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outline	an	understanding	of	spiritual	care	as	a	process	involving	a	number	of	organically	linked	phases:	(1)	the	identification	of	spiritual	needs	and	resources,	(2)	understanding	the	patients	specific	needs,	(3)	developing	the	individual	spiritual	care	treatment	plan,	hereunder	involving	the	relevant	healthcare/spiritual	care	professionals,	(4)	the
provision	of	spiritual	care,	and	(5)	evaluating	the	spiritual	care	provided.	The	focus	on	spiritual	care	in	healthcare	research	has	increased	throughout	the	past	decades,	showing	that	existential,	spiritual,	and/or	religious	considerations	and	needs	increase	with	life-threatening	illness,	that	these	needs	intensify	with	the	severity	of	disease	and	with	the
prospect	of	death.	Furthermore,	research	has	shown	that	spiritual	care	increases	quality	of	life,	but	also	that	failing	to	provide	spiritual	care	leads	to	increased	chance	of	depression	and	lowered	health	conditions.	The	World	Health	Organization	accordingly	emphasizes	that	providing	spiritual	care	is	vital	for	enhancing	quality-of-life.	Looking	at
spiritual	care	as	a	process	suggests	that	working	within	a	defined	conceptual	framework	for	providing	spiritual	care,	is	a	recommendable	default	position	for	any	institution	where	spiritual	care	is	part	of	the	daily	work	and	routines.	This	so,	especially	because	looking	at	spiritual	care	as	a	process	highlights	that	moving	from	identifying	spiritual	needs
in	a	patient	to	the	actual	provision	of	spiritual	care,	involves	deliberate	and	considered	actions	and	interventions	that	take	into	account	the	specific	cultural	and	ontological	grounding	of	the	patient	as	well	as	the	appropriate	persons	to	provide	the	spiritual	care.	By	presenting	spiritual	care	as	a	process,	we	hope	to	inspire	and	to	contribute	to	the
international	development	of	spiritual	care,	by	enabling	sharing	experiences	and	best-practices	internationally	and	cross-culturally.	This	so	to	better	approach	the	practical	and	daily	dimensions	of	spiritual	care,	to	better	address	and	consider	the	individual	patients	specific	spiritual	needs,	be	they	secular,	spiritual	and/or	religious.	In	the	final	instance,
spiritual	care	has	only	one	ambition;	to	help	the	individual	human	being	through	crisis.Keywords:	spiritual	care,	meaning-making,	ontological	grounding,	secular,	spiritual,	religiousSpiritual	care	is	an	important	aspect	of	patient	centered	care	and	in	healthcare	research	the	focus	on	spiritual	care	has	been	growing	through	the	past	decades	(Cadge	and
Bandini,	2015;	Gijsberts	et	al.,	2019;	Harrad	et	al.,	2019).	In	Geriatrics,	for	instance,	research	has	found	that	spirituality	and	religion	is	supportive	of	health	and	well-being	in	old	age	(Rykkje	et	al.,	2013)	and	that	older	people	going	through	illness	or	approaching	death	are	in	high	risk	of	experiencing	a	spiritual	crisis	(Wiltjer,	2019).	Research	has	also
shown,	however,	that	spiritual	needs	are	often	overlooked	in	healthcare	in	general	and	that	spiritual	care	is	difficult	to	integrate	as	part	of	daily	care	and	disease	management	(Assing	Hvidt	et	al.,	2017a;	Straner	et	al.,	2019).	The	World	Health	Organization	thus	emphasizes	that	providing	spiritual	care	is	vital	for	enhancing	quality-of-life	and	should	be
included	in	treatment	(Group,	1994).	The	Joint	Commission	on	Accreditation	of	Healthcare	Organizations	(JCAHO)	in	the	United	States	has	stipulated	that	spiritual	care	should	be	included	in	medical	and	nursing	education	(Hodge,	2006),	just	as	countries	in	Europe	have	included	spiritual	care	in	the	curriculum	in	medical	training	(Taverna	et	al.,	2019;
Viftrup	et	al.,	2021).Providing	spiritual	care	in	a	global,	culturally	entwined,	and	pluralistic	world	(Taylor,	2007;	Berger,	2014)	is	complicated,	as	providers	have	to	be	sensitive	to	the	potential	variance	in	the	secular,	spiritual,	and	religious	meaning	orientations	of	their	patients	(Ghorbani	et	al.,	2021).	A	wide	range	of	interventions	have	been
developed	in	the	area	of	spiritual	care,	but	research	shows	that	these	interventions	are	often	developed	as	stand-alone	instruments,	such	as	for	instance	questionnaires	or	interview	guides	assessing	spiritual	needs	(Damberg	Nissen	et	al.,	2020),	and	do	not	approach	spiritual	care	as	an	ongoing	and	integrated	part	of	patientcare.	One	of	the	reasons	for
this	is	that	spiritual	needs	are	always	individual,	and	how	spiritual	care	is	provided	depends	on	these	specific	needs,	but	also	on	the	relationship	between	patient	and	provider(s)	(Moudatsou	et	al.,	2020).	Therefore,	it	often	falls	on	the	individual	healthcare	professional	(HCP)	to	incorporate	spiritual	care	in	day-to-day	care,	and	combined	with	ethical
and	cultural	considerations,	professional	and	personal	boundaries,	lack	of	time	and	resources,	and	so	on,	it	is	understandable	that	HCPs	often	find	it	challenging	to	include	spiritual	care	in	daily	care	(Assing	Hvidt	et	al.,	2017a;	Damberg	Nissen	et	al.,	2018;	Tefilo	et	al.,	2019;	Moudatsou	et	al.,	2020).	This	leads	to	a	situation	where	the	provision	of
spiritual	care	is	in	risk	of	becoming	an	auto-didact	and	ad	hoc	solution,	arbitrarily	implemented,	or	marginalized	altogether	(Hvidt	et	al.,	2016;	Austin	et	al.,	2018).	As	an	approach	to	address	and	overcome	these	difficulties,	we	argue	that	spiritual	care	should	be	regarded	as	a	process.The	aim	of	this	article	is	to	illustrate	and	outline	an	understanding
of	spiritual	care	as	a	process	involving	a	number	of	organically	linked	phases:	(1)	the	identification	of	spiritual	needs	and	resources,	(2)	understanding	the	patients	specific	needs,	(3)	developing	an	individual	spiritual	care	treatment	plan	(hereunder	involving	the	relevant	healthcare/spiritual	care	professionals),	(4)	the	provision	of	spiritual	care,	and
(5)	evaluating	the	spiritual	care	provided.Every	local	context,	patient,	and	provision	of	spiritual	care	is	unique,	and	we	need	to	appreciate	this.	However,	we	also	need	to	appreciate	the	need	for	international	research	and	exchange	of	knowledge	and	experience,	to	further	the	development	of	spiritual	care.	Therefore,	the	aim	is	not	to	present	a	spiritual
care	intervention	per	se,	but	an	understanding	of	spiritual	care	as	a	structured	process,	that	will	enable	both	the	local	development	and	provision	of	spiritual	care	and	the	international	exchange	of	practice	and	experience.Positing	spiritual	care	as	a	process	brings	to	attention	that	spiritual	care	instruments	and	interventions	are	often	focused	on
specific	aspects	of	spiritual	care,	but	also	that	combining	existing	instruments	in	a	spiritual	care	treatment	plan	is	possible	and	can	be	a	beneficial	approach	to	providing	spiritual	care	(Damberg	Nissen	et	al.,	2020;	Nissen	and	Hvidt,	2021).	It	also	brings	to	attention	that	work	is	needed	in	the	area	of	developing	and	training	for	providing	spiritual	care.
This	work	is	already	commencing,	as	reflected	in	the	work	of	the	WHO	and	JCAHO	mentioned	above,	but	also	in	spiritual	care	training	programs,	such	as	the	Interprofessional	Spiritual	Care	Education	Curriculum,	developed	at	the	George	Washington	School	of	Medicine	&	Health	Sciences	(Bandini	et	al.,	2018;	Puchalski	et	al.,	2020).In	this	article,	the
primary	healthcare	area	is	Geriatrics,	old	age/late	life.	However,	spiritual	care	is	part	of	many	healthcare	areas	and	as	such,	looking	at	spiritual	care	as	a	process	is	relevant	for	any	healthcare	area	where	spiritual	care	is	part	of	daily	practice,	such	as	palliative	care	(Gijsberts	et	al.,	2019),	oncology	(Conway,	2010),	orthopedic	(Clark,	1997),	or	around
childbirth	(Crowther	and	Hall,	2015).	It	should	also	be	mentioned	that	understanding	patientcare	as	a	process	in	general	is	well-established	and	includes	processes	similar	to	what	we	suggest	here,	such	as	assessment,	development	of	care	plan,	and	provision	of	and	follow-up	on	such	care	(Bergman	et	al.,	2011;	T.	L.	C.,	2019).	Nevertheless,	research
has	shown	that	when	it	comes	to	spiritual	care,	the	provision	of	spiritual	care	is	often	arbitrary,	auto-didact,	and	linked	to	personal	values	(Hvidt	et	al.,	2016;	Austin	et	al.,	2018).Spiritual	care	is	further	complicated	by	the	concept	spiritual,	which	has	(so	far)	defied	unified	international	definitions,	just	as	the	relation	between	spirituality	and	health
needs	to	be	better	understood	(Delgado,	2005;	Hvidt	et	al.,	2021).	A	recent	study	from	Germany	concludes	that	the	concept	spirituality	is	immature	in	the	German	language	(Grabenweger	and	Paal,	2021).	This	illustrates	how	international	understandings	and	discussions	of	spirituality	and	spiritual	care	can	be	difficult	to	incorporate	in	local	vernacular
understandings	of	how	to	approach	the	patient	in	relation	to	the	individual	patients	spiritual	needs	and	resources	(Daaleman,	2012;	Caldeira	et	al.,	2013).As	a	way	to	address	this	and	the	complexity	of	a	culturally	entwined	and	pluralistic	world,	we	introduce	the	concept	ontological	grounding,	inspired	partly	by	Giddens	(2018)	concept	ontological
security	and	partly	by	Holbraad	and	Madsens	ontological	turn	(Holbraad,	2017).	Through	this,	we	hope	to	contribute	with	an	understanding	of	spiritual	care	that	will	enable	clinical	practice,	palliative	care,	oncology,	geriatrics,	and	other	healthcare	areas,	to	approach	spiritual	care	in	a	systematic	way,	sensitive	to	the	secular	and	pluralistic	character
of	a	culturally	entwined	world,	and	thereby	also	to	contribute	to	the	continuing	international	development	of	spiritual	care.In	our	conceptualization	of	spiritual	care,	we	focus	on	secular,	spiritual	and	religious	existential	orientations,	needs,	and	resources	in	connection	with	illness	and	crisis.	This	understanding	is	aimed	at	capturing	the	potential	width
of	the	individual	patient	in	relation	to	the	ontological	grounding	(la	Cour	and	Hvidt,	2010;	Nolan,	2011;	Hvidt	et	al.,	2020,	2021).In	the	following,	we	outline	the	process	of	spiritual	care	as	a	local	undertaking	in	a	culturally	entwined	and	pluralistic	world.	We	introduce	the	ontological	grounding	and	the	Meaning-Making	Matrix,	as	a	way	to	approach
the	individual	patient,	sensitive	to	the	individual	patients	specific	secular/spiritual/religious,	and	cultural	existential	orientation	(la	Cour	and	Hvidt,	2010;	Nissen,	2019).	Hereafter,	we	outline	and	discuss	the	process	of	spiritual	care,	exemplified	by	instruments	working	in	the	different	phases	of	the	process.	The	examples	in	the	discussion	are	drawn
from	the	Catalogue	of	Spiritual	Care	Instruments	(Damberg	Nissen	et	al.,	2020).A	central	aspect	in	the	following	understanding	and	discussion	of	spiritual	care	as	a	process	is	that	we	entertain	an	understanding	of	the	world	as	culturally	entwined	and	pluralistic	(Taylor,	2007;	Mignolo,	2011;	Berger,	2014),	in	the	sense	that	secular,	spiritual,	and
religious	people	live	entwined	in	a	surrounding	cultural	context;	they	are	neighbors,	they	are	colleagues,	they	commute,	and	sit	next	to	each	other	on	the	bus	and	the	train,	and	they	use	the	same	healthcare	systems.	However,	they	do	not	necessarily	know	anything	about	each	other.	They	dont	know	whether	the	person	sitting	next	to	them	on	the	bus
is	happily	married,	just	got	promoted,	or	is	in	deep	existential	crisis,	because	of	a	tumor	just	being	diagnosed	as	terminal.	The	physician,	the	nurse,	the	chaplain,	the	relative,	the	friend,	or	whoever	this	person	may	be	on	the	way	to	for	counsel	and	help,	do	not	have	access	to	the	innermost	thoughts	and	feelings	of	this	person,	not	for	all	the	empathy	in
the	world.	However,	and	despite	this	level	of	separateness	from	each	other,	we	are	also	connected	through	our	shared	humanity,	offering	us	the	social	contexts	that	influence	who	we	are,	giving	us	ontological	security	(Giddens,	2018),	enabling	the	empathy	we	need	to	understand	and	support	each	other,	indeed	for	providing	spiritual	care.	This	is	what
we	argue	as	the	ontological	grounding	of	the	individual,	the	parts	of	the	individual	that	others	do	not	have	access	to	and	cannot	know,	and	the	empathetic	ability	of	us	to	understand	each	other	despite	these	limitations.In	a	culturally	entwined	and	pluralistic	world,	an	existential	orientation,	be	it	secular,	spiritual,	or	religious,	is	a	conscious	choice	for
some	and	not	so	for	others	(Taylor,	2007).	For	some	it	is	irrelevant,	for	others	it	is	the	Archimedean	point	around	which	everything	else	revolves	(Damberg	Nissen	et	al.,	2018).	However,	when	faced	with	life-threatening	illness	these	existential	questions	have	a	strong	tendency	to	surface	(Hvidt	et	al.,	2017,	2019).	A	religious	person	may	draw	from
his/her	religiosity	the	mental,	physical,	or	social	strength	to	cope	with	a	life-threatening	diagnose,	but	the	same	religiosity	can	also	lead	to	a	complete	collapse	in	meaning,	followed	by	doubt,	guilt,	anger,	depression,	even	suicide.	Similarly,	a	secular	person	faced	with	a	life-threatening	diagnosis	may	draw	from	this	secular	orientation	the	strength	to
either	cope	with	the	situation	or	experience	a	collapse	in	meaning	and	find	him	or	herself	on	the	brink	of	depression	or	worse	(Moestrup	and	Hvidt,	2016;	Hvidt	et	al.,	2017).	If	spiritual	care	is	to	be	patient	centered	and	patient	empowering,	it	is	necessary	to	ascertain	an	understanding	of	the	patients	ontological	grounding,	in	order	to	understand	from
which	aspects	(secular,	spiritual,	religious)	and	to	what	degree	the	meaning-making	process	is	stable	or	has	collapsed.	This	also	calls	for	an	appreciation	of	whether	the	needs	are	of	a	cognitive	or	practical	kind,	to	differentiate	and	plan	the	spiritual	care	accordingly.In	order	to	empower	local	understandings	and	to	enable	cross-cultural	exchange	of
knowledge	and	experience,	it	is	pivotal	to	engage	the	three	central	concepts;	secular,	spiritual,	religious,	as	Western	constructs	with	varied	meaning,	connotations,	and	importance	in	different	contexts,	international,	local	vernacular,	and	individual	levels	(Mignolo,	2011;	Bowman,	2014).	This	shows	us	the	limits	of	the	concepts	we	use	and	the
difficulties	of	using	them	cross-culturally,	where	especially	the	concept	spiritual	lacks	international	consensus,	definition,	and	even	usability,	which	again	makes	it	even	harder	to	define	what	spiritual	care	is.	It	is	depending	on	the	local	context.	Following	this,	it	might	seem	artificial	and	even	counterproductive	to	separate	human	meaning-making
processes	into	the	existential	domains	secular,	spiritual,	religious,	even	more	so	as	patients	may	think	about	existence	in	secular,	spiritual,	religious	terms	simultaneously,	or	move	between	them	and	place	different	importance	in	them	at	different	times	(Berger,	2014;	Johannesen-Henry	CaI,	2019).	Thus,	the	domains	may	be	entwined	(la	Cour	and
Hvidt,	2010).	These	are	the	concepts	we	have;	these	are	our	limitations.	However,	precisely	by	engaging	these	concepts	actively	we	highlight	that	the	human	worlds	we	try	to	capture	through	these	concepts	and	models	do	not	easily	render	themselves	to	such	constructs	(Descola,	2014;	Holbraad,	2017),	which	is	an	important	aspect,	when	attempting
to	approach	a	patients	ontological	grounding.By	attempting	to	reach	an	understanding	of	a	patients	ontological	grounding,	we	highlight	that	even	though	some	things	lie	outside	of	our	reach,	this	does	not	mean	that	we	should	not	attempt	to	reach	an	understanding	and	therethrough	an	appreciation	of	them.	To	some	extent,	this	will	enable	us	to
transgress	the	concepts	secular,	spiritual,	religious,	and	therethrough	better	identify	the	character	of	the	identified	spiritual	needs	and	to	develop	the	appropriate	approach	to	providing	spiritual	care.Figure	1	illustrates	the	ontological	grounding	of	the	individual	differentiated	in	three	spheres	of	relevance	(Berger,	2016):	secular,	spiritual,	and
religious.	The	Surrounding	(cultural)	context	signifies	the	context	in	which	the	individual	lives,	such	as	for	instance	Canada,	Denmark,	Germany,	etc.	The	underlying	Relevance	Spheres	and	Secular	context,	Spiritual	context,	Religious	context,	mention	some	of	the	significant	influencers	on	the	ontological	grounding	of	the	individual.	These	may	differ
from	the	surrounding	(cultural)	context	in	the	sense	that	the	surrounding	(cultural)	context	is	biased,	promoting	certain	things	while	discouraging	others;	there	are	no	value	free	settings	(Krup	et	al.,	2020).	In	a	healthcare	context	this	could	for	example	be	promoting	exercise	while	discouraging	smoking.	The	relevance	spheres	may	or	may	not	agree
with	this,	and	the	individual	makes	up	his/her	own	mind,	so	to	speak.	As	illustrated	by	the	identical	content	of	the	three	boxes	individuals	are	naturally	influenced	by	similar	influencers	that	comes	from	learning	a	specific	language,	living	in	a	specific	family	with	a	specific	history	and	economy	and	so	on,	while	also	highlighting	that	even	though	these
influencers	are	similar,	the	individuals	are	still	unique.	The	arrows	between	the	boxes	illustrate	that	an	individual	is	likely	to	move	between	the	spheres	depending	on	context.	As	Peter	Berger	argued,	people	most	often	have	no	problem	with	moving	between	relevance	spheres	and	can	quite	easily	differentiate	between	when	it	is	time	to	be	(act)
secular	and	when	it	is	time	to	be	(act)	religious	(Berger,	2014,	2015).	However,	in	the	context	of	secular	healthcare	this	might	not	be	so	easy,	as	the	patient	consulting	the	physician	(in	a	secular	setting)	is	informed	by	the	surrounding	cultural	context	that	this	is	not	the	time,	nor	the	place,	to	talk	about	spiritual	pains	and	needs,	and	thereby	the
patient	may	marginalize	his/her	spiritual	needs,	and	resources	for	that	matter.	As	research	has	shown,	the	HCP	may	also	find	it	difficult	and	sometimes	even	irrelevant	to	bring	up	spiritual	needs,	and	thereby	also,	maybe	unintentionally,	marginalize	the	patients	spiritual	needs	(Nissen	et	al.,	2019a).	With	the	words	of	Charles	Taylor,	it	can	be	argued
that	the	existential	orientations	in	contemporary	Western	culture,	be	they	secular,	spiritual	or	religious,	are	cross-pressured	in	a	figurative	force-field,	they	are	continuously	contested	by	the	presence	of	each	other	and	work	upon	each	other	as	interior	pressures	or	forces,	thereby	fragilizing	each	other	(Taylor,	2007).	For	healthcare,	this	may	explain
why	it	is	difficult	to	approach	existential	orientations	due	to	the	presence	of	barrier	pressures	(the	bias	of	the	surrounding	(cultural)	context)	of,	for	instance,	ethics,	professional	boundaries,	and	scientific	discourse,	that	are	countered	by	facilitating	pressures	of,	for	instance,	compassion	and	sense	of	a	patients	spiritual	needs	(Damberg	Nissen	et	al.,
2018).	These	types	of	barriers	and	facilitators	work	against	each	other	in	the	clinic	and	constitute	the	force	field	of	opposing	cross-pressures	(barriers	and	facilitators)	that	HCPs	need	to	engage	in	the	encounter	with	each	new	patient.	The	ontological	grounding.Figure	1	thus	illustrates	the	surrounding	(cultural)	context	and	relevance	spheres	as
significant	influencers	on	the	ontological	grounding	of	the	individual,	yet	every	individual	is	physically	and	mentally	separated	from	everyone	else.	We	are	semantically	situated	in	relation	to	each	other	through	the	surrounding	(cultural)	context	and	relevance	spheres	and	therefore	we	have	similar	understandings	of	the	world,	but	we	are	not	the	same.
