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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.

W. McSherry et al.
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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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•	 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.

•	 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.

Table 3.2  Feedback on activity

Informal spiritual assessment

So
ci

al
 n

ee
ds

Blood pressure, pulse, respiration rate , blood glucose, ECG

M
ental capacity

Neurological assessment, Glasgow coma scale
Washing, dressing, continence, eating and drinking
Psychological assessment
Past medical history
Formal spiritual assessment, full documented assessment
Mobility
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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	 �An Integrated 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.

W. McSherry et al.
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The Ross & McSherry 2 Question Spiritual/Holistic Assessment Model (2Q-SAM)

Care encounters between nurse and patient during a typical shift

Environmental factors
impacting on care
encounter:
• pre-occupation with
  physical care
• lack of time
• lack of peace, quiet,
  privacy

Nurse Patient

Nurse as person
• own spirituality

• own beliefs / values
• perception of spirituality/

• spiritual care
• sensitivity

Nurse as professional

Patient as person
• own spirituality

• own beliefs / values
Patient as patient

with all their
needs (physical, social,
psychological, spiritual)

Art

Self-awareness
Sensitivity

Communication
Person-centred

Work in process
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Indicators
Outcomes

Science
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Care encounter 1
Q1 What’s most
important to you
right now?
Q2 How can we
help?

Care encounter 2
Q1 What’s most
important to you
right now?
Q2 How can we
help?

Care encounter 3
Q1 What’s most
important to you
right now?
Q2 How can we
help?

Spiritual
need identified
(what’s most
important now)

Physical
need identified
(what’s most
important now)

Psycho-social
need identified
(what’s most
important now)

Spiritual
Physical

Psychological
Social

Physical
Spiritual

Psychological
Social

Psychological
Social

Spiritual
Physical

C
are during a typical shift is:
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Getting the balance right

© University of South Wales 2018

Potential
conflict

Patient related factors
affecting communication
e.g. dementia, unconscio
-usness, incapacity for
other reasons such
as medication

• Potential for best outcome
• Needs & care documented using normal processes

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 (art) 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 “I 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:	 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

Morals and values: e.g.	 ‘…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

Connection with the self:	 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

Connection with others:	 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

Connection with the transcendent:	 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…’. Pt 5

They also said that what helped them to cope with university life (‘how can we 
help’ question) included:
Religious and non-religious coping:	 e.g. ‘…meditation is a big one that helps me 

to cope massively…if I’m just feeling 
stressed I’ll do it because…it just helps me 
to calm down it just, makes my mind a lot 
clearer…’. Pt 8

Comfort—in an afterlife:	 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.

•	 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.

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