your suffering, and you feel positive caring emotions [22]. Many prac-
tices can activate warm nurturing feelings when you are faced with difficulties within
yourself and others. Compassion can help you move into a deeply positive and
empowering mode. This supportive loving compassion can be the softer element to
support you in difficulties. Very often in difficult circumstances, the deep shared
embrace of meditation of a carer and the person in pain can be held in intimate
silence. Halifax [23] states that being compassionate can mean being truly present
for the person who is in difficult circumstances which can be very powerful.

Gilbert and Choden [24] have identified six key attributes of compassion: moti-
vation, sensitivity, sympathy, non-judgement, empathy and distress tolerance. These
emotional qualities are essential for you to engage your compassion when you feel
the pain of others. Mindfulness facilitates compassion by developing a sense of
interconnectedness and establishing emotional control, mindfulness practice nour-
ishes the development of these six compassion attributes by cultivating non-
judgement, and mindfulness can also help to attend to whatever is necessary to take
compassionate action. The benefits of having the practice of mindfulness are that
you will have the ability not to get taken over or overwhelmed by another person’s
pain but be able to stand back and keep your mind stable while you decide what the
other person needs right now. Research shows that mindfulness helps improve your
compassion capacity by helping you feel more interconnected, empathic and
focused [25].
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13.9 Why the Need for Self-Compassion

Gilbert [21] states that for someone to develop genuine compassion to others, first
he or she must have a basis upon which to cultivate compassion and that basis is
the ability to connect to one’s own feelings and to care for one’s own welfare we
need to be able to learn to be compassionate to ourselves first. Cultivating self-
compassion involves deliberately treating yourself, with your mixture of faults
and virtues, with kindness and understanding and accepting that you share your
painful experiences and your failings with many millions of others while under-
pinning it with the practice of mindfulness [13]. Self-compassion is the capacity
for healthy nurturing of the self, helps recognise and soothes painful thoughts and
emotions [26]. When you identify and relate to your emotions with kindness
instead of harshness, you can tap into your biological caregiving system, and oxy-
tocin is released which helps one feel calm, comforted and secure. With practice
you can relate to your own fears and anxieties with compassion and understanding
just as you might relate to another person [25]. The attributes of compassion help
us to tune into suffering and learn ways to understand it and tolerate it. The seeds
of self-compassion already lie within all of us allowing us the possibility to nur-
ture and transform our lives by using and growing these skills. Compassion for
others begins with kindness to ourselves, and self-compassion is always available
to tap into [27].

13.10 Self-Compassion

“Self-compassion, therefore, involves being touched by and open to one’s own suf-
fering, not avoiding or disconnecting from it, and generating the desire to alleviate
one’s suffering and to heal oneself with kindness” ([22], p. 22). Compassion is a
feeling of concern for the suffering of others, and compassion and mindfulness have
the ability to interact and transform suffering [25].

According to Neff [22] the three components of self-compassion are self-
kindness, a sense of common humanity and a balanced mindful awareness. Kindness
opens us to give ourselves what we need. Common humanity opens us up to our
interrelatedness, and we don’t have to feel alone. Mindfulness allows us to become
aware of the present moment, so we can accept ourselves and our experiences with
greater ease. These three facets allow us to experience a combined sense of warmth,
connectedness and presence.

13.10.1 Informal Exercise in Compassion

e Think of something nice you can do for yourself, which perhaps you may have
postponed several times because you are too busy.

e Taking a walk and savouring the sights, smells and textures, reading a short story,
having lunch in a café, sitting and being still.
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When you’ve thought of your treat, work out when you’re going to do it, and
savour and enjoy the moment, and this in turn allows your positive experiences turn
into lasting inner strengths like resilience, balance and positive emotions [28].

13.10.2 Research

There is a growing body of evidence of the benefits of mindfulness and self-
compassion training as a way to build resilience [25]. The evidence from neurosci-
ence, from the work of pioneers such as psychologists Paul Gilbert and Kristin Neff,
is now beginning to build a body of evidence on the value of cultivating self-
compassion and how this can contribute to our wellbeing. Neff [22] suggests that-
self- compassion can be applied to many different situations including the workplace
environment, by incorporating it as a leadership style which may have positive
knock-on benefits for all staff.

Neff [22] pioneered the research into self-compassion and has developed a tool to
measure self-compassion that has been used widely in research. Much research has
demonstrated that self-compassion supports emotional wellbeing; decreases anxiety,
depression and stress; and helps in maintaining healthy habits such as diet [29] and
exercise [30] and more satisfying personal relationships [31]. Engaging in mindful-
ness and compassion practices can increase wellbeing, reduce stress and boost
moods. Self-compassion practice is also associated with greater emotional intelli-
gence [32, 33]. Self-compassionate people have been found to ruminate less, and
they are less likely to keep repeating and repeating negative thoughts to themselves.

People who are compassionate towards themselves have lower levels of depres-
sion, anxiety and stress [31]. Self-compassionate people feel less negative about the
past even though they are more likely to take personal responsibility for what has
gone wrong in the past. When self-compassionate people fail, they are more likely
to try again. This might be because they know that if they fail again, they won’t
subject themselves to fierce criticism. Self-compassionate people are more likely to
stick to their diets, to exercise and to succeed in reducing their alcohol use. Why this
should be is not entirely clear, but it may be that a self-compassionate motivation is
more helpful than a self-critical one.