We	do	not	have	access	to	the	inner	life	of	each	other.	In	the	final	instance,	the	ontological	grounding	of	the	individual	is	unique.We	argue	that	an	attempt	at	understanding	of	the	ontological	grounding	of	the	individual	patient	is	necessary,	even	imperative,	for	providing	spiritual	care	in	a	culturally	entwined	and	pluralistic	world.	How	to	approach	the
patient	and	provide	spiritual	care	from	this	understanding	is	not	easily	put	into	formulae	or	practice.	However,	being	explicit	and	proactive	about	it	and	approaching	an	understanding	of	the	patient	from	this	perspective,	will	enable	more	explicit	and	inclusive	reflections	in	relation	to	the	individual,	and	help	the	HCP	gage	from	which	perspectives	and
to	what	degree	the	existential	meaning-making	of	the	individual	patient	has	collapsed.	From	here	the	HCP	will	be	in	a	better	position	to	develop	a	spiritual	care	treatment	plan	that	is	sensitive	to	the	ontological	grounding,	appropriate,	inclusive,	empowering,	and,	not	the	least,	recognizable	to	the	patient.Where	Figure	1	illustrates	the	ontological
grounding	of	the	patient,	Figure	2,	the	Meaning-Making	Matrix	(MMM),	inspired	by	la	Cour	and	Hvidt	(2010),	sets	this	in	relation	to	three	central	aspects	of	meaning-making:	Knowing,	Doing,	and	Being.	The	secular,	spiritual,	and	religious	components	are	here	differentiated	in	relation	to	these	aspects.	The	MMM	enables	the	HCP	to	explicitly	reflect
upon	the	patients	ontological	grounding	and	what	existential	orientations	the	patient	draws	upon	and	on	that	basis	to	locate	what	kind	of	interventions	are	needed	to	support	coping	through	these	orientations	and	to	offer	adequate	and	sensitive	spiritual	care.	In	this	way	the	MMM	facilitates	the	HCP	in	understanding	the	patient,	thereby	making	it
easier	to	address	the	area	ethically,	sensitively,	and	appropriately.	The	content	of	the	boxes	is	similar	to	each	other,	only	the	frames	secular,	spiritual,	religious	change,	in	order	to	illustrate	that	the	needs	are,	or	may	be,	similar	but	that	they	are	understood	by	the	individual	from	different	perspectives.	Approaching	the	ontological	grounding	of	the
patient	through	the	MMM	will	also	enable	an	understanding	of	what	aspects	are	important	to	the	patient	(relational,	individual,	embodied,	verbal)	(Viftrup	et	al.,	2021),	and	finally,	it	will	give	an	idea	of	who	should	be	involved	in	providing	spiritual	care;	nurse,	physician,	social	worker,	chaplain,	relative,	etc.	The	Meaning-Making	Matrix.	Example:
Through	a	spiritual	needs	assessment	a	patient	is	identified	as	a	practicing	catholic	and	is	expressing	a	need	to	go	to	Mass,	marked	above	by	(1).	The	patient	is	also	expressing	a	need	to	reconcile	with	an	old	friend	and	a	need	for	talking	with	family	about	their	financial	situation,	marked	above	by	2	and	3.	This	would	lead	to	considering	the	following
interventions:	Organizing	participation	in	a	Mass,	a	visit	by	the	old	friend,	and	a	visit	by	the	family.	However,	all	3	interventions	need	to	be	reflected	through	the	understanding	of	the	patients	ontological	grounding	and	physical/mental	condition:	Is	the	patient	physically	capable	of	going	to	Mass	and	if	not,	what	alternatives	are	there?	Who	is	the	friend
and	what	is	their	history,	is	the	patient	in	a	mental	condition	to	reach	reconciliation	or	will	such	a	meeting	lead	to	further	distress?	Is	the	patient	mentally	capable	of	addressing	financial	issues	and	what	are	these	issues,	and	will	it	lead	to	further	distress?	This	leads	to	ethical	considerations	about	how	to	approach	the	situation	and	who	to	involve;	just
as	further	interventions	could	be	considered	and	leading	to	the	development	of	the	spiritual	care	treatment	plan.As	will	be	exemplified	below,	this	attempt	at	understanding	the	patient	in	relation	to	the	MMM	can	be	done	in	many	ways,	using	questionnaires,	through	daily	interactions	and	conversation,	through	the	involvement	of	relatives	or	friends,
etc.	Essential	is	that	the	specificity	of	the	needs	is	determined,	i.e.,	whether	they	are	of	mainly	secular,	spiritual,	or	religious	nature,	whether	they	are	of	a	cognitive,	practical,	or	emotional	kind,	if	they	are	interwoven,	and	how	important	various	aspects	are	to	the	patient	at	various	times.	Can	the	needs	be	addressed	through	daily	interaction	and
conversation	with	the	nurse?	Does	the	patient	want	to	interact	with	peers,	to	have	physical	contact,	listen	to	music?	Or	is	the	patient	in	such	distress	that	a	psychiatrist,	psychologist,	or	chaplain	is	needed?	Maybe	it	is	a	question	of	making	peace	with	a	higher	being	or	participating	in	spiritual	or	religious	rituals	or	other	kinds	of	activities,	in	which
case	a	chaplain	or	religious	community	may	be	needed.	Maybe	it	is	a	combination	of	the	above?	Understanding	the	patient	in	relation	to	the	MMM	will	assist	in	clarifying	these	questions	and	assist	in	identifying	specific	approaches	relevant/suitable	for	the	individual	patient.	In	everyday	practice	this	is	likely	to	take	place	as	the	HCP	is	getting	to	know
a	patient	as	part	of	relationship-building.	In	this	way	the	MMM	is	an	explicit	area	of	focus	in	the	process	of	spiritual	care,	initiated	when	meeting	the	patient	and	an	integrated	part	of	the	spiritual	care	treatment	plan	(phase	3	in	the	process	of	spiritual	care).We	realize,	that	using	the	constructs	secular,	spiritual,	and	religious	is	already	assuming
something	on	behalf	of	the	patient,	namely	that	the	ontological	grounding	and	the	MMM	can	be	understood	and	accessed	through	these	constructs.	This	is	a	bias	and	a	limitation.	However,	by	making	these	reflections	explicit,	we	may	reveal	our	potential	bias	and	challenge	our	own	understandings,	and	thereby	reach	a	better	understanding	of	the
patient	(Holbraad,	2017;	Nissen	et	al.,	2019b).	Is	this	pushing	the	endeavor	to	far,	is	it	complicating	things	more	than	need	be?	As	we	have	argued,	we	find	it	necessary,	in	an	individualized,	culturally	entwined,	and	pluralistic	world,	in	order	to	gain	an	understanding	of	the	patient	that	is	recognizable	to	both	patient	and	HCP,	and	from	there	to	identify
the	appropriate	actions,	and	develop	the	spiritual	care	treatment	plan.In	the	following	we	will	outline	the	process	of	spiritual	care	and	then	commence	to	a	discussion	of	the	process,	exemplified	by	instruments/interventions	focused	on	the	different	phases.	The	examples	in	the	discussion	have	been	drawn	from	the	Catalogue	of	Spiritual	Care
Instruments	(Damberg	Nissen	et	al.,	2020).Figure	3	illustrates	the	process	of	spiritual	care	as	spanning	5	phases.	The	four	boxes	below	the	phases	illustrate	what	kinds	of	instruments/interventions	can	be	applied.	The	etc.	has	been	included	to	illustrate	that	other	possibilities	exist.	The	Process	of	Spiritual	Care.The	process	of	spiritual	care	is
illustrated	as	starting	by	identifying	spiritual	needs.	Phase	1	is	then	combined	with	phase	2	the	MMM,	which	leads	to	phase	3	developing	the	spiritual	care	treatment	plan	and	locating	the	relevant	HCPs	to	be	involved.	Phase	4	is	then	the	actual	provision	of	spiritual	care.	Phase	5	is	the	evaluation	that	should	take	place	to	ensure	that	the	spiritual	care
provided	is	living	up	to	expectations.	The	arrow	going	from	phase	5:	Evaluation	and	back	to	the	previous	phases	illustrates	that	spiritual	care	should	be	continuously	evaluated	and	the	spiritual	care	treatment	plan	adjusted	according	to	the	findings	of	the	evaluation.In	the	following	we	have	focused	on	the	identification	of	spiritual	needs.	However,	a
similar	approach	can	be	taken	in	relation	to	spiritual	resources.	How	are	spiritual	needs	identified?	They	can	be	identified	as	part	of	the	daily	interaction	between	patient	and	HCP,	through	conversation	or	observation,	this	will	be	addressed	below.	First,	we	address	the	explicit	assessment	as	an	approach.	The	Catalogue	of	Spiritual	Care	Instruments
locates	132	questionnaires	within	the	field	of	spiritual	care.	Not	all	of	these	are	spiritual	needs	assessment	questionnaires	but	a	recent	overview,	which	was	based	on	the	Catalogue	of	Spiritual	Care	Instruments,	included	22	questionnaires	aimed	at	assessing	spiritual	needs	or	spiritual	distress	(Nissen	and	Hvidt,	2021).	These	spiritual	needs
assessment	questionnaires	were	developed	in	different	national	and	cultural	contexts,	reflecting	the	international	attention	on	spiritual	needs	and	spiritual	care,	but	also	reflecting	local	contextual	differences	in	the	way	the	questions	are	formulated.	They	span	from	containing	strictly	secular	questions,	such	as	the	Psychosocial	and	Spiritual	Needs
Evaluation	scale	from	Spain	(Mateo-Ortega	et	al.,	2019),	the	Existential	Distress	Scale	from	Canada	(Lo	et	al.,	2017),	and	the	Spirit	8	from	South	Africa	and	Uganda	(Selman	et	al.,	2012),	to	questionnaires	that	include	explicit	questions	in	relation	to	spirituality	or	religiosity,	such	as	the	Geriatric	Spiritual	Well-being	Scale	from	the	United	States
(Dunn,	2008),	the	Holistic	Health	Status	Questionnaire	from	Hong	Kong	(Chan	et	al.,	2016)	and	the	Spiritual	Distress	Scale	from	Taiwan	(Ku	et	al.,	2010),	while	others	have	been	developed	in	a	religious	setting	such	as	the	Elder	Spiritual	Health	Scale	from	Iran	(Ajamzibad	et	al.,	2018),	the	Spiritual	Care	Needs	Scale	from	Turkey	(Otuzoglu,	2019)	and
the	Mature	Religiosity	Scale	from	Netherlands	(Vries-Schot	and	Uden,	2012).	The	Thai	Spiritual	Well-being	Assessment	Tool	for	Elders	with	Chronic	Illnesses	from	Thailand	(Unsanit	et	al.,	2012),	is	an	example	of	an	assessment	instrument	developed	in	a	pluralist	religious	setting	(Buddhist,	Islam,	Christian)	and	containing	no	explicit	references	to
religion	(only	one	reference	to	Dharma).	In	the	area	of	assessing	spiritual	needs	and	resources	in	the	elderly,	the	Catalogue	of	Spiritual	Care	Instruments	also	mentions	the	JAREL	Spiritual	Well-Being	Scale	from	the	United	States	(Hungelmann	et	al.,	1996)	and	the	Spiritual	Distress	Assessment	Tool	from	Switzerland	(Monod	et	al.,	2015).The	Spiritual
Needs	Questionnaire	from	Germany	(Bssing	et	al.,	2010)	is	likely	to	be	the	most	widely	distributed	spiritual	needs	assessment	instrument	and	has	been	translated,	validated,	and	implemented	in	at	least	18	countries	(Damberg	Nissen	et	al.,	2020).Spiritual	needs	may	also	surface	in	the	day-to-day	interaction	between	patient	and	HCP.	As	such,
identifying	spiritual	needs	becomes	part	of	the	relationship	between	patient,	HCP,	and	other	involved	parties	such	as	relatives	and	friends.	From	this	perspective	spiritual	needs	are	not	necessarily	identified	when	the	patient	is	diagnosed	or	hospitalized,	but	becomes	part	of	relationship-building	between	patient	and	HCP	(Steenfeldt,	2019),	and
thereby	partly	dependent	on	both	the	empathy	of	the	HCP	and	the	willingness	of	the	HCP	to	engage	in	this	work.	To	approach	spiritual	needs	through	daily	interaction	with	the	patient,	underlines	the	need	for	spiritual	care	to	be	included	in	the	curriculum,	and	the	necessity	of	this	has	increasingly	come	into	focus	during	the	past	decades.	In	an
international	context	this	also	needs	to	be	furthered	by	the	concept	spirituality	to	be	continuously	addressed	and	discussed	in	research,	as	the	concept	has	so	many	different	connotations	and	meanings,	as	an	aspect	of	being	human	and	as	a	concept	in	healthcare	(Hvidt	et	al.,	2020).	The	Spiritual	Assessment	in	Aging	from	the	United	Kingdom	(Nelson-
Becker	et	al.,	2007)	was	developed	to	both	prepare	and	guide	clinicians	to	undertake	spiritual	assessment	through	conversation,	identifying	11	domains	in	spirituality	through	which	a	framework	is	assembled	for	spiritual	assessment	with	older	adults.While	identifying	spiritual	needs	and	resources	through	daily	interactions	is	a	sensitive	and	patient
empowering	approach,	it	demands	great	attention,	preparation,	and	education/training	on	behalf	of	the	HCP.	In	highly	secular	contexts	this	might	be	difficult,	as	there	may	be	a	tendency	to	marginalize	spiritual	needs,	as	both	patient	and	HCP	may	find	the	topic	difficult	to	engage,	which	is	partly	influenced	by	the	surrounding	(cultural)	contexts
tendency	to	marginalize	the	area	as	irrelevant,	unimportant,	or	inappropriate.	This	hinders	the	identification	of	spiritual	needs	and	resources,	as	has	been	documented	in	psychiatric	research	(Nissen	et	al.,	2019a).	Nissen	(2019)	outlines	the	privacy	of	religion	argument	as	hindering	spiritual	needs	from	being	identified	in	secular	healthcare,	because
asking	about	spirituality	or	religiosity	is	considered	so	private	that	it	becomes	unethical	to	ask	such	questions	directly.	The	patient	must	bring	it	up	if	spirituality/religiosity	is	to	be	brought	into	conversation.	This	is	supported	by	the	study	on	spiritual	care	in	Danish	hospices	by	Viftrup	et	al.	(2021),	and	also	by	Andersen	et	al.	(2020)	study	on	existential
communication	between	physicians	and	patients	with	chronic	pain	and	multiple	sclerosis.	Being	thus	far	a	purely	theoretical	concept,	it	is	unknown	to	what	extent	the	MMM	will	assist	in	overcoming	difficulties	in	relation	to	existential	communication.	However,	the	MMM	will	initiate	a	conscious	reflection	on	behalf	of	the	HCP	in	relation	to	the
ontological	grounding	of	the	patient,	which	has	the	potential	of	therethrough	making	it	easier	to	address	the	area	ethically,	sensitively,	and	appropriately,	as	it	explicitly	identifies	spiritual	needs	and	resources	as	relevant	in	the	given	(secular)	healthcare	context.The	United	States	Joint	Commission	on	Accreditation	of	Healthcare	Organizations
(JCAHO)	has	developed	a	set	of	guidelines	to	assist	the	HCP	in	assessing	and	identifying	spiritual	needs	through	day-to-day	interaction.	The	guidelines	are	formulated	as	a	series	of	questions	for	the	HCP	to	be	aware	of	when	in	contact	with	the	patient.	The	patient	is	not	necessarily	asked	these	questions	explicit	but	they	enable	the	HCP	to	be	aware	of
areas	where	spiritual	needs	might	surface	(Hodge,	2006).	As	such,	the	JCAHO	guidelines	is	an	example	of	a	way	to	address	phase	1	and	2	in	the	process	of	spiritual	care,	without	presenting	a	stringent	and	predesigned	approach	to	spiritual	care.	Wiltjer	and	Kendall	argue	that	a	spiritual	needs	assessment	should	be	part	of	a	holistic	assessment	of
older	people,	where	the	spiritual	domain	is	seen	as	one	of	five	key	domains	(Wiltjer,	2019).The	nurse	or	social	worker	is	likely	to	be	in	a	good	position	to	both	identify	spiritual	needs	and	resources	and	provide	spiritual	care,	considering	that	relationship	is	a	central	part	of	providing	spiritual	care.	This	is	underlined	by	spiritual	distress	having	been	a
diagnose	in	nursing	in	the	United	States	since	1978	(Hodge,	2006),	and	as	Burkhart	et	al.	(2011)	argues,	spiritual	care	has	always	been	an	integral	part	of	nursing	care.The	general	practitioner,	who	is	often	the	HCP	who	often	knows	the	patient	prior	to	severe	illness,	is	also	in	a	position	to	identify	spiritual	needs	and	resources,	but	is	often	not	in	a
position	to	offer	spiritual	care,	simply	because	of	time	limitation	in	general	practice	(Assing	Hvidt	et	al.,	2017a).	This	does	not	mean	that	spiritual	care	cannot	be	part	of	general	practice.	The	existential	communication	in	general	practice	tool	(EMAP)	from	Denmark,	is	an	example	of	an	instrument	facilitating	communication	about	existential	needs	and
resources	between	general	practitioners	and	patients	with	cancer	(Assing	Hvidt	et	al.,	2017b),	also	functioning	as	a	way	for	the	general	practitioner	to	open	the	topic,	without	transgressing	ethical	or	personal	borders,	thereby	overcoming	the	above-mentioned	privacy	of	religion	argument	and	facilitating	working	with	the	MMM.The	chaplain	is	trained
and	experienced	in	having	existential	conversations	and	in	providing	spiritual	care.	With	the	ambition	of	sharing	this	expertise	with	HCPs,	Fitchett	and	Risk	(2009)	from	the	United	States	developed	the	Religious	Struggle	Screening	Protocol	(RSSP).	The	RSSP	was	developed	in	a	Christian	context	within	chaplaincy,	with	the	intention	of	assisting	non-
chaplain	HCPs	to	identify	patients	in	need	of	spiritual	care.	It	is	a	map	of	action	consisting	of	a	series	of	yes/no	questions	for	the	HCP	to	be	attentive	of	when	talking	with	the	patient	leading	to	different	action	outcomes.	In	the	secular	countries	of	Scandinavia	and	Northern	Europe,	the	chaplain	is	experienced	in	interfaith	dialog	and	is	able	to	provide
spiritual	care	in	different	frameworks	and	address	secular,	spiritual,	and	religious	existential	question	alike	(Nissen	et	al.,	2019b).Once	spiritual	needs	have	been	identified,	it	is	necessary	to	locate	the	nature	of	the	spiritual	needs.	Involving	the	MMM	will	help	to	clarify	whether	the	identified	needs	are	of	a	secular,	spiritual,	or	religious	kind,	whether
there	are	cultural	variances	that	need	be	taken	into	consideration,	and	whether	the	needs	are	of	a	cognitive	or	practical	nature,	or	a	combination	of	this,	as	outlined	above	in	section	The	Ontological	Grounding	and	the	Meaning-Making	Matrix.The	Cultural	Formulation	Interview	(CFI)	from	the	United	States	(Aggarwal	et	al.,	2014)	is	an	example	of	an
approach	that	can	assist	in	understanding	the	patient	through	the	MMM.	The	CFI	is	not	aimed	at	spiritual	care	per	se,	but	it	contains	(culturally)	open	questions	that	will	enable	the	patient	to	reflect	on	the	personal	background	and	context,	and	therethrough	the	HCP	will	be	able	to	get	an	understanding	of	the	patient	in	relation	to	the	MMM.	The
ETHNIC(S)	mnemonic	from	the	United	States	(Kobylarz	et	al.,	2002)	is	another	example	in	relation	to	the	MMM.	The	ETHNIC(S)	mnemonic	was	developed	in	Geriatric	care	as	a	framework	that	practitioners	can	use	in	providing	culturally	appropriate	care	for	the	elderly.As	illustrated	in	Figure	3	we	see	the	MMM	as	interwoven	in	phases	13,	meaning
to	illustrate	that	understanding	the	individual	patients	ontological	grounding	is	essential	for	addressing	the	questions	of	how	to	care	for	the	patient	in	relation	to	the	identified	spiritual	needs,	what	are	the	specifics	of	these	needs,	what	are	the	relevant	interventions,	and	who	are	the	relevant	HCPs	to	be	involved?	These	are	explicit	reflections	to	be
made	in	relation	to	the	individual	patient	and	will	influence	the	HCPs	to	be	involved	in	both	identifying	spiritual	needs	(phase	1),	developing	the	spiritual	care	treatment	plan	(phase	3),	and	who	should	be	involved	in	providing	spiritual	care	(phase	4).Having	identified	spiritual	needs	and	reached	an	understanding	of	these	needs	in	relation	to	the
patients	ontological	grounding,	should	enable	a	point	from	which	to	develop	a	plan	for	the	provision	of	the	spiritual	care.	Who	is	qualified	to	develop	this	plan?	A	chaplain,	a	general	practitioner,	a	psychologist,	a	nurse,	a	relative,	or	is	it	a	joint	effort?	We	propose	that	this	is	a	joint	effort,	as	spiritual	care	is	best	practiced	as	a	teamwork	effort,	and	as
part	of	holistic	and	patient	centered	healthcare	it	could	potentially	involve	all	concerned	parties,	as	an	interprofessional	endeavor	(Puchalski	et	al.,	2006,	2019;	Bandini	et	al.,	2018).	The	particular	spiritual	care	treatment	plan	will	reflect	the	patient	in	relation	to	the	ontological	grounding	and	whether	the	nature	of	the	identified	spiritual	needs	is	of	a
secular,	spiritual,	or	religious	character,	and	whether	the	needs	are	of	a	cognitive,	practical,	or	emotional	kind,	or	a	mix.	The	spiritual	care	treatment	plan	should	reflect	the	interventions	included	and	how	the	actual	provision	of	spiritual	care	should	be	implemented;	who	should	be	involved	to	do	what,	when,	and	where?	The	Spiritual	Assessment	and
Intervention	Model	(Spiritual	Aim)	from	the	United	States	(Shields	et	al.,	2015)	is	an	example	of	such	an	approach.	Shields	and	colleagues	argue	that	if	spiritual	care	is	provided	without	a	plan,	then	the	intervention(s)	may	stray	off	course,	or	simply	remain	within	the	realm	of	a	social	visit	or	random	interactions	with	patients.	While	Spiritual	Aim	is	not
a	spiritual	care	treatment	plane	in	itself,	it	could	inspire	as	a	conceptual	framework	for	the	development	of	specific	spiritual	care	treatment	plans	as	it	can	assist	the	HCP	to	diagnose	a	patients	unmet	spiritual	needs	(phase	1/2),	to	devise	a	spiritual	care	treatment	plan	(phase	3),	to	implement	this	plan	(phase	4),	and	to	evaluate	the	desired	and	actual
outcome	of	the	intervention	(phase	5).	As	such,	Spiritual	Aim	is	an	example	of	an	approach	encompassing	all	phases.	Spiritual	Aim	was	developed	from	a	Lutheran	perspective	but	is	now	inclusive	of	other	faiths	and	implemented	in	clinical	settings.	Its	applicability	in	secular	context	or	with	secular	oriented	patients	is	a	question	for	further	research.
Another	example	of	a	systematic	approach	that	includes	all	phases	of	assessing,	planning,	providing,	and	evaluating	spiritual	care	is	Guidelines	for	the	Assessment	of	Spiritual	Needs	from	the	United	Kingdom	(Govier,	2000).Providing	spiritual	care	is	implementing	the	spiritual	care	treatment	plan.	Interestingly,	even	though	many	spiritual	care
instruments	exist,	approaches	for	providing	spiritual	care	through	the	provision	of	a	spiritual	care	treatment	plan	seem	scarce	(Harrad	et	al.,	2019;	Damberg	Nissen	et	al.,	2020).	This	might	be	because,	as	we	have	argued,	spiritual	care	is	an	individual	and	relational	process	and	therefore	difficult	to	put	into	stringent	formulae;	it	must	be	developed	at
the	local	level	with	the	individual	patient	in	mind.	Spiritual	Reminiscence	from	Australia	(Mackinlay	and	Trevitt,	2010)	is	an	example	of	an	approach	that	both	enables	identifying	spiritual	needs	(phase	1)	while	also	being	applicable	as	part	of	the	provision	of	spiritual	care,	in	the	sense	that	spiritual	reminiscence	is	a	type	of	narrative	gerontology,
enabling	the	elderly	to	give	meaning	to	their	life-story	while	also	connecting	socially	to	peers.Phase	5,	evaluation,	should	be	included	as	part	of	the	spiritual	care	treatment	plan	and	take	place	continuously	in	order	to	secure	that	the	care	is	being	provided	according	to	plan,	and	that	effect	be	measured	ongoingly	in	order	to	adjust	the	spiritual	care
treatment	plan	if	necessary.	Evaluating	a	process	can	be	done	in	many	ways	but	should	be	integratable	with	the	identification/assessment	of	spiritual	needs	to	enable	effect	evaluation.	If	this	kind	of	evaluation	is	intended,	it	will	be	made	possible	by	identifying/assessing	the	spiritual	needs	through	a	questionnaire	and	then	reusing	the	questionnaire
for	evaluative	purposes,	in	view	of	gaging	to	what	extent	the	needs	have	been	met.	There	are	instruments	made	to	specifically	assess	the	effect	of	an	intervention,	such	as	the	Service-user	Recovery	Evaluation	Scale	(SeRvE)	from	England,	which	is	a	patient	reported	outcome	measure	developed	to	monitor	interventions,	which	also	highlights	the
importance	of	spiritual	care	for	patients	(Barber	et	al.,	2018).To	approach	spiritual	care	as	a	process	has	implications	and	perspectives	for	all	healthcare	areas	where	existential	questions	and	crises	may	arise,	be	it	in	geriatrics	for	an	elderly	at	the	end	of	life,	in	pediatrics	for	a	youngster	diagnosed	with	cancer,	or	anyone	in	between	faced	with	the
difficulties	of	existential	crisis.	It	also	has	consequences	for	the	person(s)	who	provide	spiritual	care,	be	it	the	general	practitioner,	the	nurse,	the	psychologist,	the	chaplain,	the	relatives,	or	anyone	else	who	cares	for	persons	in	existential	crisis.	We	have	argued	that	it	is	difficult	to	develop	a	stringent	approach	that	encapsulates	the	process	of	spiritual
care	as	a	whole,	because	spiritual	care	is	a	relational	and	individual	process	that	takes	place	in	a	local	context	between	individuals,	and	therefore	each	case	of	providing	spiritual	care	is	unique.	By	drawing	on	examples	from	the	Catalogue	of	Spiritual	Care	Instruments	we	have	illustrated	that	many	instruments	exist	that	in	one	way	or	another	are
applicable	in	the	process	of	spiritual	care,	but	also	that	they	cannot	stand	alone	and	that	several	instruments	are	necessary.	This	points	to	the	conclusion	that	developing	a	spiritual	care	treatment	plan	is	essential	for	providing	spiritual	care,	so	that	spiritual	care	does	not	become	ad	hoc	solutions	depending	on	individual	empathy,	involvement,	(lack
of)	training,	and	interest.We	have	illustrated	the	importance	of	locating	patients	in	relation	to	their	ontological	grounding	and	from	there	to	approach	an	understanding	of	the	patient	in	relation	to	secular,	spiritual	and/or	religious	existential	needs.	We	have	argued	this	as	essential	in	a	culturally	entwined	and	pluralist	world,	and	we	have	suggested
the	ontological	grounding	by	means	of	the	MMM	as	a	way	to	approach	this	aspect,	as	it	will	help	to	understand	the	specificity	of	the	individual	patients	spiritual	needs	and	thereby	assist	in	developing	the	best	possible	spiritual	care	treatment	plan.	How	this	spiritual	care	treatment	plan	should	be	developed	in	various	international	and	vernacular
contexts	is	an	area	that	calls	for	further	attention	and	research,	to	delineate	and	share	international	experiences	and	best	practice.	Our	presentation	of	the	ontological	grounding	and	MMM	should	also	assist	in	this	aspect	of	the	international	development	of	spiritual	care,	as	it	is	not	specific	to	culture,	spirituality,	or	religion,	nor	does	it	present	an
intervention,	but	a	structure	in	which	to	implement	specific	instruments/interventions.Presenting	spiritual	care	as	a	process	implies	working	within	a	conceptually	defined	spiritual	care	provision	framework.	We	recommend	this	to	be	the	default	position	for	any	institution	where	spiritual	care	is	part	of	the	daily	work	and	routines.	This	so,	especially
because	looking	at	spiritual	care	as	a	process	highlights	that	moving	from	identifying	spiritual	needs	in	a	patient,	to	the	actual	provision	of	spiritual	care	involves	deliberate	and	considered	actions	that	consider	the	patients	specific	ontological	grounding.	This	also	implies	the	need	to	identify	the	appropriate	personnel	to	provide	spiritual	care	and
assist	the	involved	parties	in	developing	the	best	possible	spiritual	care	treatment	plan.By	presenting	spiritual	care	as	a	process,	we	hope	to	inspire	the	focus	on	spiritual	care	as	a	whole,	as	a	relationship	between	the	involved	parties,	as	a	way	to	make	visible	the	necessities,	the	difficulties	but,	most	importantly,	the	positive	potential	that	lies	in
spiritual	care.	In	the	final	instance,	spiritual	care	has	only	one	ambition;	to	help	the	individual	human	being	through	crisis.The	original	contributions	presented	in	the	study	are	included	in	the	article/supplementary	material,	further	inquiries	can	be	directed	to	the	corresponding	author.DTV	and	NCH	discussed	the	topic	and	reviewed	the	manuscript.
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10.1111/nuf.12845Spirituality	is	a	dimension	of	life	and	the	human	being	that	should	be	included	in	holistic	healthcare.	One	major	barrier	often	described	by	nurses	on	implementing	spirituality	in	practice	relates	to	perceiving	the	concept	of	spirituality	as	subjective	and	sharing	confounding	similarities	with	other	concepts.	In	this	sense,	the	concepts
of	spiritual	comfort,	spiritual	care,	and	spiritual	support	may	require	more	distinct	theoretical	definitions	aimed	at	clear	and	effective	nursing	interventions	within	spiritual	care.To	provide	a	definition	of	spiritual	comfort,	spiritual	support,	and	spiritual	care.Simultaneous	concept	analysis	(SCA)	of	three	concepts	according	to	Haase	et	al.,	which	is
grounded	on	Rodgers'evolutionary	view.	The	method	was	based	on	a	literature	review	with	the	search	of	electronic	databases	on	May	2020.	Search	and	analysis	have	been	blinded	conducted	by	two	reviewers.One	hundred	thirtysix	studies	were	included	in	the	SCA.	Findings	suggest	that	spiritual	comfort	is	an	immediate	state	and	an	outcome.
Spiritual	support	is	related	with	an	intimate	and	positive	relationship	with	God.	Spiritual	care	is	defined	as	a	complex	and	interactive	process.	Both	spiritual	support	and	spiritual	care	are	grounded	in	a	therapeutic	context.This	SCA	allowed	the	attributes	of	each	concept	to	be	identified	and	provides	definitions	that	may	facilitate	the	understanding	of
these	concepts	and	promote	the	implementation	of	spirituality	in	nursing	practice,	but	which	has	also	led	to	future	research	on	this	topic.Keywords:	nursing,	simultaneous	concept	analysis,	spiritual	care,	spiritual	comfort,	spiritual	supportSpirituality	is	recognized	as	a	fundamental	dimension	of	life	that	can	contribute	positively	to	patients'health	and
wellbeing	and	in	dealing	with	illness	and	diseases.1	Understanding	spirituality	in	nursing	may	start	with	the	recognition	of	this	dimension	as	part	of	the	global	human	being	in	a	context	of	holistic	nursing	care.	Spirituality	represents	a	broad	concept,	often	described	as	a	subjective	and	multidimensional	component	of	being	human.2Spirituality	is
broader	than	religiosity,	and	has	been	defined	in	nursing	as	()	a	way	of	being	in	the	world	in	which	a	person	feels	a	sense	of	connectedness	to	self,	others,	and/or	a	higher	power	or	nature;	a	sense	of	meaning	in	life;	and	transcendence	beyond	self,	everyday	living,	and	suffering.3,p.93Despite	being	defined,	the	concept	seems	to	be	far	from	being
integrated	into	practice	and	the	barriers	in	the	delivery	of	spiritual	care	by	nurses	are	already	described	in	the	literature.	The	main	barriers	are	education	and	training	on	spiritual	care,	lack	of	time,	and	clear	guidelines	regarding	spiritual	care,	and	the	difficulty	of	defining	spirituality	and	spiritual	concepts	because	of	their	subjectivity.4	Due	to	the
subjectivity	of	the	concept	often	reported	by	nurses,	discussing	the	boundaries	between	personal	belief	and	professional	practice	is	still	a	difficult	task.5	The	subjectivity	of	the	concept	and	considering	other	concepts	as	similar	may	affect	the	implementation	of	spiritual	care	at	the	beginning	of	the	process	of	being	aware	of	the	meaning	of	spirituality
and	related	concepts.	Concept	development	therefore	seems	to	be	essential	in	the	process	of	clarifying	concepts	before	being	used	in	practice,	but	also	for	use	in	research.In	this	regard,	the	concepts	of	spiritual	comfort,	spiritual	support,	and	spiritual	care	are	examples	of	the	scope	the	subjectivity	of	spiritual	dimension	may	have	and	of	the	gray	areas
among	concepts,	which	may	reflect	on	nursing	care.	Spiritual	care	and	spiritual	support	have	been	studied	more	frequently	than	spiritual	comfort,	which	remains	poorly	analyzed	and	defined.Comfort	is	a	subjective	concept	and	has	been	analyzed	from	different	perspectives.	Kolcaba,6	in	her	theory	about	comfort,	defines	the	concept	as	an	immediate
state	of	being	strengthened	by	the	feelings	of	relief,	tranquility,	and	transcendence	satisfied	in	four	contexts	(physical,	psychospiritual,	social,	and	environmental).	Although	the	spiritual	dimension	of	comfort	is	explicit	in	this	theory,	the	concept	remains	mainly	associated	with	promoting	physical	care,	such	as	hygiene	care	(and	comfort),	pain	relief	or
positioning,	or	by	the	absence	of	comfort	care	in	other	dimensions	that	are	perceived	by	patients	as	critical,	specifically	in	nursing	practice.7,	8	The	physical	domain	of	comfort	is	related	to	the	gaps	and	inconsistencies	based	on	the	difficulty	of	measuring	the	concept,	and	the	association	with	physical	emphasis	of	the	concept	persists	mainly	in	daily



care	practice.	Current	scientific	evidence	also	demonstrates	this	limitation.	Further	studies	that	develop	the	knowledge	of	comfort	in	other	dimensions,	such	as	the	spiritual	dimension,	are	needed.Spiritual	care	as	a	concept	is	related	to	implementing	spirituality	and	is	grounded	in	the	use	of	self	of	being	there	or	of	the	presence	of	the	healthcare
provider	which	brings	hope	and	peace	to	the	patients	and	families.9	Spiritual	support	is	considered	a	nursing	intervention	and	is	included	in	the	Nursing	Intervention	Classification;	it	is	defined	as	assisting	the	patient	to	feel	balance	and	connection	with	a	greater	power.10,p.1199These	concepts	share	similar	attributes	not	only	in	the	spiritual
dimension,	but	in	the	understanding	of	comforting,	supporting	and	caring	that	are	common	to	other	areas.	A	conceptual	clarification	may	facilitate	the	understanding	and	implementation	in	clinical	practice,	particularly	in	assessing	and	addressing	patients'spiritual	needs.	There	is	missing	in	the	literature	a	clear	definition	of	spiritual	comfort,	to	make
a	clear	distinction	between	the	concepts.	This	clarification	that	this	paper	intends	to	give	may	help	both	theory	and	practice.The	simultaneous	analysis	of	concepts	(SCA)	procedure	was	developed	by	Haaseet	al.,11	and	allows	the	clarification	and	development	of	related	concepts	in	addition	to	the	potential	for	strengthening	the	professional	language.
This	method	is	based	on	Rodgers'evolutionary	view	of	concept	development.12	SCA	is	designed	to	analyze	interrelationships	and	identify	theoretical	overlap,	common	themes,	and	distinguishing	characteristics	among	similar	or	complementary	concepts.11,p.227Therefore,	the	aim	of	this	study	is	to	achieve	a	clear	conceptual	definition	and	a	greater
understanding	of	the	individual	meaning	of	spiritual	care,	spiritual	support,	and	spiritual	comfort	as	singular	concepts,	to	provide	exclusive	theoretical	definitions	for	each	one,	and	to	highlight	their	interrelationships	and	distinguish	characteristics.This	is	a	SCA	study,	composed	of	the	nine	steps	proposed	by	Haase	et	al.,11	which	is	grounded	on
Rodgers'evolutionary	view.	SCA	model	is	based	on	the	rationale	that	many	concepts	cannot	be	individually	analyzed	due	to	interconnections	among	concepts.	They	can,	however,	be	understood	by	related	comparison,	since	concepts	are	often	similar	enough	that	those	closely	associated	need	to	be	addressed.	This	is	the	situation	with	the	concepts	of
spiritual	care,	spiritual	comfort,	and	spiritual	support.Literature	search	was	performed	in	May	2020,	focused	on	spiritual	care,	spiritual	comfort,	and	spiritual	support	on	the	following	databases:	Cumulative	Index	to	Nursing	and	Allied	Health	Literature	(CINAHL),	Academic	Search	Complete,	Medical	Literature	Analysis	and	Retrieval	System	Online
(MEDLINE),	Scientific	Electronic	Library	Online	(SciELO),	and	Scopus.	CINAHL	and	MEDLINE	were	chosen	to	explore	nursing,	medicine,	and	health	related	literature.	SciELO	and	Scopus	are	scientific	databases	that	encompass	literature	that	goes	beyond	health	literature	and	may	provide	some	contributions	to	this	concept	analysis	from	other	areas.