Neft and Germer [34] have devised a Mindful Self-Compassion (MSC) system-
atic training programme with one to two different themes in each session. It designed
similar to the MBSR programme, 8 weeks of 2.5 h with a 1-day silent retreat. The
programme is presented in an experimental way, and participants are invited to meet
their experiences with curiosity and kindness. This programme offers participants a
tool kit to build emotional strength while helping them to relate to distress differ-
ently. The programme has a combination of formal sitting and informal practices
but the focus is on learning and developing the habit of self-compassion. Van den
Brink and Koster [26] have developed a similar type of programme called
Mindfulness-Based Compassionate Living (MBCL) that has been developed for
people with various types of chronic or recurring mental health problems as an
effective method of coping with low self-esteem and shame and empowering
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participants to bring more warmth, acceptance and connection into their lives.
Gilbert [25] has developed compassion focused therapy and various compassion
training programmes for individuals and various patient groups.

13.11 Exercise in Compassion

e Observe your breathing calmly for short while.

* Now imagine that somebody has sat down in front of you, facing you. This is
someone you like or love or admire. Imagining that person sitting in front of you,
try to generate a feeling of goodwill and well-wishing towards them.

 Silently, say “May you be happy, may you be safe, may you be well”. Repeat this
slowly as many times as you like.

* Now imagine that this person is replaced by a second person. That second person
is yourself, with all your present faults and virtues.

* Observe yourself sitting there, and try to generate the same feeling of goodwill
and well-wishing towards yourself that you did towards the person you like or
love or admire.

* Repeat the phrase “May I be happy, may I be safe, may I be well”. Repeat this as
many times as you like. Bring the practice to an end, and open your eyes if
they’re closed.

13.11.1 A Body Scan with Compassion

* Bring awareness to the top of your head. Now move your awareness down along
your head to your shoulders, down your chest and tummy and back, arms and
hands, hips, thighs, knees, calves and feet.

* Try to generate a sense of compassion towards your body.

» If you encounter tension or pain in your body or if you encounter parts of your
body that you are not happy with, do so with compassion.

* Approach them, at least during the body scan, with a sense of kindness towards
yourself and towards each part of your body.

* If you find it difficult to generate a feeling of kindness, do the body scan with the
intention of being kind to your body?

13.11.2 Softening the Internal Tone of Voice

*  When we are critical of ourselves, we often speak to ourselves harshly. One way
to begin to work with this is to soften the tone of voice with which you speak to
yourself and that changes the experience. If you criticise yourself with an inter-
nal tone of voice that is hard and harsh, pause and restate the point in a softer tone
of voice.
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Transformation is possible when we bring some elements of mindfulness and
self-compassion into our daily lives even if we are very busy and don’t have time for
long formal meditation practices. It can be a combination of some reminders to
incorporate into daily practices and routines.

13.11.3 Exercise to Implement Mindful Self-Compassion
for Personal Transformation

How can you cultivate these qualities of mindfulness and self-compassion to trans-
form yourself? Make aims for your self tomorrow and build the practices into your
daily life while also being kind to yourself.

¢ Remind yourself every morning. as you get out of bed, or immediately after you
wake up, allow yourself to take one mindful breath.

e Locate your anchor body. What can you use as your anchor and to return to easily
at intervals during the day? Take your pick, breath part of the body, a silent word,
and try and anchor yourselves at various points throughout the day.

e If you work in an office, maybe download the mindfulness bell, and set an alarm
to take a mindful moment at various periods throughout the day, and each time
your mind wanders, bring your attention back to the sound of the bell.

e If you have difficulty sleeping, try doing a short body scan where you systemati-
cally bring your awareness to your body working all the way up from your feet.

e Try to bring awareness to your breath, and take three deep in-breathes and count
for three slow breaths.

e Mindful eating and drinking. Try having the first bite of your food at each meal
of the day when you become aware of the colour and texture of your food. Try
and begin to eat slower and savour your food.

e Be with your experiences pleasant or unpleasant in an accepting way during
the day.

e If you catch yourself ruminating or problem solving, let it go and bring your
attention to the present moment.

13.12 Conclusion

In this chapter, mindfulness, compassion and self-compassion have been explored.
The practice of mindfulness and self-compassion has been presented with some
practical exercises that you choose to practise to allow you to experience for your-
self the effects of the practice. Mindfulness is a rich spiritual concept, and it can be
difficult to transfer this into a standardised framework for testing and advising
people to take on board and practice. It can sometimes too difficult to take on
something else on an already packed schedule; however Gilbert [25] suggests that
we all need compassion training as life is difficult.
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Over the last two decades, scientific research has documented the long-term
effects of meditation practice on the brain and on our behaviours. It is possible to
develop and cultivate qualities such as attention, emotional balance, altruism and
inner peace. Short periods of meditation can include reduced stress levels and reduc-
tion in anxiety and in vulnerability to pain and reduce the tendency towards anxiety
and depression and anger as well as strengthening our attention, immune system
and our general wellbeing. We all possess the potential to find inner peace and con-
tribute to the welfare of others.

Meditation can contribute to enable us to live a balanced life, rich in meaning.
Mindfulness practice can open us to a rich source of information [9]. The research
evidence and neuroscience have been presented that gives weight to these practices.
You are invited to try to practice mindfulness and compassion training by trying to
live in the moment, notice what is happening and make choices about how you
respond to your experience rather than being driven by habitual reactions. As a
result of loving and accepting yourself a little bit more, you will improve your rela-
tionships with yourself and others, and start to become a more compassionate and
happier human being. Mindfulness practice is suitable for all ages from the very
young to the older person.
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