The	terms	used	in	the	databases	were	Spiritual	Care,Spiritual	Comfort,	and	Spiritual	Support,and	were	searched	to	identify	literature	with	those	terms	in	the	title.	The	search	was	conducted	in	each	database	and	no	time	filter	was	used.	This	decision	is	related	to	the	need	to	establish	a	conceptual	foundation	for	each	concept	as	complete	as	possible,
retrieving	the	most	information	possible.	Details	of	the	search	strategy	and	search	results	are	presented	in	Table1.Number	of	citations	on	the	databases	search	and	included	articlesCINAHLMEDLINEAcademic	search	completeSciELOScopusTotalNumber	of	included	articlesSpiritual	care1143913716172473036103Spiritual
support85647119631727Spiritual	comfort8311111344	Research	papers	written	in	English,	Spanish,	or	Portuguese	that	discussed	spiritual	care,	spiritual	comfort,	or	spiritual	support	directly,	including	those	that	provided	oblique	definitions,	antecedents,	or	attributes	of	each	concept	were	included	in	this	review.A	total	of	3036	articles	was	identified
specifically	about	spiritual	care,	317	about	spiritual	support,	and	34	about	spiritual	comfort.	After	the	blinded	screening,	4articles	specifically	on	spiritual	comfort,	28	articles	on	spiritual	support,	and	104	articles	on	spiritual	care	were	included	in	the	SCA.	PRISMA	flow	for	each	individual	concept	is	available	in	Supporting	Information:
AppendixA.According	to	Haase	et	al.,11	the	purpose	of	data	analysis	is	not	to	develop	a	complete	and	finished	definition	of	the	concepts,	but	to	provide	an	initial	point	for	continued	conceptual	exploration	in	the	discipline	of	nursing.	Thematic	analysis	was	performed	as	suggested	by	Haase	et	al.11	and	each	article	was	read	as	often	as	necessary	to
determine	the	attributes,	antecedents,	and	outcomes	from	each	concept,	that	precedes	the	construction	of	the	validity	matrix.	These	aspects	of	three	concepts	were	identified	based	on	a	rigorous	analysis	and	the	process	of	information	collection	was	systematic,	confirmable,	and	repeatable.	In	fact,	attributes,	antecedents,	and	outcomes	of	the	three
concepts	were	extracted	from	relevant	articles	and	compared	between	and	across	disciplines	before	creating	a	validity	matrix	for	comparison.	In	the	next	step,	critical	attributes,	theoretical	definitions,	antecedents,	and	outcomes	were	derived	for	each	concept	independently.Four	papers	were	analyzed	on	spiritual	comfort.	Despite	no	clear	definition
of	the	concept	being	found	in	that	literature,	spiritual	needs	were	reported	to	have	implications	for	patients'comfort	needs.	Spiritual	comfort	is	described	as	a	result	of	the	perception	of	the	patient,	which	means	that	it	relates	to	inner	consciousness	of	self.	It	is	an	immediate	state	and	an	outcome	that	establishes	spiritual	comfort	as	a	goal	from
nursing	interventions.	As	presented	in	the	literature	it	becomes	clear	that	providing	spiritual	comfort	requires	effective	communication.	Regarding	the	attributes	of	the	concept,	we	realized	that	spiritual	comfort	is	related	to	connection	with	self,	others,	environment,	superior	entity,	God,	or	the	transcendent.	When	a	patient	experiences	spiritual
comfort,	he/she	obtains	a	sense	of	inner	peace,	wellbeing,	and	feels	supported	by	family	and	healthcare	professionals.	No	enablers	for	the	spiritual	comfort	concept	were	identified	in	literature.	The	process	model	of	spiritual	comfort	is	explained	in	Table2.Process	model:	Spiritual	comfortAntecedentsAttributesOutcomesAwareness	of	religious	and
spiritual	needsConnection	with	self,	others,	environment,	superior	being,	or	GodFeeling	supported	by	family	and	healthcare	professionalsEffective	communicationGratitude	to	GodSense	of	inner	peaceEmotional	supportImmediate	stateWellbeingHolistic	careNurturing	environmentNo	unresolved	(or	unfinished)	issuesOutcomeSymptom
managementPerception	of	the	patientPatientcentered	careSpiritual	and	religious	practicesPatienthealthcare	team	relationshipTranscendencePrevention	of	social	isolationSpiritual	and	religious	beliefsSurrogate	termsSpiritual	healthWellbeingObstaclesAngerDepressionExistential	issuesExtreme	painFearGuiltHopelessnessShameSpiritual
painDefinitionSpiritual	comfort	concept	is	a	state	and	an	outcome	perceived	by	the	patients	and	is	grounded	in	holistic	and	patientcentered	care,	a	nurturing	environment	and	in	spiritual	and	religious	beliefs,	which	have	a	positive	impact	on	patients'wellbeing	and	inner	peace.Spiritual	support	was	described	in	the	literature	reviewed	as	being
potentially	therapeutic	in	nature.	In	fact,	spiritual	support	was	discussed	as	based	on	a	holistic	approach	of	patients'needs,	which	is	grounded	in	an	affective	relationship	and	communication	between	patient	and	staff.	To	achieve	an	effective	communication,	it	is	mandatory	to	establish	a	trustful	relationship	and	empathic	caring.One	of	the	attributes	of
spiritual	support	is	the	perceived	positive	influence	of	the	concept	by	patients,	also	spiritual	support	is	an	intrapersonal	concept.	However,	when	we	deeply	analyze	the	several	attributes	of	spiritual	support,	we	can	perceive	that	the	concept	is	very	focused	and	related	to	the	intimate	and	affectionate	relationship	with	a	higher	power	or	God,	and
closeness	to	the	sacred	or	transcendent.The	results	on	spiritual	support	are	displayed	in	Table3.Process	model:	Spiritual	supportAntecedentsAttributesConsequencesAwareness	of	needs	of	the	patientAdvanced	care	planningComfortAwareness	of	religious	or	spiritual	resourcesCloseness	and	connection	(perceived	support	from	God	to	the	sacred	or
transcendent,	family	members	and	friends,	and	healthcare	professionals)Coping	with	illnessPositive	impact	on	the	healing	processQuality	of	lifeResilienceSatisfaction	with	careSense	of	securitySocial	cohesivenessSpiritual	transformationTerminal	illness	awarenessWellbeingEffective	relationship	and	communication	between	patient	and	healthcare
teamIntimate,	affectionate,	and	personal	supportive	relationship	with	a	higher	power	or	GodHolistic	approachIntrapersonal	phenomenon	and	perceived	positive	influenceImprove	mental	healthOne's	spiritual	and	religious	beliefs	and	practicePerceived	socialenvironmental	resourceImproving	sense	of	selfSensitive	and	knowledgeable	in	assessing	an
individual's	religious,	spiritual	and	cultural	beliefs,	and	value	systemsTherapeutic	natureMeaning	and	finding	purposeSurrogate	termsExistential	supportReligious	supportSocial	supportSpiritual	assistanceSpiritual	counselingSpiritual	professionalismObstaclesConcordance/discordance	of	spiritual	beliefsDiscomfort	talking	about	spiritualityInability	to
express	needsInadequate	training	and	skills/competenceInsufficient	resourcesNeglect	spiritualTaboo	subjectEnablersAdequate	environment	for	spiritual	supportBe	authenticConcordance/discordance	of	spiritual	beliefsTime	availableDefinitionSpiritual	support	concept	is	an	intrapersonal	phenomenon	that	results	from	the	perception	of	support	from
God,	so	this	therapeutic,	intimate,	and	affectionate	relationship	with	a	higher	power	or	God	may	have	a	positive	impact	on	the	patient	in	a	sense	of	security,	comfort,	and	resilience.According	to	the	literature,	spiritual	care	represents	a	complex	and	multifaceted	phenomenon	with	a	therapeutic	nature.	The	process	of	spiritual	care	delivery	is
interactive	and	intentional	and	begins	with	the	identification	and	assessment	of	spiritual	needs	of	the	patients.	The	relationship	between	patient	and	nurse	must	be	based	on	trust	and	a	multidisciplinary	team	approach,	as	this	is	vital	for	promoting	patients'feelings	of	inner	peace,	gratitude,	hope,	comfort,	and	spiritual	wellbeing.	The	literature
emphasizes	the	role	of	nurses	as	key	elements	in	the	providing	of	spiritual	care.	The	intuitive	sense,	the	spiritual/transcendent,	and	selfawareness	must	be	developed	as	well	as	moral	skills.The	results	are	summarized	in	Table4.Process	model:	Spiritual	careAntecedentsAttributesOutcomesIdentification	and	assessment	of	spiritual	needsAdvanced
nursing	practiceAdherence	of	treatmentsMoral	skillsComplexComfortMultidisciplinary	team	approachEthicsCooperationPerception	and	sensitivity	of	spiritual	careFostering	the	search	for	meaningCopingProfessional	commitmentHarmonious	connection	with	self,	others,	and/or	God	or	superior	being	or	transcendenceDignityReligious/spiritual
ritualsHolistic,	interactive,	interpersonal,	and	intentional	patientcentered	careHealingRespecting	and	supporting	spiritual/religious	beliefsSpiritual/transcendent	selfawareness	(nurse	and	patient)IntimateHopeImprove	mental	healthNurses'satisfactionTherapeutic	communicationIntuitive	sensePain	managementTrust	relationship	between	nurse
patientMostly	subjectiveQuality	of	careMultifaceted	phenomenonQuality	of	lifeTherapeutic	(environment	or	use	of	self)Spiritual	growthSpiritual	healthSpiritual	integritySpiritual	wellbeing/wellbeingSurrogate	termsReligious	assistance	spiritual	assistance	spiritual	caringSpiritual	healingSpiritual	serviceSpiritual	supportObstaclesAbsence	of
guidelinesConflict	with	institutional	practicesCultural	discordanceDifficulty	in	recognizing	patients'spiritual	care	needsHigh	workloadHospital	environment	and	taskoriented	careInadequacy	of	human	resourcesLack	of	motivation,	time,	knowledge/training,	support,	confidence,	privacy,	objectivity	of	the	concept	of	spiritual	care,	personal	religiousness,
and	focus	on	patientsNeglect	of	spiritual	dimensionNot	giving	timely	responseNurse	discomfortUncertainty	about	the	roleEnablersBeing	confident	in	their	spiritualityEducation	and	training	in	spiritual	careSelfsatisfactionSupportive	environmentDefinitionSpiritual	care	concept	is	an	interpersonal	and	multifaceted	phenomenon	with	a	therapeutic
nature	based	on	a	trust	relationship	between	nurse	and	patient	that	requires	intentionality,	respect,	and	professional	commitment	aiming	to	promote	hope,	inner	peace,	quality	of	life,	and	comfort.The	construction	of	validity	matrix11intends	to	explore	interrelationships	between	concepts	to	identify	and	display	commonalities	across	concepts.	In	this
step,	it	is	necessary	to	consider	each	element	considering	others,	through	constant	comparisons	and	contrasts	to	identify	inconsistencies	and	gaps.	As	shown	in	the	validity	matrix,	spiritual	care,	spiritual	support,	and	spiritual	comfort	are	concepts	with	similarities	but	which	also	have	significant	differences	(Table5).Validity	matrix	of	critical	attributes
of	spiritual	care,	spiritual	comfort,	and	spiritual	comfortSpiritual	comfortSpiritual	supportSpiritual	careActionImmediate	stateProcess	and	internal	resourceInteractive	and	intentional	processCharacteristicsPerception	of	the	patientIntimateAffectionable	relationship	with	higher	power	or	GodAltruisticCompassionComplexIntimateMostly
subjectivePersonalEnvironmentNurturing	environmentPerceived	socialenvironmental	resourceHealing	environmentNurturing	environmentTherapeutic	environmentEthical	orientationRespect	and	dignityDignity,	respect,	ethicDignified	care;	is	an	ethicExtra	personal	issuesConnection	with	others,	environment,	or	GodGratitude	to	Godspiritual,	and
religious	practicesTranscendenceCloseness	to	the	sacred	or	transcendent	Interconnectedness	with	a	greaterconnection	with	God,	members	of	religious	communities,	family	members	and	friends,	and	healthcare	professionalsPower/GodConnection	with	others,	superior	being	and/or	GodIntrapersonal	issuesConnection	with	selfConnection/relationship
with	higher	power	or	GodConnection	with	selfNatureOutcomeTherapeutic	natureIntrapersonalTherapeutic	natureInterpersonal	and	multifaceted	phenomenonHolistic	and	patientcentered	careMostly	subjectiveCompassion	and	dignified	careNurse	skillsJust	being	thereIntuitive	sensePresenceTherapeutic	use	of	selfNursingAdvanced	care
planningAdvanced	nursing	practiceNursing	spiritual	care	interventionResponsesPerceived	positive	influence	for	the	patientHealingSpiritual	comfort	is	connected	to	an	outcome	that	may	result	from	nursing	interventions.	Spiritual	support	and	spiritual	care	are	grounded	on	a	therapeutic	nature,	however	spiritual	support	is	related	to	an	intrapersonal
and	transcendental	dimension	while	spiritual	care	is	related	to	interpersonal	nature.	It	means	that	spiritual	support	relates	to	an	intimate	and	affectionate	relationship	with	a	higher	power	or	God	and	spiritual	care	relates	to	connection	with	self	and	others.The	detailed	results	including	the	studies	of	this	SCA	can	be	found	in	Supporting	Information:
AppendixB.This	SCAwas	focused	on	three	concepts	related	to	spirituality	that	needed	further	analysis	and	clarification.	This	analysis	is	bringing	the	attributes,	the	antecedents,	and	the	consequences	of	each	concept	and,	in	addition,	disclosed	the	similarities	and	differences	between	the	three	concepts.	Spiritual	comfort,	spiritual	support,	and	spiritual
care	are	interrelated	concepts,	and	this	is	the	main	rationale	of	this	review.	Concept	analysis	is	growing	in	some	particular	dimensions	of	nursing	knowledge,	and	regardless	of	some	criticism,	some	authors	reinforce	the	need	to	conduct	these	studies	to	achieve	an	effective	definition	of	a	concept	to	promote	nursing	science	and	clinical	care.13	It	is
clear	that	the	difficulty	in	defining	the	proposed	concepts	is	not	a	contemporary	problem,	that	is,	it	lies	above	all	in	the	definition	of	the	attributes	of	the	process	of	caring,	supporting	and	comforting,	which	are	not	yet	clear	in	the	literature,	therefore,	this	difficulty	is	a	current	reality	in	different	contexts.In	these	findings,	spiritual	comfort	is	defined	as
an	immediate	state	and	an	outcome.	However,	this	concept	is	still	insufficiently	developed	for	application	and	testing	and	only	slightly	operationally	implemented	in	clinical	practice,	on	this	topic.	Pinto	et	al.14	found	it	difficult	to	define	and	operationally	implement	comfort,	despite	it	being	a	fundamental	need	of	human	life	and	a	vital	concept	in
nursing	care	and	philosophy.	These	authors	underline	that	many	definitions	of	comfort	do	not	include	the	spiritual	dimension,	and	this	can	be	a	reductionist	approach	of	the	concept	since	comfort	needs	to	be	embraced	in	a	holistic	perspective.14	Considering	this	need,	this	study	proposes	a	new	definition	of	the	concept	that	includes	the	spiritual
dimension,	which	allows	a	broader	concept	perspective.Spiritual	support	is	more	focused	on	an	intimate	and	personal	relationship	with	God	and	seems	to	be	mainly	related	to	the	vertical	dimension	of	spirituality.	This	connection	with	God	or	a	superior	being	or	entity	is	perceived	as	something	positive.	Several	studies	reinforce	the	positive	relationship
with	God	as	a	source	of	love,	hope,	coping	with	difficult	times,	and	improves	spiritual	wellbeing,	much	needed	in	times	of	illness	and	crisis.15,	16,	17The	results	concerning	the	analysis	of	the	concept	spiritual	care	are	similar	to	Ramezani	et	al.18	In	what	concerns	the	attributes	of	the	concept	of	spiritual	care,	the	intuitive	sense,	therapeutic	nature,
and	the	therapeutic	use	of	self,	have	also	been	found	to	be	critical	attributes	in	this	study.	The	therapeutic	use	of	self	is	considered	a	core	element	in	spiritual	care	and	contributes	to	effective	holistic	care.	The	use	of	self	is	a	step	forward	in	the	way	of	being	in	the	provision	of	spiritual	care	by	health	professionals.19	The	antecedents	of	sensitivity	and
awareness	regarding	spiritual	care	had	already	been	referenced	in	previous	analyses	of	the	concept.	It	is	essential	for	health	professionals	to	be	aware	of	their	own	spirituality	to	feel	more	comfortable	talking	to	patients	about	this	topic,	which	has	a	personal	and	intimate	perspective.The	analysis	of	these	three	concepts	found	similarities	and
differences,	that	allows	a	differentiating	framework	to	be	established.	The	concept	of	spiritual	comfort	is	reported	as	an	immediate	state	and	an	outcome,	that	is	a	consequence	of	a	nursing	intervention.	We	found	that	both	the	spiritual	care	and	spiritual	support	concepts	have	the	comfort	dimension	as	a	consequence,	which	is	congruent	with	previous
findings.	It	means	that	spiritual	care	and	spiritual	support	could	be	encompassed	into	the	scope	of	interventions	and	spiritual	comfort	into	the	outcomes.	When	we	look	into	the	antecedents	it	becomes	clear	that	the	identification	and	assessment	of	the	spiritual	needs	of	the	patients	is	essential	in	the	three	concepts.Spiritual	comfort,	spiritual	care,	and
spiritual	support	are	vital	in	the	spiritual	approach	of	patients,	nevertheless	the	spiritual	dimension	is	still	neglected	in	nursing	care	and	must	have	the	same	focus	and	importance	as	the	other	human	dimensions.	It	refers	to	the	holistic	dimension	of	nursing	care	that	should	embrace	the	whole	person	and	include	the	spiritual	dimension,	as	we	can	find
in	the	antecedents	of	the	three	concepts.Spiritual	comfort	is	an	immediate	state	and	a	result	of	the	perception	of	the	patient,	that	emerges	from	the	connection	with	self,	others,	environment,	and	something	superior	or	God.	It	is	a	positive	feeling	that	brings	a	sense	of	inner	peace,	wellbeing,	and	feelings	of	being	supported.	In	the	same	way,	both
spiritual	care	and	spiritual	support	are	seen	as	bringing	wellbeing	and	feelings	of	inner	peace,	love,	and	quality	and	satisfaction	with	life.The	differences	between	the	concepts	of	spiritual	support	and	spiritual	care,	lies	in	the	nature.	Spiritual	support	has	an	intrapersonal	nature,	that	refers	to	the	intimate	and	affectionate	relationship	with	a	higher
power	or	God,	refers	to	an	interconnectedness	and	a	connection	with	God,	others,	and	environment,	but	it	also	refers	to	an	interpersonal	phenomenon.	It	means	that	spiritual	care	is	an	interactive	and	intentional	process	that	includes,	beyond	the	intimate	and	affectional	connection	with	self,	others,	or	God,	the	nursing	intervention	that	is	holistic	and
patientcentered.The	validity	matrix	of	critical	attributes	of	spiritual	care,	spiritual	comfort,	and	spiritual	support	outline	that	the	ethical	orientation	is	present	in	all	three.	Caldeira	and	Timmins20	emphasize	that	the	provision	of	spiritual	care	by	nurses	involves	an	ethical	approach	that	is	grounded	on	being	respectful	and	truthful,	maintaining
confidentiality,	and	providing	dignity	while	preserving	care.	In	addition,	all	ethical	principles	must	be	present	in	spiritual	care,	but	beneficence	is	considered	the	most	important	when	delivering	spiritual	care.21This	review	brings	into	discussion	the	need	of	further	research	on	these	concepts,	such	as	studies	comprising	patients'experiences	and
perspectives.This	study	enhances	the	conceptual	understanding	by	clarifying	the	concepts	of	spiritual	comfort,	spiritual	support,	and	spiritual	care.	Our	finding	shows	that	spiritual	support	and	spiritual	care	are	grounded	in	a	therapeutic	nature	in	which	one	of	the	outcomes	is	the	immediate	state	of	spiritual	comfort.	Spiritual	support	mainly
encompasses	the	vertical	dimension	of	the	spiritual	in	which	there	is	an	intrapersonal	and	intimate	relationship	with	God.	The	therapeutic	nature	of	spiritual	care	is	a	unique,	multifaceted,	interpersonal,	and	complex	process,	besides	being	broader	and	more	widespread	than	spiritual	support	because	it	embraces	the	vertical	and	horizontal	dimension
of	spirituality.	Although	this	inquiry	contributed	to	definitions	of	the	concepts,	there	is	the	need	to	foster	the	development	of	this	field	and	research	regarding	this	topic	with	a	goal	of	enhancing	nursing	science	and	care.Substantial	contributions	to	conception,	data	collection,	data	analysis,	and	writing:	Ana	Patrcia	Tavares,	Helga	Martins,	Slvia
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NLM	database	does	not	imply	endorsement	of,	or	agreement	with,	the	contents	by	NLM	or	the	National	Institutes	of	Health.	Learn	more:	PMC	Disclaimer	|	PMC	Copyright	Notice	The	Spiritual	Care	Guide	in	HospicePalliative	Care	is	evidence-based	and	focuses	on	the	universal	and	integral	aspects	of	human	spiritualitysuch	as	meaning	and	purpose,
interconnectedness,	and	transcendencewhich	go	beyond	any	specific	religion.	This	guide	was	crafted	to	improve	the	spiritual	well-being	of	adult	patients	aged	19	and	older,	as	well	as	their	families,	who	are	receiving	end-of-life	care.	The	provision	of	spiritual	care	in	hospice	and	palliative	settings	aims	to	assist	patients	and	their	families	in	finding	lifes
meaning	and	purpose,	restoring	love	and	relationships,	and	helping	them	come	to	terms	with	death	while	maintaining	hope.	It	is	recommended	that	spiritual	needs	and	the	interventions	provided	are	periodically	reassessed	and	evaluated,	with	the	findings	recorded.	Additionally,	hospice	and	palliative	care	teams	are	encouraged	to	pursue	ongoing
education	and	training	in	spiritual	care.	Although	challenges	exist	in	universally	applying	this	guide	across	all	hospice	and	palliative	care	organizations	in	Koreadue	to	varying	resources	and	the	specific	environments	of	medical	institutionsit	is	significant	that	the	Korean	Society	for	Hospice	and	Palliative	Care	has	introduced	a	spiritual	care	guide
poised	to	enhance	the	spiritual	well-being	and	quality	of	care	for	hospice	and	palliative	care	patients.Keywords:	Spirituality,	Hospice	care,	Palliative	care,	EducationThe	purpose	of	hospice	and	palliative	care	is	to	relieve	the	physical,	psychological,	social,	and	spiritual	distress	of	patients	who	are	approaching	the	end	of	their	lives,	as	well	as	that	of
their	families,	ultimately	enhancing	their	quality	of	life	[1].	Specifically,	providing	spiritual	support	to	patients	during	end-of-life	care	has	been	shown	to	have	markedly	positive	effects	on	a	range	of	health	outcomes.	These	include	spiritual	well-being,	overall	quality	of	life,	adaptability,	physical	health,	and	reductions	in	depression	and	anxiety.
Additionally,	it	contributes	to	increased	satisfaction	with	care,	improved	social	connections,	and	more	informed	end-of-life	decision-making	[2-4].	Therefore,	spiritual	care	is	a	vital	element	of	hospice	and	palliative	care,	significantly	influencing	the	quality	of	the	care	provided	[5].However,	previous	research	has	found	that	hospice	and	palliative	care
teams	(HPCTs)	frequently	experience	a	sense	of	burden	when	it	comes	to	providing	spiritual	care,	finding	it	challenging	to	fulfill	the	spiritual	needs	of	patients.	This	challenge	is	partly	due	to	a	common	misconception	that	equates	spiritual	care	with	religious	care	[2,6].	A	comparative	study	examining	the	expectations	of	spiritual	care	among
individuals	approaching	the	end	of	life	and	their	families	within	Korean	culture,	as	well	as	the	perceptions	of	HPCTs,	found	that	patients	and	families	placed	greater	importance	on	non-religious	needs	such	as	empathetic	listening,	fostering	hope,	and	the	pursuit	of	relationships	and	meaning.	However,	HPCTs	often	mistakenly	interpret	these	needs	as
requests	for	religious	care	[7,8].	These	findings	suggest	that	a	more	fitting	approach	to	spiritual	care	should	focus	on	the	fundamental	and	universal	elements	of	human	spirituality,	including	meaning	and	purpose,	interconnectedness,	and	transcendence,	while	also	considering	the	patients	religious	beliefs.Spirituality	is	a	dynamic	and	essential	aspect
of	humanity,	encompassing	the	search	for	ultimate	meaning,	purpose	in	life,	transcendence,	and	relationships	with	oneself,	family,	significant	others,	community,	nature,	and	a	divine	presence	or	deity.	It	manifests	in	the	form	of	beliefs,	values,	traditions,	and	practices	[5].	Consequently,	spiritual	care	that	addresses	the	needs	of	patients	and	their
families	[9-11]	should	be	integrated	into	hospice	and	palliative	care	practices.This	spiritual	care	guide	was	developed	with	the	aim	of	creating	a	spiritual	care	manual	that	reflects	the	fundamental	and	universal	aspects	of	human	spirituality	for	use	in	end-of-life	care	settings.	It	is	organized	with	the	following	objectives	and	methods:Development
Objective	1:	Identify	the	scientific	evidence	pertaining	to	spiritual	care	grounded	in	spirituality	by	conducting	a	literature	review	of	international	guidelines	and	other	relevant	literature	[4,8,12-20].	Additionally,	following	the	completion	of	the	Interprofessional	Spiritual	Care	Education	Curriculum	(ISPEC)	Train-the-Trainer	course	by	some	members	of
the	development	team,	a	self-education	program	for	the	remaining	team	members	was	conducted,	covering	six	modules	of	the	ISPEC	curriculum	across	three	sessions.Development	Objective	2:	Compose	spiritual	care	content	that	is	culturally	appropriate	for	Korea.	Preliminary	research	[6,7]	involved	HPCTs	working	in	Korean	hospice	and	palliative
care	settings,	as	well	as	with	patients	and	their	families,	to	gain	insights	into	their	perceptions	of	and	needs	for	spiritual	care.	Drawing	on	international	guidelines,	educational	courses,	and	initial	studies	on	spiritual	care	for	terminally	ill	patients	and	their	families,	a	draft	guide	for	spiritual	care	in	hospice	and	palliative	care,	customized	for	Korean
culture,	was	developed.Development	Objective	3:	Provide	a	spiritual	care	guide	for	use	in	end-of-life	care.	A	three-round	Delphi	survey	was	conducted	with	15	expert	panelists	from	HPCTs,	comprising	three	physicians,	three	chaplains,	six	nurses,	and	three	social	workers.	Based	on	the	survey	results,	a	workshop	was	organized	to	engage	directors
from	the	Korean	Society	for	Hospice	and	Palliative	Care	and	three	representatives	from	various	religious	organizations.	The	purpose	was	to	achieve	consensus	on	the	terminology,	recommended	interventions,	and	overall	content	of	the	Spiritual	Care	Guide	in	Hospice	and	Palliative	Care.The	complete	content	of	the	Spiritual	Care	Guide	in
HospicePalliative	Care	can	be	downloaded	from	the	website	of	the	National	Hospice	Center	(	)	and	the	Journal	of	Hospice	and	Palliative	Care	at	[21].The	foundational	concepts	of	spiritual	care	presented	in	the	Spiritual	Care	Guideline	in	Hospice	and	Palliative	Care	are	delineated	by	integrating	the	definitions	from	the	fourth	edition	of	the	American
National	Consensus	Project	(NCP)	for	Quality	Palliative	Cares	spiritual	care	guidelines	[14],	supplemented	by	other	international	literature	[22,23],	and	adapted	to	reflect	Korean	cultural	nuances	[6,7].	From	the	NCPs	five	domains	of	spiritual	care,	a	total	of	eight	key	concepts	were	identified.	These	encompass	five	concepts:	spirituality,	religiosity,
spiritual	needs,	spiritual	needs	assessment	(which	includes	screening,	history,	and	assessment),	and	the	role	of	spiritual	caregivers.	The	remaining	three	conceptsspiritual	care,	religious	care,	and	spiritual	well-beingwere	specifically	tailored	to	align	with	the	Korean	cultural	context	[21].The	principles	of	spiritual	care	encompass	missions,	goals,	and
standards.	The	three	primary	goals	align	with	the	attributes	of	spirituality,	which	include	meaning	and	purpose,	interconnectedness,	and	transcendence	[4,18,22-24].	These	standards	have	been	customized	for	the	Korean	hospice	and	palliative	care	context.	Notably,	standards	4	and	5	incorporate	the	growing	focus	on	education	and	training,	alongside
community	partnerships,	as	integral	elements	of	spiritual	care	strategies	[25].	Details	of	these	five	standards	are	presented	in	reference	[22]	(Table	1).Spiritual	Care	Principles.PrinciplesMission1.	Spiritual	care	is	an	essential	area	of	hospice	and	palliative	care	that	helps	patients	and	families	explore	meaning	and	value.2.	Hospice	and	palliative	care
teams	aim	for	a	universal	and	integral	human	spirituality	through	an	evidence-based	approach	that	transcends	any	particular	religion.Goals1.	Help	patients	and	families	find	meaning	and	purpose	in	life.2.	Help	patients	and	families	restore	love	and	relationships.3.	Help	patients	and	families	accept	death	and	have	hope.StandardsStandard	1	(related	to
spiritual	care)Standard	2	(related	to	spiritual	needs	assessment)Standard	3	(related	to	spiritual	intervention)Standard	4	(related	to	spiritual	care	education	and	professionals)Standard	5	(related	to	community	engagement)A	totality	of	human	being	model	has	been	introduced	to	guide	spiritual	care	in	hospice	and	palliative	settings,	aiming	for
comprehensive	and	holistic	care.	This	model	is	based	on	the	core	elements	of	human	spirituality,	which	include	meaning	and	purpose,	interconnectedness,	and	transcendence	[4,18,22-24,26].The	Spiritual	Care	Implementation	Process	1	delineates	the	comprehensive	sequence	from	initiation	to	conclusion.	Adapted	from	the	Inpatient	Spiritual	Care
Implementation	Model	developed	by	Puchalski	et	al.	[27],	this	model	has	been	customized	to	align	with	Korean	culture	and	is	advocated	for	application	in	community	hospices	and	specialized	facilities.	The	procedure	commences	with	members	of	the	HPCT	performing	spiritual	screenings	and	historical	inquiries	with	patients	and	their	families,	which
is	succeeded	by	a	thorough	spiritual	assessment.	As	a	result,	spiritual	problems	are	identified,	and	intervention	plans	are	devised.	Subsequently,	the	results	are	appraised,	and	feedback	is	utilized	to	facilitate	periodic	reassessments.	Thus,	this	process	ought	to	incorporate	the	viewpoints	of	the	patients,	their	families,	and	any	community	religious
leaders	they	opt	to	include.The	Spiritual	Care	Implementation	Process	2	categorizes	spiritual	needs	based	on	the	three	attributes	of	spirituality,	identifying	nine	spiritual	problems	associated	with	existential,	relational,	and	religious/transcendental	needs.	It	then	guides	the	establishment	and	implementation	of	plans	for	spiritual	interventions	tailored
to	these	identified	problems.	Such	interventions	have	the	potential	to	enhance	spiritual,	physical,	psychological,	and	social	well-being.	The	overarching	aim	of	spiritual	care	is	to	foster	improved	spiritual	well-being	up	to	the	point	of	death.The	Spiritual	Care	Implementation	Process	3	is	a	revised	and	supplemented	version	of	the	models	presented	in
this	guide	(Figure	1),	drawing	upon	the	spiritual	diagnosis	decision	pathways	model	by	Puchalski	et	al.	[27].	This	model	is	designed	to	identify	spiritual	problems	by	assessing	three	spiritual	attributes.	Specifically,	it	delineates	the	spectrum	of	spiritual	care	that	the	HPCT	can	offer,	which	includes	the	planning	and	execution	of	spiritual	interventions	to
address	existential,	relational,	and	religious/transcendental	needs.	If	spiritual	problems	persist	despite	the	HPCTs	interventions,	or	if	patients	and	their	families	express	particular	religious	care	needs,	the	model	includes	a	referral	process	to	spiritual	care	specialists	within	the	HPCT	or	to	external	religious	leaders	[21].	In	such	instances,	the	HPCT	will
facilitate	a	referral	to	a	religious	leader	chosen	by	the	patient	for	their	religious	care	[21].	Spiritual	care	model.	(A)	The	totality	of	humanity,	(B)	Spiritual	implementation	model	1,	(C)	Spiritual	implementation	model	2,	(D)	Spiritual	implementation	model	3.Source	A:	Kang	KA,	Kim	SJ,	Kim	DB,	Park	MH,	Yoon	SJ,	Choi	SE,	et	al.	A	meaning-centered
spiritual	care	training	program	for	hospice	palliative	care	teams	in	South	Korea:	development	and	preliminary	evaluation.	BMC	Palliative	Care	2021;20;30.Source	B,	D:	Puchalski	C,	Ferrell	B,	Virani	R,	Otis-Green	S,	Baird	P,	Bull	J,	et	al.	Improving	the	quality	of	spiritual	care	as	a	dimension	of	palliative	care:	the	report	of	the	Consensus	Conference.	J
Palliat	Med	2009;12:885-904.The	spiritual	care	process	includes	a	spiritual	needs	assessment,	a	spirituality-based	care	continuum,	a	form	for	spiritual	care	records,	and	recommended	spiritual	interventions.	In	addition,	the	appendix	presents	cases	of	spiritual	needs,	spiritual	problems	(diagnosis),	and	spiritual	strengths,	assisting	the	HPCT	in	the
practical	application	of	spiritual	care	[21].Spiritual	needs	are	categorized	according	to	the	attributes	of	human	spirituality.	The	three	stages	of	assessing	spiritual	needs	go	beyond	merely	determining	whether	a	patient	is	religious.	This	process	entails	comprehending	the	underlying	reasons	or	motivations	that	imbue	a	patients	life	with	meaningasking,
What	makes	your	life	meaningful?	It	also	involves	discerning	what	provides	the	patient	with	inner	strength	and	comfort,	prompting	the	question,	What	gives	you	strength	and	comfort?	[1,28]	(Table	2).Three	Steps	of	Assessing	Spiritual	Needs.DivisionPurposeWhenWhoSpiritual	screeningCheck	spiritual	care	needs	(yes/no)First	visitHospice	and
palliative	care	teamSpiritual	historyBased	on	the	attributes	of	spirituality,	identify	spiritual	needs	or	spiritual	strengths	(yes/no)First	visit	and	periodic	reassessmentHospice	and	palliative	care	teamSpiritual	assessmentIdentify	spiritual	strengths	related	to	attributes	of	spirituality	(specific	questions)Initial	visit	and	periodic	reassessmentsSpiritual-
care-provider/spiritual	care	specialistThe	core	of	spiritual	care	and	needs	assessment	lies	in	assisting	patients	to	recognize	their	spiritual	strengths	[14].	Thus,	the	entire	continuum,	from	assessing	spiritual	needs	to	implementing	interventions	and	evaluating	outcomes,	is	designed	to	affirm	and	bolster	the	patients	spiritual	strengths,	ultimately
fostering	spiritual	well-being.	Existential	needs	related	to	meaning	and	purpose	encompass	two	spiritual	issues:	despair	and	hopelessness,	and	a	lack	of	meaning	and	purpose.	Relational	needs	tied	to	interconnectedness	cover	five	spiritual	issues:	anger,	guilt	and	shame,	loss	and	grief,	feelings	of	abandonment	or	isolation,	and	the	need	for
reconciliation.	Lastly,	religious	and	transcendental	needs	linked	to	transcendence	involve	two	spiritual	issues:	concerns	about	ones	relationship	with	a	deity	and	conflicted	or	challenged	belief	systems	(Table	2,	3).Spiritual	Needs	Assessment	(Example)Spiritual	needs	based	on	spiritual	attributesQuestions1.	Existential	needs:	The	need	to	find	purpose
and	meaning	in	life[Spiritual	Strengths:	The	Meaning	of	Life]	Key	Questions-	What	are	the	most	important	purposes	(goals),	values,	and	things	that	matter	(or	are	important)	in	your	life?	Additional	Questions-	What	was	the	most	rewarding	(or	meaningful,	or	well-done)	thing	you've	ever	done	in	your	life?-	What	have	you	done	so	far,	and	what	has	it
meant	in	your	life?-	What	are	your	favorite	traits	(strengths)	about	yourself,	and	how	have	they	helped	you	in	your	recent	situation?-	Do	you	have	any	advice	or	things	you'd	like	to	leave	behind	for	your	children	or	the	next	person	in	your	life?[Spiritual	Strengths:	Seeking	meaning]	Key	Questions-	What	gives	you	the	strength	to	endure	the	current
situation?	Additional	Questions-	When	you	look	back	on	your	life,	what	do	you	think	it	was	like?-	What	was	the	biggest	crisis	you've	faced	in	your	life,	and	what	gave	you	the	strength	to	get	through	it?-	What	has	most	influenced	your	life	purpose?-	If	you	lose	a	part	of	your	body	or	a	bodily	function,	how	will	it	affect	the	meaning	and	purpose	of	(your)
life?-	How	has	your	illness	changed	your	life	goals?Spiritual	needs,	spiritual	problems	(diagnosis),	and	spiritual	strengths	(examples)Example	2Underline:	Spiritual	needs	manifestationItalics:	Spiritual	strengthsMr.	Pyeon	(male/83	years	old)	received	radiation	therapy	for	prostate	cancer.	Two	years	later,	he	was	diagnosed	with	neuroendocrine	cancer
of	the	pancreas	and	was	treated	with	chemotherapy.	After	the	disease	progressed	and	chemotherapy	was	discontinued,	he	enrolled	in	a	home	hospice	program.He	had	previously	worked	as	a	local	government	employee	and	had	been	transferred	frequently,	so	he	was	often	away	from	his	family	when	raising	his	two	children.	He	expressed	that	he	had
met	his	wife	through	an	arranged	marriage	and	they	lived	together,	but	he	has	never	had	a	deep	conversation	with	her	and	does	not	have	much	affection	for	her.	He	doesn't	have	much	time	for	hobbies	or	leisure	outside	of	work,	so	when	he	thinks	back	on	his	life,	he	doesn't	have	many	pleasant	memories.After	being	diagnosed	with	a	terminal	illness,
he	expressed	that	he	thought	it	was	right	to	sacrifice	and	do	his	best	to	raise	and	feed	his	family	when	she	was	younger,	but	now	he	is	full	of	regret	and	resentment	because	he	has	difficulty	moving	around	due	to	lower	extremity	edema	and	is	confined	to	his	home	and	cannot	live	alone	without	help	from	others."It's	so	unfair,	I	thought	this	was	the	way
I	was	supposed	to	live,	but	now	I	look	back	and	I	don't	see	myself	in	my	life,	I'm	just	a	slave,	I'm	just	a	person	who's	locked	up	and	told	what	to	do.	I've	never	been	happy,	it	feels	so	unfair	that	I've	lived	this	way."As	his	illness	progressed	and	his	delirium	increased,	he	became	unable	to	recognize	his	family	members	and	became	aggressive,	screaming
"Don't	lock	me	up!	Open	the	door!"	and	became	aggressive,	wielding	a	bat,	running	out	of	the	house	and	injuring	himself.	"There	are	soldiers	standing	guard	over	me,	keeping	an	eye	on	me,	making	me	do	things.	Please	help	me."Spiritual	needs	identified	in	the	case	Existential	needs:	the	need	to	find	purpose	and	meaning	in	life.	Relational	needs:	the
need	for	love,	connection,	and	harmonious	relationships	with	oneself	and	significant	others.Spiritual	problems	(Diagnosis)	(number:	priority)	Lack	of	meaning	and	purpose	()	Anger	()	Despair	and	hopelessness	()The	spiritual	strengths	of	the	case	(underline	the	relevant	part)	The	meaning	of	life	Trying	to	find	meaning	Love	(altruistic)	Gratitude
Compassion	and	forgiveness	Belief	or	faith	Tranquility	Acceptance	Hope	for	the	afterlifeIn	addition	to	basic	spiritual	interventions	(listening,	prayer/meditation,	companionship,	etc.),	more	specialized	approaches	like	logotherapy,	dignity	therapy,	mindfulness-based	interventions,	and	life	graphs	are	recommended	(Table	4).	The	spiritual	care	record,
designed	for	documenting	and	evaluating	spirituality,	is	grounded	in	the	three	attributes	of	spirituality:	meaning	and	purpose,	interconnectedness,	and	transcendence.	This	tool	facilitates	the	assessment	and	recording	of	spiritual	diagnoses	and	interventions	(Appendix	1).	It	is	advised	that	hospice	and	palliative	care	institutions	adopt	this	format	to
enhance	the	management	of	spiritual	care	quality.Spirituality-based	Care	Continuum	(Example).Spirituality	propertySpiritual	strengthsSpiritual	needs	based	on	spirituality	attributesExpressing	spiritual	needsSpiritual	mattersIntervention	goalsSpiritual	interventionSpiritual	assessment	(6-point	scale)End	resultKey	AspectsExampleMeaning	and
purpose	Meaning	of	life	Trying	to	find	meaning	Love	Gratitude	Compassion/Forgiveness	Beliefs	or	beliefs	Tranquility	Acceptance	Hope	for	the	afterlifeExistential	needs	(the	need	to	find	purpose	and	meaning	in	life)	No	hope	for	future	health	and	life	State	of	hopelessness	My	life	is	getting	shorter	and	shorter	There	is	no	reason	for	me	to	live	I	dont
want	to	live	I	dont	know	what	lies	ahead	of	meDespair	and	hopelessnessFinding	hope	and	meaning	(Hope)	Help	the	patient	express	their	feelings	of	hopelessness	and	listen	and	empathize	with	them.	Try	to	have	conversations	that	take	the	weight	of	reality	off	the	patients	shoulders.	Help	to	find	ways	to	make	the	patients	time	count.	Find	something	to
do	together	that	will	motivate	the	patients	(e.g.,	create	a	bucket	list).Regain	motivation	through	hope	and	finding	meaning.Spiritual	well-being	Lack	of	meaning	Questions	about	the	meaning	of	ones	existence	Questions	about	the	meaning	of	pain	Seeking	spiritual	help	A	sense	of	futility	about	ones	life	Falling	apart.	desperate	attitude	Apathy,
indifference,	depression,	helplessness	Expression	of	futility	Ones	own	worthlessness	My	life	(my	life)	is	meaningless	I	feel	useless	Whats	the	point	of	living	like	this?	Its	all	for	nothing	I	dont	know	what	the	future	holds	Why	do	I	have	to	be	so	sick?Lack	of	meaning	and	purposeFinding	hope	and	meaning	(Meaning	of	suffering)	Listen	when	the	patient
expresses	skepticism	about	the	value	of	life.	Help	the	patient	gain	awareness	of	reality	through	listening	and	counseling.	Inform	the	patient	that	their	life	has	meaning	and	purpose.	Provide	opportunities	for	visits	by	family	and	friends	who	are	meaningful	to	the	patient.	Confirm	that	the	patient	is	worthy	of	care	through	warm	physical	support.Find
hope	and	rewarding	meaning.The	spiritual	care	guide	underscores	the	importance	of	spiritual	caregivers	and	professionals.	Members	of	the	HPCT	who	have	completed	the	online	spiritual	care	course,	developed	in	partnership	with	the	Korean	Society	for	Hospice	and	Palliative	Care	and	the	National	Hospice	Center,	are	qualified	to	act	as	spiritual
caregivers.	They	are	trained	to	carry	out	fundamental	aspects	of	spiritual	assessment,	including	screening	and	explorations	of	patients	histories.	Consequently,	there	is	a	need	for	a	consensus	regarding	the	training	and	education	process	to	cultivate	competent	spiritual	care	professionals.	These	professionals	assist	individuals	in	recognizing	their
spiritual	strengths	through	a	comprehensive	spiritual	assessment	[27].The	guideline	recommends	assessing	the	presence	of	spiritual	care	guide,	documentation,	and	satisfaction	surveys	of	bereaved	families	for	the	quality	management	of	spiritual	care	[29].Developing	a	universally	applicable	and	feasible	spiritual	care	guide	for	all	hospice	and
palliative	care	institutions	in	Korea	has	been	challenging	due	to	the	diversity	in	working	conditions	and	personnel	support	systems.	As	an	initial	version,	this	guide	will	necessitate	ongoing	revisions	and	enhancements	to	achieve	full	applicability	in	hospice	and	palliative	care	practices.	The	development	of	this	guide	will	continue	through	future	Delphi
surveys	and	input	from	regional	spiritual	care	experts,	aiming	to	provide	spiritual	care	that	is	both	culturally	attuned	to	Korean	sensibilities	and	practically	implementable.	As	a	result,	spiritual	care	will	not	only	be	an	integral	part	of	hospice	and	palliative	care	institutions	but	also	in	medical	settings	that	provide	end-of-life	care,	thereby	enhancing	the
spiritual	well-being	and	quality	of	life	for	patients	and	their	families	and	making	a	significant	contribution	to	the	overall	quality	of	care.Supplementary	materials	can	be	found	via	This	study	was	supported	by	the	Health	Promotion	Fund,	Ministry	of	Health	&	Welfare,	Republic	of	Korea	(2360110-1).1.Balboni	TA,	Fitchett	G,	Handzo	GF,	Johnson	KS,
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1.0.1	We	all	have	a	part	of	us	seeking	to	connect	and	discover	meaning,	purpose	and	hope	in	those	aspects	of	our	experience	that	matter	most	to	us.	This	is	often	referred	to	as	spirituality	which	is	present	in	our	lives;	informing	our	personal	values	and	beliefs,	and	affirming	that	tears,	laughter,	pain,	and	joy	are	all	part	of	the	human	experience.	1.0.2
It	is	recognised	that	the	spiritual	is	a	natural	and	integral	dimension	of	what	it	means	to	be	human.	Within	health	and	social	care,	it	is	widely	accepted	that	questions	of	meaning,	purpose,	hope	(or	the	lack	of	it),	identity	and	relationship	can	become	acute	when	wellbeing	and	stability	are	challenged	or	threatened	by	illness,	injury,	or	loss	in	oneself	or
in	a	loved	one.	At	such	times	people	often	need	spiritual	care[1].	1.1	Spiritual	care	at	the	heart	of	person-centred	care	1.1.2	The	Healthcare	Quality	Strategy	for	NHS	Scotland	defines	person-centred	care	as	mutually	beneficial	partnerships	between	patients,	their	families	and	those	delivering	healthcare	services,	which	respect	individual	needs	and
values[2].	1.1.3	The	Scottish	Government	recognises	that	spiritual	care	is	a	core	part	of	person-centred	care	and	that:	Spiritual	care	can	empower	and	benefit	both	carer	and	cared	for;	nurturing	the	individual	to	celebrate	and	flourish	during	times	of	joy	and	growth,	supporting	people	to	find	strength	and	comfort	during	times	of	transition,
uncertainty,	and	illness.	1.1.4	The	ethos	of	spiritual	care	affirms	that	people	are	not	merely	physical	bodies	requiring	mechanical	fixing.	Spirituality	can	help	people	maintain	health	and	cope	with	illness,	trauma,	loss,	and	life	transitions	by	integrating	body,	mind	and	spirit[3].	1.1.5	During	times	of	change	and	transition	such	needs	can	become	more
pronounced.	Health	and	social	care	staff	have	a	role	in	supporting	people	to	recognise	spiritual	needs,	their	benefits,	and	in	partnership,	work	towards	meeting	them,	as	appropriate	to	their	role.	Spirituality	can	be	an	important	part	of	someones	life;	offering	real	benefits	for	their	wellbeing	and	their	physical	and	mental	health[4].	1.1.6	Spiritual	needs
that	might	be	addressed	within	the	normal,	daily	activity	of	care	include:	the	need	to	give	and	receive	love;	the	need	to	be	understood;	the	need	to	be	valued	as	a	human	being;	the	need	for	forgiveness,	hope	and	trust;	the	need	to	explore	beliefs	and	values;	the	need	to	find	meaning	and	purpose.	1.1.7	This	person-centred	approach	continues	the
trajectory	of	the	delivery	of	spiritual	care	in	Scotland	for	nearly	20	years.	Person-centred	spiritual	care	is	consistent	with,	and	supports,	the	approaches,	behaviours,	and	attitudes	of	Realistic	Medicine[5].	1.1.8	The	delivery	of	this	framework	is	interdependent	with	a	range	of	other	policies	and	strategies.	This	framework	should	not	and	cannot	stand
alone;	instead,	it	complements,	links	to,	and	supports	the	broader	health	and	social	care	aims	of	the	Scottish	Government.	1.2	Why	are	we	taking	action	now?	1.2.1	The	Scottish	Government	is	committed	to	the	delivery	of	the	highest	quality	of	care	which	takes	into	consideration	what	matters	most	to	the	individual	(including	personal	values	and
deeply	held	beliefs)[6]	and	those	who	matter	most	and	who	give	support	in	difficult	and	challenging	times.	1.2.2	The	framework	reflects	the	considerable	developments	resulting	from	the	increased	professionalism	in	spiritual	care	over	the	last	twenty	years	and	firmly	establishes	the	role	of	spiritual	care	as	an	integral	part	of	health	and	social	care
provision.	1.2.3	Within	healthcare	settings,	the	delivery	of	spiritual	care	has	been	an	aspect	of	care	since	the	NHS	was	established.	While	spiritual	care	is	provided	in	some	social	care	settings	it	is	not	universal.	It	is	recognised	that	health	and	social	care	(including	service	provision	within	inpatient	hospital	care	and	community	health	care)	are	starting
from	very	different	places	in	relation	to	the	provision	of	spiritual	care.	1.2.4	There	has	been	limited	strategic	oversight	in	the	spiritual	care	setting	for	some	time.	With	the	launch	of	this	national	framework,	the	Scottish	Government	and	those	involved	in	its	creation	have:	articulated	shared,	national	priorities	for	the	next	five	years;	shared	best
practice;	set	out	a	pathway	for	improving	services	equitably	across	Scotland	over	the	coming	years;	set	out	our	ambition	to	be	a	world	leader	in	spiritual	care	delivery.	1.2.5	The	Scottish	Government	set	up	a	National	Programme	Board	(NPB)	and	established	Expert	Working	Groups	on	key	topics	within	spiritual	care.	Through	the	expertise	of	those
involved,	specific	recommendations	were	developed	in	four	key	settings:	A	skilled	and	compassionate	workforce	The	development	of	spiritual	care	in	community	and	social	care	settings	Data	Collection	and	Evidence	Base	A	professional	specialist	workforce	1.2.6	The	recommendations	within	this	document	flow	from	the	discussions	and	findings	of
these	expert	working	groups	and	the	NPB.	Recommendations	are	set	out	in	text	boxes	throughout	the	document	and	at	Appendix	A.	Responsibility	for	their	implementation	is	shared	between	the	Scottish	Government,	local	and	national	health	boards,	health	and	social	care	providers	and	the	Scottish	Spiritual	Care	Professional	Leads	Group.	1.3
Language	1.3.1	Language	and	the	words	we	use	can	have	a	powerful	impact.	Within	care	settings	we	have	historically	spoken	about	chaplains	and	chaplaincy.	Such	descriptions	have	close	associations	with	traditional	religious	models	of	care.	Within	this	framework,	we	have	used	the	term	Registered	Chaplain	to	reflect	the	post	(and	our	aspirations
for	the	profession)	and	used	Spiritual	Care	Teams	and	Departments	of	Spiritual	Care	to	describe	service	provision.	1.4	Good	Spiritual	Care	in	Practice	1.4.1	The	responsibility	for	ensuring	service	delivery	of	spiritual	care	lies	with	health	and	social	care	providers.	The	provision	of	specialist	spiritual	care	remains	a	core	task	of	Spiritual	Care	Teams.	In
NHSScotland,	Registered	Chaplains	are	employed	as	specialists	in	providing	spiritual	care,	although	in	some	settings	they	may	be	known	as	Spiritual	Care	Providers.	However,	it	is	widely	recognised	that	it	is	the	responsibility	of	all	health	and	social	care	staff	to	understand,	recognise	and	meet	the	spiritual	needs	of	individuals,	including	their	own
needs.	1.5	Delivering	Spiritual	Care	1.5.1	Spiritual	care	can	be	delivered	in	many	ways.	This	section	sets	out	what	a	core	spiritual	care	service	should	cover,	and	how	it	could	operate	based	on	current	best	practice	models	from	Scotland	and	internationally.	1.5.2	Spiritual	care	can	be	given	in	one	to	one	or	group	settings,	is	person-centred	and	makes
no	assumptions	about	personal	conviction	or	life	orientation.	It	achieves	its	goals	through:	offering	a	safe	space	in	which	individuals	and	their	needs	are	regarded	as	central	and	characterised	by	an	equitable,	respectful,	and	non-judgemental	relationship;	taking	a	person-centred	rather	than	staff	or	system-centred	care	approach;	eliciting	and
honouring	an	individuals	story;	accompanying	an	individual	further	into	pain,	darkness,	uncertainty	or	unknowing;	holding	the	possibility	of	other	ways	of	seeing	or	understanding,	without	imposing	personal	views	or	frameworks.	1.6	Access	to	spiritual	care	services	1.6.1	Access	to	specialist	spiritual	care	services	requires	good	written	material	with
clear	verbal	back	up,	and	a	process	for	ensuring	that	information	concerning	the	nature	of	the	service	is	given	to	service	users	at	the	right	time.	This	needs	to	take	place	not	only	during	the	admission	procedure,	or	on	first	accessing	care,	but	also	regularly	reviewed	with	the	individual	during	their	on-going	care.	1.6.2	Staff	should	ensure	that
questions	about	values	and	faith	are	asked	in	line	with	good	practice	outlined	in	What	matters	to	you[7].	For	example,	it	may	be	more	appropriate	to	ask	a	person	their	understanding	of	their	situation,	before	asking	directly	if	they	have	specific	views,	beliefs	or	religious	needs	which	may	impact	their	care.	1.6.3	When	service	users	indicate	or	formally
record	a	religious	faith	or	belief	preference,	it	is	important	to	ask	if	they	wish	the	information	to	be	passed	to	a	representative	from	their	belief	community.	Spiritual	Care	Teams	should	provide	advice	and	facilitate	this	activity	where	appropriate.	Recommendation	1:	Health	and	social	care	providers	should	ensure	that	spiritual	aspects	of	care	are
assessed,	recorded	and	regularly	reviewed	within	care	plans	in	all	health	and	care	settings	and	services.	1.6.4	Spiritual	distress	can	occur	at	any	time;	when	a	persons	situation	changes,	challenges	become	more	pronounced	or	when	individuals	experience	a	sense	of	loss	of	hopelessness.	Service	providers	should	consider	how	spiritual	care	services
can	be	accessed	on	a	24/7	basis.	Acute	settings	should	ensure	that	spiritual	care	services	are	resourced,	in	human,	financial,	and	support	terms,	to	enable	the	provision	of	a	24/7	service[8].	Recommendation	2:	NHS	Territorial	Boards	should	give	consideration	as	to	how	they	provide	a	24/7	service	within	acute	settings.	Where	this	level	of	service	is	not
currently	provided	an	action	plan	showing	how	and	when	this	will	be	achieved	should	be	developed.	1.6.5	In	social	care,	it	is	good	practice	to	ensure	that	service	users	at	home	or	within	community	settings	are	informed	about	what	spiritual	care	provision	is	available	out	of	hours.	Health	and	Social	Care	Partnerships	(HSCPs)	and	care	providers
should	consider	how	service	users	and	care	staff	can	access	community	based	support	models	in	partnership	with	the	third	sector	and	the	belief	communities.	1.7	Spiritual	care	as	part	of	a	Multidisciplinary	Team	1.7.1	It	is	good	practice	for	members	of	the	Spiritual	Care	Team	to	be	members	of	Multidisciplinary	Teams	(MDTs)	and	/	or	Multi-agency
Teams	to	ensure	that	spiritual	care	informs	an	integral	holistic	response	to	the	needs	of	individuals.	There	are	already	specialties,	such	as	palliative	care,	where	this	is	common	practice,	recognising	the	value	Spiritual	Care	Teams	bring	to	the	work	of	the	team	and	the	treatment	of	individuals.	1.7.2	To	ensure	person	centred	care,	staff	should	work	in
partnership	with	individuals	to	develop	person-centred	personal	care	plans	that	take	into	account	individual	circumstances,	characteristics	and	preferences	including	spiritual	needs.	Good	practice	suggests	that	the	spiritual	aspects	of	care	should	be	assessed	and	regularly	reviewed.	1.8	Community	Chaplaincy	Listening	(CCL)	and	Values-Based
Reflective	Practice	(VBRP	)	1.8.1	CCL	and	VBRP	have	been	delivered	by	some	Spiritual	Care	Teams	as	an	integral	part	of	the	spiritual	care	service	provision	for	their	health	board	areas.	These	services	have	been	consistently	highly	evaluated	by	service	users[9],[10].	1.8.2	The	time	is	right	to	embed	both	these	programmes	in	a	consistent	way
throughout	Scotland	and	ensure	that	governance	and	operational	management	of	these	services	is	the	responsibility	of	health	boards	through	Heads	of	Spiritual	Care.	This	will	allow	services	to	grow	and	develop	under	local	leadership	whilst	supporting	local	priorities.	1.8.3	CCL	is	a	national	spiritual	care	initiative	that	promotes	spiritual	wellbeing	by
offering	a	listening	service	for	people:	who	are	affected	by	issues	of	loss	and	transition,	such	as	grief,	relationship	problems,	stress	of	work	or	unemployment;	and	who	need	someone	to	listen	to	them	in	confidence[11].	1.8.4	CCL	is	currently	delivered	locally	in	a	variety	of	health	and	social	care	settings.	It	is	an	assets-based	intervention	using	spiritual
listening	to	support	people	identify	and	draw	upon	personal	assets	that	can	improve	their	wellbeing	and	promote	self-management.	1.8.5	Spiritual	listening	is	distinct	from,	yet	complementary	to,	those	offered	by	counselling	and	psychological	therapies[12].	Recommendation	3:	NHS	Territorial	Health	Boards	should	establish,	or	maintain,	Community
Chaplaincy	Listening	as	a	referral	based,	spiritual	care	listening	service,	delivered	by	trained	and	supported	volunteers	and	managed	by	Spiritual	Care	Teams.	Recommendation	4:	Health	and	Social	Care	Partnerships	and	care	providers	should	consider	establishing	partnerships	with	existing	listening	services	and	the	third	sector	to	extend	listening
services	into	community	settings;	working	collaboratively	to	establish	the	service	where	not	available.	1.8.6	VBRP	aims	to	help	staff	stay	connected	to	their	own	values	and	beliefs,	helping	them	to	thrive	at	work	and	learn	and	grow	by	sharing	their	experiences	in	a	safe,	structured	reflective	space.	VBRP	uses	the	principles	of	reflective	practice	to
support	practitioners	deliver	safe,	effective,	and	person-centred	care.	1.8.7	Building	capacity	and	embedding	VBRP	and	CCL	will	support	individuals	to	use	personal	and	community	assets	to	build	resilience	and	enhance	wellbeing.	There	is	a	need	to	work	in	partnership	with	third	sector	organisations	and	the	belief	communities	to	maximise	available
resources	and	avoid	duplication.	Recommendation	5:	The	Scottish	Spiritual	Care	Professional	Leads	Group	in	partnership	with	NHS	Education	for	Scotland	and	Spiritual	Care	Teams	should	take	a	lead	role	in	the	continued	development	and	expansion	of	Values	Based	Reflective	Practice	through	their	learning,	facilitating	the	learning	of	others	and
promoting	Values	Based	Reflective	Practice	across	the	wider	health	and	social	care	system.	1.9	Bereavement	Services	1.9.1	Bereavement	can	have	a	profound	and	long-term	effect	on	peoples	health	and	wellbeing.	In	addition	to	the	usual	difficulties	associated	with	bereavement,	the	Covid-19	pandemic	has	left	many	bereaved	people	with	unresolved
issues	that	are	having	a	negative	impact	on	their	wellbeing.	1.9.2	Within	health	settings,	Spiritual	Care	Teams	support	bereavement	services	and	are	key	in	providing	specialist	spiritual	support	as	part	of	end-of-life	care.	Spiritual	care	has	a	unique	and	valuable	role	to	play	in	supporting	staff	and	service	users	to	explore	a	persons	values,	beliefs	and
preferences	in	relation	to	end	of	life	care[13].	1.9.3	It	is	good	practice	for	Spiritual	Care	Teams	and	bereavement	services	to	be	closely	linked.	Learning	from	the	Covid-19	pandemic	would	suggest	that	alignment	of	both	services	would	bring	benefits	to	service	users	and	staff	within	social	care	settings.	1.9.4	Health	and	social	care	providers	should
consider	how	staff	access	bereavement	services	to	support	service	users	and	staff.	In	addition	future	work	to	improve	spiritual	care	provision	should	recognise	that	Spiritual	Care	Teams	have	a	significant	role	to	play	in:	supporting	the	bereavement	needs	of	individuals	and	families	using	health	and	social	care	services;	supporting	staff	providing
palliative	and	end	of	life	care	across	all	settings;	and	supporting	staff	who	have	been	bereaved.	Recommendation	6:	Health	and	social	care	providers	should	promote	bereavement	support	for	staff,	particularly	those	providing	palliative	and	end	of	life	care	across	all	settings.	1.10	Staff	Support	1.10.1	The	workforce	is	our	most	valuable	resource	for
health	and	social	care	in	Scotland.	Ensuring	their	wellbeing	whilst	developing	their	capacity	to	respond	appropriately	to	the	spiritual	needs	of	patients	and	service	users	makes	good	sense	both	fiscally,	and	in	terms	of	delivering	excellent	care	in	all	health	and	social	care	settings.	1.10.2	It	is	widely	recognised	that	in	addition	to	physical,	emotional,	and
social	needs;	organisations	and	employers	should	ensure	that	the	spiritual	needs	of	staff	are	recognised	and	met.	Emotional	and	spiritual	wellbeing	can	be	improved	through	formal	connections	such	as	regular	meetings,	supervision,	and	reflective	practice	alongside	informal,	social	connections	and	listening	services.	1.10.3	To	look	after	the	emotional
wellbeing	of	staff,	an	organisation	needs	to	consider	the	emotional	labour	involved	and	seek	to	understand	the	social	and	spiritual	needs	of	individuals	when	at	work.	A	holistic	and	coordinated	approach	to	valuing	staff	includes	protecting	professional	time	to	consider	how	we	relate	to	others,	to	develop	an	awareness	of	self	and	our	sense	of	our
position	in	the	wider	world	and	supporting	staff	to	connect	with	core	values	and	beliefs[14].	1.10.4	VBRP	offers	a	flexible	approach	to	support	staff	to	be	reflective	and	connect	with	their	values	within	the	reality	of	their	working	environment	/	context.	1.10.5	Spiritual	Care	Teams	have	developed	staff-support	models,	aimed	at	giving	the	right	support
to	staff	at	the	right	time,	and	setting	out	clearly	the	range	of	support	options,	formal	and	informal,	available	to	staff	experience	varying	degrees	of	need.	1.10.6	There	is	growing	evidence	around	the	importance	of	right	touch	support	being	given	at	the	right	time.	A	peer-to-peer	conversation	or	listening	support	from	a	member	of	the	spiritual	care
team,	given	at	the	right	time,	can	help	prevent	the	escalation	of	need,	the	development	of	trauma,	sickness	absence	and	psychological	interventions.	1.10.7	To	enhance	the	provision	of	spiritual	care	available	to	staff,	it	is	good	practice	to	include	Spiritual	Care	Teams	in	the	planning	and	delivery	of	services	which	aim	to	support	staff	wellbeing.	In
particular,	Occupational	Health	Services,	Human	Resource	Departments	and	Spiritual	Care	Teams	should	work	together	to	provide	a	coordinated	response	and	develop	an	agreed	pathway	to	ensure	collaboration	services	and	prevent	duplication.	Recommendation	7:	Where	established,	health	and	social	care	providers	should	include	Spiritual	Care



Teams	in	the	planning	and	delivery	of	staff	support	to	enhance	the	emotional	and	spiritual	wellbeing	of	staff.	1.11	Critical	/	Major	Incidents	1.11.1	Spiritual	Care	Teams	have	a	significant	contribution	to	make	following	a	major	event,	incident,	or	disruption	of	service	delivery.	This	could	be	a	national	event	or	a	local	event	such	as	the	death	of	a
member	of	staff.	1.11.2	Coping	with	major	change	such	as	service	closures,	dealing	with	high	numbers	of	anxious	relatives	or	a	communal	need,	are	situations	where	Spiritual	Care	Teams	can	have	a	significant	and	valued	role.	Good	practice	in	relation	to	the	development	of	responses	to	critical	/	major	incidents	should	recognise	the	unique
contribution	of	spiritual	care	staff	in	supporting	responses	to	such	incidents	as	stated	within	the	Scottish	Government's	National	Plan	for	Major	Incidents	with	Mass	Casualties[15].	Recommendation	8	:	Health	boards	and	agencies	with	responsibility	for	planning	responses	to	critical	/	major	events	and	local	incidents	should	adopt	good	practice	by
ensuring	Spiritual	Care	Teams	are	integral	in	planning	for,	and	responding,	to	such	events	and	incidents.	1.12	Equality	and	Diversity	1.12.1	All	staff	should	promote	equality,	diversity	and	contribute	to	creating	inclusive	workplace	cultures	for	staff	and	those	using	services	and	take	a	rights-based	and	person-centred	approach.	1.12.2	The	Scottish
Government	recognises	the	importance	of	an	individuals	beliefs	and	values.	The	role	of	spiritual	care	and	spiritual	care	spaces	/	quiet	rooms	/	sanctuaries	should	be	available	equally	regardless	of	any	particular	characteristics	or	beliefs	individuals,	family	or	carers	may	have.	1.13	Volunteers	1.13.1	Volunteering	to	support	the	work	of	spiritual	care
departments	is	an	important	way	of	harnessing	the	energy,	experience,	and	commitment	of	those	who	feel	they	have	much	to	offer.	Whilst	volunteers	cannot,	and	should	not,	replace	professional	staff,	Spiritual	Care	Teams	and	service-users	have	benefitted	hugely	from	the	pastoral	contribution	of	volunteers.	1.13.2	CCL	has	its	own	formational
training	programme	for	volunteers,	which	is	standard	throughout	Scotland.	However,	other	volunteers	in	Spiritual	Care	Teams	are	trained	in	a	variety	of	ways	and	to	a	variety	of	standards.	Good	practice	suggests	the	development	of	a	national	approach	to	the	training	and	formation	of	spiritual	care	volunteers.	Such	an	approach	is	a	key	component	of
the	NHS	Scotland	Volunteering	Programme	Strategy[16].	Recommendation	9:	The	Scottish	Spiritual	Care	Professional	Leads	Group	should	explore	the	development	of	a	national	approach	to	training	for	spiritual	care	volunteers	with	the	NHSScotland	Volunteering	Advisory	Board.	1.14	Belief	Communities	1.14.1	Religion	and	culture	can	be	central	to
a	person's	wellbeing	and	have	a	direct	impact	on	their	needs,	care,	and	ability	to	cope.	At	times	of	transition,	such	as	illness	or	a	change	in	circumstances	individuals	may	require	additional	support	and	care.	Individuals	may	receive	comfort	and	benefit	from	practicing	their	faith,	and	having	their	religious	and	cultural	needs	recognised,	respected,	and
met.	1.14.2	Scotland	has	many	vibrant	belief	communities.	The	needs	and	rights	of	members	of	belief	communities	for	appropriate	care	(such	as	ritual,	sacramental	care	or	meditation),	should	not	be	underestimated.	Health	and	social	care	staff	should	be	aware	of	the	importance	in	facilitating	this	by	sensitively	asking	service	users	and	seeking
appropriate	help.	1.14.3	It	is	important	to	recognise	the	role	of	representatives	from	belief	communities	in	supporting	the	spiritual,	religious	and	pastoral	needs	of	service	users.	Often	these	are	unique	pastoral	relationships	which	have	been	established	over	many	years.	As	such	representatives	from	belief	communities	may	be	best	placed	to	offer
religious	or	pastoral	care.	1.14.4	However,	representatives	from	belief	communities	(e.g.	members	of	the	clergy,	celebrants	etc)	are	not	members	of	staff	and	service	providers	should	not	share	information	about	an	individual	without	explicit	consent.	1.14.5	Consent	to	make	available	information	relating	to	a	patients	or	service	users	faith	or	belief
stance,	may	be	given,	either	in	writing	or	orally,	at	any	time	throughout	the	care	process.	In	exceptional	circumstances	where	informed	consent	is	impossible	to	obtain,	(e.g.	if	a	patient	or	service	user	is	unconscious	or	unable	to	give	consent	)	then	the	views	of	carers,	family	and	staff	should	be	sought,	and	common	sense	should	prevail.
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known	as	the	biomedical	model	in	the	mid-nineteenth	century.	During	this	period	of	secularization	of	medicine,	some	religious	hospitals	remained	true	to	their	faith-based	mission,	while	many	retained	their	religious	identity	in	name	only.In	1977,	George	Engel,	a	professor	of	psychiatry,	wrote	a	classic	article	in	which	he	urged	medical	educators,
researchers,	and	practitioners	to	abandon	the	reductionist	biomedical	model	of	disease	and	adopt	a	broader	perspective	that	could	incorporate	the	social,	psychological	and	behavioral	dimensions	of	illness	[1].	He	called	his	proposal	the	biopsychosocial	model.	This	new	model	was	adopted	rather	widely	in	Western	medicine	over	the	next	generation.In
spite	of	this	broader	biopsychosocial	perspective,	or	perhaps	because	of	it,	the	boundary	separating	the	practice	of	contemporary	Western	medicine	from	religion	became	more	sharply	delineated.	When	a	patient	or	even	a	clinician	raises	a	tenet	of	religious	faith	while	discussing	health	care,	one	often	hears	the	retort,	Medicine	is	secular;	religion	is
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resources,	and	so	on.	These	questions	are	often	discussed	in	bedside	situations	that	are	referred	for	consultation	with	a	clinical	ethics	consultant	or	committee.	The	idea	that	medicine	is	inherently	a	moral	enterprisethat	the	practice	of	medicine	involves	making	decisions	between	right	and	wrong,	good	and	badentered	our	conversation	at	this	time	of
technological	expansion	[4].When	questions	of	right	and	wrong	in	medicine	were	first	voiced,	it	was	often	by	people	of	faith	who	recognized	that	religious	traditions	addressed	these	values.	Indeed,	the	early	medical	ethicists	were	primarily	theologians	coming	from	Roman	Catholic,	Protestant,	and	Jewish	traditions	[5].	Although	the	discipline	has
largely	been	taken	over	by	philosophers,	clinicians,	the	courts,	and	health	policymakers,	the	roots	of	medical	ethics	are	clearly	faith	based.How	does	the	moral	dimension	of	medicine	comport	with	the	above-mentioned	boundary	between	medicine	and	faith?	Quite	easily,	actually.	Those	involved	in	medical	decisions	are	people:	patients,	families,
professionals.	All	of	these	people	have	values,	often	based	on	faith.Foundations	of	Medical	Ethics:	Secular	and	Sacred	PrinciplesAlthough	there	are	several	conceptualizations	of	medical	ethics	[6],	probably	the	most	commonly	articulated	in	North	America	is	principlism.	While	insufficient	of	and	by	itself	to	thoroughly	resolve	all	dilemmas	in	medical
ethics,	principlism	is	often	the	beginning	point	for	such	discussions.	The	secular	principles	of	medical	ethics	are	well	known	and	have	been	discussed	at	length	in	many	settings	[7].	The	four	foundational	principles	are	(1)	nonmaleficence	(first	of	all,	do	no	harm),	(2)	beneficence	(always	seek	the	patients	best	interest),	(3)	respect	for	autonomy	(the
patient	has	a	right	to	self-determination),	and	(4)	justice	(we	should	treat	like	patients	alike,	without	discrimination).	In	modern	Western	culture,	respect	for	autonomy	has	become	the	first	principle	among	equals.	A	person	has	the	right	to	make	his	or	her	own	decisions	about	medical	treatment.	This	principle	is	often	expressed	as	respect	for	persons.
And,	of	course,	patients	are	persons,	complete	with	values,	some	of	which	are	faith	based.The	theologians	who	pioneered	contemporary	medical	ethics	also	built	their	foundation	on	principles,	but	these	were	sacred.	These	sacred	principles	often	parallel	or	overlap	the	four	secular	principles.	Elsewhere	I	have	tried	to	identify	some	of	the	sacred
precepts	and	beliefs	held	by	members	of	one	or	more	of	the	three	monotheistic	faith	traditions	(Judaism,	Christianity,	Islam)	that	may	be	influential,	sometimes	even	determinative,	in	resolving	dilemmas	in	medical	ethics	[8].	I	will	outline	11	of	them	from	my	own	Christian	perspective,	recognizing	that	there	is	much	overlap	with	Jewish	and	Islamic
perspectives.TheImago	Dei(the	image	of	God	in	man).	From	the	first	chapter	of	Genesis,	the	first	book	of	the	Hebrew	Bible,	we	learn	that	each	individual,	regardless	of	ability	or	disability,	bears	the	image	of	God.	This	is	inherent,	not	imputed,	and	may	be	difficult	to	understand	as	we	contemplate	persons	born	with	anencephaly	or	afflicted	with	severe
dementia.	Although	such	disabilities	are	part	of	the	mortal	nature	of	humankind,	they	do	not	detract	from	the	underlying	principle.The	sanctity	of	life.	Because	we	bear	the	image	of	God,	each	human	life	is	sacred.	Human	life	is	special;	it	is	different	from	animal	life.	Our	God-given	dominion	(see	below)	allows	us	sometimes	to	end	an	animals	life
humanely,	but	it	does	not	allow	us	intentionally	to	end	a	human	life.	This	belief	in	the	sanctity	of	life	does	not	mean,	however,	that	we	must	always	attempt	to	postpone	human	death,	another	inevitable	consequence	of	the	Fall.The	Fall,	suffering,	disease,	and	death.	Because	of	Adams	sin,	we	live	in	a	fallen	world	with	all	its	manifestations.	We	should
try	to	relieve	suffering.	We	should	try	to	cure	or	control	disease.	We	should	try	to	avoid	death	when	possible.	But,	in	the	end,	we	are	all	finite.Quality	of	life.	Some	people	of	faith	bristle	when	quality	of	life	is	mentioned,	arguing	that	we	should	only	focus	on	the	sanctity	of	life.	But	we	all	experience	a	quality	of	lifegood,	bad,	or	neutral.	And	when	the
burdens	of	continued	life	make	it	impossible	for	us	to	carry	out	Gods	purpose,	we	are	not	obligated	to	use	disproportionate	measures	to	forestall	death.Miracles.	Adherents	of	all	three	monotheistic	faith	traditions	believe,	based	on	their	own	sacred	texts,	that	God	is	capable	of	intervening	in	our	lives	in	ways	that	we	cannot	explain	or	understand,	in
ways	that	seem	to	contradict	the	laws	of	nature.	Unfortunately,	we	tend	to	use	the	word	miracle	too	loosely,	as	in	miracle	drugs,	miraculous	survival,	and	so	on.	True	supernatural	interventions	are	not	common	in	my	experience.	But	God	can	do	such	things	when	He	chooses.	In	addition,	He	does	not	need	our	machines	or	procedures	to	accomplish	His
miracles.Compassion.	Gods	incomprehensible	love	for	us	is	clearly	reflected	in	the	compassion	taught	and	demonstrated	by	Jesus.	It	is	incumbent	on	us	to	remember	that	compassion	means	to	suffer	with.	Some	misinterpret	the	word	to	mean	merciful	ending	of	a	patients	life.	Instead,	in	my	view,	we	are	called	to	do	our	utmost	for	patients	suffering:	to
suffer	along	with	them	and	not	abandon	them.The	ministry	of	health	care.	Many	religious	health	care	professionals	believe	that	the	work	we	do	is	a	ministry	to	those	in	need,	a	way	to	show	forth	Gods	love.The	hope	of	eternity.	Many	people	of	faith	believe	that	this	life,	with	its	suffering	and	death,	is	not	all	there	is.	We	have	the	hope	of	eternal	life	with
a	loving	God.	Some	people	of	faith	believe	that	we	should	always	hope	for	a	good	outcome	to	illness.	Vclav	Havel,	former	president	of	the	Czech	Republic,	insightfully	wrote	that	hope	is	not	the	conviction	that	something	will	turn	out	well,	but	the	certainty	that	something	makes	sense,	regardless	of	how	it	turns	out	[9].The	sovereignty	of	God.	As	human
beings,	we	live	in	a	fallen	world,	beneath	the	sovereignty	of	an	all-powerful	God.Dominion	and	stewardship.	God	has	granted	us	liberty,	expecting	us	to	make	decisions	about	the	use	of	our	abilities	and	resources.	In	contemporary	medicine,	the	timing	of	death	is	often	a	matter	of	choice.	The	time	of	death	for	a	patient	may	vary	considerably	based	on
whether	we	choose	to	use	cardiopulmonary	resuscitation,	ventilator	support,	dialysis,	one	more	round	of	chemotherapy,	antibiotics,	or	a	feeding	tube.Free	will.	Many	people	of	faith	equate	the	religious	concept	of	free	will	and	the	secular	concept	of	autonomy.	In	one	sense,	they	are	similar:	both	refer	to	making	our	own	decisions.	However,	in	a
clearer	sense,	the	Hebrew	prophet	Micah	placed	a	limit	on	our	free	will	when	he	wrote,	He	has	showed	you,	O	Man,	what	is	good.	And	what	does	the	Lord	require	of	you?	To	act	justly	and	to	love	mercy	and	to	walk	humbly	with	your	God	[10].	We	are	not	to	walk	arrogantly	as	free	moral	agents,	making	decisions	based	only	on	our	personal	values,
desires,	and	authority.	Rather,	we	are	to	acknowledge	humbly	our	position	under	Gods	authority.Justice.Our	imperfect	efforts	at	individual	and	social	justice	must	constantly	strive	to	reflect	Gods	perfect	justice.	However,	justice	involves	getting	what	we	deserve.	In	a	Christian	context,	we	should	also	strive	to	reflect	His	mercy	(not	getting	what	we
deserve),	and	His	grace	(getting	what	we	do	not	deserve).Some	faith-based	precepts	are	absolute,	or	nearly	so,	such	as	the	Roman	Catholic	proscription	against	intentionally	causing	death,	the	Orthodox	Jewish	prohibition	against	stopping	life-sustaining	treatment,	and	the	Jehovahs	Witnesses	refusal	of	many	blood	products.	Some	are	interpreted	with
a	great	deal	of	flexibility,	such	as	an	understanding	of	quality	of	life.	Some	are	equally	shared	with	nonreligious	persons,	such	as	compassion	and	justice.	As	patients	and	families	struggle	with	some	of	the	difficult	issues	and	questions	encountered	in	medicine,	they	may	or	may	not	recognize	that	they	are	dealing	with	tenets	of	their	own	faith.	Inquiring
about	their	faith,	identifying	these	precepts,	and	discussing	them	openly,	sometimes	with	the	aid	of	a	chaplain	or	their	own	clergy,	will	often	help	bring	clarity	and	resolution.The	Professionals	Right	of	ConscienceSensitivity	to	the	role	of	personal	and	religious	values	in	understanding	and	resolving	dilemmas	in	clinical	ethics	focuses	primarily	on	the
beliefs	of	patients	and	families.	However,	the	professionals	involved	in	these	dilemmas	are	also	persons	and,	as	such,	have	their	own	personal	and	religious	values.	Involvement	in	counseling	about,	or	especially	performing,	procedures	such	as	abortion,	sterilization,	withdrawal	of	life-supporting	treatments,	physician-assisted	suicide,	and	so	on	might
violate	the	precepts	of	a	health	care	professionals	religious	values.	The	professionalsright	of	consciencehas	been	the	subject	of	a	growing	literature	in	medicine	and	ethics	[11].	It	is	often	important	to	recall	the	moral	difference	between	a	patientsnegativeautonomy	(the	right	to	refuse;	the	right	to	be	left	alone)	andpositiveautonomy	(entitlement	to
have	ones	wishes	carried	out	by	others).The	Patients	Personal	ValuesThe	values	used	by	individuals	in	making	difficult	medical	decisions	can	be	very	personal.	Some	personal	values	are	based	primarily	on	ones	religious	beliefs.	Some	are	based	more	broadly	on	a	persons	worldview	or	philosophy	of	life.	Health	care	professionals	should	be	careful	not
to	assume	a	patient	holds	specific	values	based	only	on	the	designation	in	the	medical	record	of	their	religious	preference	or	an	identification	of	their	cultural	background.	Different	congregations	in	a	particular	faith	tradition	may	interpret	such	values	differently,	and	clearly	different	individuals	within	a	tradition	may	adhere	to	all,	some,	or	very	few
of	the	precepts	of	that	faith.	Similar	diversity	of	thought	is	seen	within	many	groups.So	how	does	a	clinician	inquire	of	patients	to	learn	what	values	are	important	to	them?	There	have	been	many	proposals	of	how	to	discuss	the	spiritual	element	by	taking	a	spiritual	history	[12].	One	of	the	most	commonly	used	and	user-friendly	is	the	model	developed
by	Pulchalski	and	Romer	[13],	who	propose	the	following	four	questions	organized	by	the	mnemonic	FICA:FDo	you	belong	to	a	faith	tradition?IHow	important	is	your	faith	to	you?CDo	you	belong	to	a	faith	community?AHow	does	your	faith	affect	how	you	would	like	me	to	care	for	you?Since	only	a	portion	of	personal	values	are	based	on	a	persons	faith,
I	would	suggest	supplementing	this	spiritual	history	with	a	fifth	question:	What	personal	values	do	you	have	that	might	also	affect	how	you	would	like	me	to	care	for	you?This	information	can	easily	be	elicited	while	taking	a	patients	medical	history	without	being	intrusive.	This	approach	recognizes	that	the	patients	faith	may	be	an	important	part	of	his
or	her	self	and	that	the	care	team	is	willing,	even	eager,	to	incorporate	personal	and	religious	beliefs	into	needed	decisions	about	treatment.	In	addition,	it	may	be	appropriate	to	ask	patients	or	families	if	they	would	like	to	talk	with	the	hospital	chaplain	or	their	own	pastor,	priest,	rabbi,	or	spiritual	advisor.ConclusionThere	is	an	increasing	recognition
in	modern	Western	medicine	of	the	importance	of	patient	spirituality	in	treatment	and	healing.	Nowhere	is	this	more	important	than	in	addressing	and	resolving	dilemmas	in	bedside	medical	ethics.	It	is	thus	important	for	clinicians	to	know	how	to	take,	and	to	be	comfortable	with	taking,	a	patients	spiritual	history	in	a	nonintrusive	way.	Health	care
professionals	must	likewise	recognize	when	their	own	values	raise	dilemmas	in	their	practice	of	medicine	and	must	be	able	to	deal	with	issues	that	may	arise	from	their	own	right	of	conscience.	References	Engel	GL.	The	need	for	a	new	model:	a	challenge	for	biomedicine.Science.1977;196(4286):130.	Georgetown	University	School	of	Medicine.
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Hospital,	Interventions,	Service	deliveryHealth	is	a	dynamic	state	that	provides	complete	physical,	mental,	social,	and	spiritual	well-being	[1].	Spiritual	health	is	recognized	as	a	key	component	in	defining	overall	health	and	plays	a	determining	and	influential	role	in	interacting	with	other	dimensions.	Some	believe	that	without	spiritual	health,	other
dimensions	cannot	function	at	their	best	[2].Spirituality	is	a	dynamic	aspect	of	human	existence,	encompassing	the	pursuit	of	meaning,	purpose,	and	excellence.	It	involves	personal	reflection,	interactions	with	lifes	moments,	others,	nature,	and	a	higher	power	(God)	[3].	Spiritual	health	involves	activities	and	methods	that	enhance	quality	of	life	and
spiritual	well-being.	This	comprehensive	approach	influences	how	patients	respond	to	illness	and	ensures	continuous	support	for	their	spiritual	needs	alongside	medical	care	[4,	5].	The	main	goal	of	spiritual	care	is	to	help	individuals	find	meaning,	cope	with	illness,	and	improve	their	condition	[6].	Spiritual	care	contributes	to	spiritual	health	by
balancing	physical,	mental,	social,	and	spiritual	aspects	[7,	8]	and	addresses	patients	spiritual	needs,	including	communication,	emotional	support,	respect	for	values	and	beliefs,	and	finding	lifes	meaning	[9].Based	on	conducted	studies,	spiritual	care	in	healthcare	systems	worldwide,	aiming	to	provide	comprehensive	care,	are	of	interest	and	are
considered	necessary	in	the	patient	treatment	process	[10,	11].	In	the	past,	the	effectiveness	of	treatments	carried	out	in	the	healthcare	system	was	assessed	based	on	factors	like	recovery,	disability,	and	death,	but,	nowadays,	the	quality	of	life	is	also	considered	a	crucial	factor	in	determining	the	effectiveness	of	treatment	for	patients	[4,	12,	13].
Therefore,	in	recent	years,	more	attention	has	been	paid	to	spiritual	care	as	the	main	component	of	palliative	medicine	and	an	effective	factor	in	improving	patients	quality	of	life	[14,	15].	Interventions	related	to	spiritual	care	include	a	wide	range	of	measures	in	outpatients	and	dealing	with	chronic	diseases	in	inpatients	[16].	Therefore,	in	hospitals
where	a	wide	range	of	patients	with	different	diseases	and	levels	of	health	are	admitted,	paying	attention	to	spiritual	health	and	spiritual	care	is	considered	an	essential	component	in	the	care	planning	of	patients	[17].	Failure	to	pay	attention	to	the	provision	of	this	type	of	service	can	lead	to	increased	anxiety,	decreased	hope,	and	spiritual	isolation
and	ultimately	increase	the	duration	of	treatment	for	patients	[18].According	to	the	opinion	of	the	International	Joint	Commission,	a	non-profit	organization	that	accredits	healthcare	organizations,	hospitals	provide	care	based	on	patients	values	and	spiritual	beliefs.	However,	at	the	same	time,	they	do	not	have	a	specific	structure	for	this	issue	[19].
Therefore,	it	seems	that	the	provision	of	spiritual	care	in	hospitals	requires	an	executive	policy,	based	on	which	it	is	possible	to	provide	the	necessary	platforms	for	creating	political	support,	structural	and	operational	resources,	clinical	skills,	and	promoting	stakeholders	culture	[20].Because	the	studies	and	evidence	that	have	been	conducted	in	the
field	of	spiritual	health	(principles,	elements,	and	interventions)	are	very	extensive,	so	far,	no	systematic	study	has	been	conducted	with	the	aim	of	categorizing	and	reviewing	the	results	of	this	evidence.	Therefore,	this	study	was	conducted	using	a	scoping	review	method	to	review	a	wide	range	of	studies	and	evidence	in	this	field,	regardless	of	the
qualitative	assessment	of	the	studies	[21].	The	aim	of	the	present	study	was	to	identify	the	key	components	necessary	for	providing	spiritual	health	care	in	hospitals.	The	results	of	this	study	provide	evidence	for	health	system	managers	and	policymakers	so	that	they	can	take	the	necessary	measures	to	utilize	this	type	of	care	effectively.This	scoping
review	study	was	conducted	using	the	framework	of	Arksey	&	OMalley	[22]	in	five	steps	in	2024.	This	study	focused	on	examining	the	components	of	spiritual	care	in	hospitals	worldwide	and	was	not	limited	to	a	specific	geography.	The	five	steps	of	the	study	will	be	described	below:The	scoping	review	study	questions	included	the	following:What	are
the	goals	and	principles	of	providing	spiritual	care	in	hospitals?What	are	the	components	of	the	spiritual	care	system	in	hospitals?What	are	the	spiritual	care	interventions	in	hospitals?The	keywords	considered	for	the	search	included	the	following:Spiritual*,	spirituality,	spiritual	care,	spiritual	health,	Spiritual	Therapies,	Pastoral	Care,	spiritual
healing	and	hospital	and	Type	of	spiritual	care*	non	pharmacological	intervention,	religion,	meditation,	yoga,	music,	imagery,	Group	Coherence,	Self-help	group,	Massage,	Social	support.After	determining	the	main	keywords,	the	search	was	performed	in	five	databases	including	Scopus,	Web	of	Science,	Embase,	PubMed,	and	Cochrane.	Additionally,
we	searched	Google	Scholar	to	find	grey	literature.	An	example	of	the	search	strategy	was	attached	(Appendix	No.	1).	The	study	period	was	from	2000	to	May	25,	2024.The	Eligibility	criteria	included	original	articles	published	in	English	between	2000	and	2024	(end	of	May)	related	to	the	researchs	purpose	and	question.	Exclusion	criteria	included
review	articles,	letters	to	the	editor,	opinions,	commentary,	and	conference	articles.The	screening	process	involved	several	stages.	In	the	first	stage,	one	of	the	researchers	(PKK)	entered	the	studies	obtained	from	all	databases	into	the	Endnote	X9	software.	All	duplicates	were	removed,	and	then	the	studies	were	reviewed	in	terms	of	inclusion	and
exclusion	criteria.	Then,	two	researchers	(PKK	and	MHM)	reviewed	the	eligible	studies	in	terms	of	title	and	abstract.	In	the	next	stage,	the	full	text	of	the	studies	that	were	relevant	to	the	purpose	of	the	present	study	was	reviewed.	Finally,	the	data	required	to	answer	the	questions	of	the	present	study	were	extracted	from	the	selected	studies.A	form
was	created	in	Excel	2021	software	to	extract	data	from	the	studies.	This	form	was	used	as	a	pilot	to	extract	data	from	5	articles	to	validate	its	effectiveness.	Joint	meetings	were	conducted	between	two	research	team	members	(MHM	and	PKK)	to	ensure	the	reliability	of	the	data	extraction	process	from	the	articles	and	to	establish	a	consensus	on	the
methods	for	reviewing	studies	and	collecting	data.	In	disagreement,	a	third	person	(RR)	reviewed	the	data.	Data	extraction	was	performed	blindly	based	on	the	authors	name,	institution,	and	journal.	A	part	of	this	form	that	includes	the	bibliographic	information	of	the	studies	is	presented	in	Appendix	2.This	study	used	the	conventional	content	analysis
method	[23]	to	organize	and	present	the	studys	findings	concerning	scoping	review	questions.	Two	research	team	members	(MHM	and	PKK)	independently	performed	coding	to	conduct	content	analysis	using	MaxQDA	10.1	software.	The	articles	text	was	thoroughly	read	multiple	times	to	ensure	a	comprehensive	understanding.	Subsequently,	the
analysis	commenced	based	on	this	understanding,	following	the	sequence	of	code	keywords.	Classification	was	done	based	on	the	similarities	and	differences	of	the	content.	According	to	the	quality	of	the	relationship	between	the	content	of	the	content,	the	codes	were	combined	and	organized,	and	the	main	themes	that	described	the	codes	were
extracted.	In	the	next	step,	definitions	were	made	for	each	main	code	and	theme.	Ultimately,	the	research	team	summarized	the	definitions	and	categorized	themes	to	the	third	person	(RR)	for	review,	classification,	and	finalization.	After	finalizing	the	themes,	the	results	were	interpreted	and	analyzed	Figure1.	Flow	diagram	of	PRISMA-ScR76	studies
were	included	in	the	research	as	selected	studies	and	were	examined.	Their	selection	steps	are	illustrated	in	diagram	1	based	on	the	PRISMA-ScR	model.	The	Figs.	2	and	3	show	the	number	of	articles	entered	by	scoping	review	by	country	and	year.	Of	the	76	selected	articles,	the	largest	number	of	articles	is	from	Iran	(31	articles),	followed	by	the
United	States	(11	articles).	Turkey	and	Australia	are	next	with	4	articles.	By	year,	the	largest	number	of	articles	was	in	2021	(15	articles),	followed	by	2014	with	9	articles.	Number	of	articles	in	different	countries	Number	of	articles	in	different	yearsOut	of	the	76	selected	articles,	23	qualitative	articles,	13	quantitative	studies,	4	mixes	studies,	23
clinical	trial	studies,	7	quasi-experimental	studies,	and	6	descriptive	analytical	studies	were	conducted.	Most	qualitative	studies	utilized	semi-structured	interviews,	while	researcher-made	questionnaires	were	predominantly	used	in	quantitative	studies.	A	group	of	qualitative	articles	focused	on	the	impact	of	spiritual	care	interventions	on	patients.	The
studys	findings	were	presented	according	to	the	primary	questions	of	the	study	in	three	categories:	the	goals	and	principles	of	spiritual	care	in	the	hospital,	the	components	of	the	spiritual	care	system	in	the	hospital,	and	the	overall	package	of	spiritual	care	interventions.	Spiritual,	qualitative,	psychosocial,	and	physiological	goals	were	the	main	codes
for	providing	spiritual	care.	Paying	attention	to	the	patients	values	and	ethical	principles	was	presented	as	the	hospitals	primary	code	for	spiritual	care.	The	components	of	the	spiritual	care	system	in	the	hospital	were	defined	as	management	and	leadership	(including	policy	and	planning,	organizational	structure,	interdepartmental	cooperation,
monitoring,	and	supervision),	provision	of	required	resources	(such	as	human,	financial,	physical,	and	informational	resources),	and	the	service	delivery	process	(which	involves	assessing	patient	needs	and	providing	specialized	services).	The	main	code	of	the	intervention	package	includes	trans-religious	interventions	(related	to	the	physical,
psychological,	and	social	dimensions)	and	religious	interventions	in	both	individual	and	social	dimensions.	Figure4	shows	the	conceptual	model	of	the	study,	which	represents	the	themes	identified	in	the	study.	Conceptual	model	of	study	themesThe	hospitals	objectives	and	principles	of	providing	spiritual	care	are	categorized	into	two	main	themes	and
six	sub-themes	(Table1).Goals	and	principles	of	spiritual	care	in	the	hospitalMain	themeSub-themesGoals	and	objectives	of	providing	spiritual	care	in	the	hospitalGoals	and	impacts	of	Spiritual	carePhysiological	objectives	and	outcomesPsychological	and	social	objectives	and	outcomesObjectives	and	outcomes	of	quality-system	careThe	principles	of
providing	spiritual	care	in	the	hospitalAttention	to	the	patients	valuesCompliance	with	ethical	principlesSome	studies	mentioned	the	goals	and	impacts,	the	objectives	and	outcomes	of	spiritual	care	in	the	hospital.	Some	referred	to	quality	goals,	some	to	physiological	goals,	and	some	to	spiritual,	psychological,	and	social	goals,	which	are	discussed	in
detail	below.	Some	referred	to	Goals	and	impacts	of	Spiritual	care,	some	to	Physiological	objectives	and	outcomes,	and	some	to	psychological	and	social	objectives	and	outcomes,	and	some	to	objectives	and	outcomes	of	quality-system	care,	which	are	discussed	in	detail	below.Based	on	the	results	of	studies,	providing	patients	spiritual	care	brings	them
spiritual	consequences.	Spiritual	care	leads	to	uncovering	the	meaning	of	life	[24,	25]	in	patients	and	is	associated	with	increasing	life	expectancy	[26],	well-being	and	spiritual	health	[25,	2730]	spiritual	well-being	[31,	32],	spiritual	health	[33],	and	promotion	of	spirituality	[33].	It	also	improves	the	spiritual	experiences	of	patients	[34]	and	leads	to
maintaining	faith	and	increasing	peace	[29,	35]	and	spirituality	in	patients	[36].	After	the	patient	is	discharged	from	the	hospital	[24,	37],	spiritual	support	is	given	to	him,	and	the	ground	for	an	easier	death	experience	[38]	is	provided	to	the	patient.	Providing	spiritual	care	to	hospitalized	patients	is	accompanied	by	improving	their	spiritual	condition
(hope,	trust	in	God,	purposefulness.	and	performing	religious	rituals),	increasing	spiritual	skills,	and	adopting	healthy	behaviors	[20],	which	ultimately	leads	to	an	increase	in	their	quality	of	life	[3941].	Furthermore,	nurses	providing	this	care	give	them	a	sense	of	usefulness,	job	satisfaction,	and	spiritual	peace	[42].Studies	reveal	that	spiritual	care	by
changing	the	amount	of	daily	activity	and	increasing	the	physical	capacity	of	patients	[43],	reducing	physical	pains	[38,	44],	and	improving	physical	symptoms	[36,	45,	46]	leads	to	improving	the	physical	and	general	health	of	patients	[47].Spiritual	care	is	associated	with	increasing	self-healing	capacity	[35],	strengthening	coping	skills	[37,	39,	48].	By
giving	patients	an	identity	[48],	calming	the	mind	[39],	and	creating	a	positive	attitude	[29,	43,	49],	it	leads	to	resilience	of	patients	in	facing	the	disease	[20].	Spiritual	care	helps	the	patient	manage	the	disease	[50],	and	by	providing	emotional,	psychological,	and	social	support,	it	provides	the	ability	to	adapt	to	the	stressful	conditions	of	the	disease
[51].	Furthermore,	enabling	the	patient	to	accept	the	disease	[24]	and	tolerate	the	treatment	[37]	makes	the	patient	cope	with	his	disease	[26]	and	exhibit	a	reasonable	reaction	to	the	adversities	and	sufferings	[29].	Spiritual	care	is	also	effective	in	reducing	fear	and	anxiety	caused	by	death	[52,	53].	According	to	the	results	of	studies,	spiritual	care
improves	the	patients	mood	by	reducing	anxiety,	stress,	and	depression	[28,	39,	45,	46,	5461]	and	increases	the	self-confidence	and	self-esteem	of	patients	[43,	49].	Furthermore,	eliminating	boredom	and	feelings	of	loneliness	[39]	and	improving	psychological	symptoms	[37]	leads	to	improvement	of	mental,	psychological,	and	social	health	in	patients
[36,	47,	62,	63].Based	on	the	studys	results,	spiritual	care	positively	affects	the	consequences	of	using	health	care	services	[64].	It	also	reduces	the	duration	of	hospitalization	and	accelerates	recovery	[42,	64,	65],	the	admission	and	re-hospitalization	of	the	patient	[20,	64,	66],	hospitalization	time,	and	costs	[37].	It	increases	the	level	of	consciousness
even	to	a	small	extent	[67],	improving	sleep	quality	[68]	and	reducing	mortality	[64].	In	addition,	it	motivates	patients	to	recover	[65],	increases	patients	satisfaction	with	the	treatment	process	[20,	37,	62,	64,	66,	69],	and	increases	patients	trust	in	the	treatment	staff	[42].Seven	studies	demonstrated	attention	to	patients	values,	and	11	studies
observed	ethical	principles	as	the	basis	for	providing	spiritual	care.The	spiritual	care	program	should	be	tailored	to	meet	the	needs	[26],	values	[35,	70,	71],	and	spiritual	or	religious	beliefs	of	the	patients	[72,	73],	considering	the	religious	practices	and	rituals	of	the	patient	[44].Obtaining	consent	and	confidentiality	of	the	patients	secrets	in	the
process	of	providing	spiritual	care	[20,	37,	74,	75],	not	imposing	the	religious	beliefs	of	the	treatment	team	on	the	patient	[70],	and	avoiding	giving	advice	or	condemning	the	patient	because	of	certain	religious	beliefs	[29]	are	ethical	principles	of	providing	spiritual	care	in	the	hospital.Components	of	the	spiritual	care	system	in	the	hospital	are
categorized	into	three	main	themes	and	nine	sub-themes	(Table2).Components	of	the	spiritual	care	system	in	the	hospitalMain	themeSub-themesManagement	and	leadershipPolicy	and	spiritual	care	planningStructure,	relations,	and	interdepartmental	cooperation	in	the	hospitalMonitoring	and	supervisionProviding	the	required	resourcesHuman
resources	(Competence	and	expertise	required	&	education)Financial	resourcesProviding	the	required	physical	space,	equipment,	and	facilitiesInformation	technology	and	information	sourcesService	delivery	processAssessment	of	patients	needsProviding	specialized	servicesIn	the	reviewed	studies,	policy-making	and	planning,	relationship	structure
and	interdepartmental	cooperation	in	the	hospital,	and	monitoring	and	supervision	were	important	components	of	spiritual	care	management	and	leadership.Spiritual	care	should	be	considered	a	part	of	the	hospitals	policies	[62,	72],	and	the	necessary	changes	should	be	made	in	the	current	policies	and	dominant	culture	of	the	hospital	in	order	to
accept	spiritual	care	and	provide	the	basis	for	providing	this	type	of	care	[26].	It	is	necessary	to	develop	appropriate	policies	for	providing	spiritual	care	in	the	hospital	[26]	and	to	determine	the	target	group	and	goals	of	spiritual	health	care	[20].	The	hospital	manager	should	be	aware	of	the	principles	and	rules	of	spiritual	care	[74,	76]	and	provide
the	necessary	environmental	conditions	for	providing	spiritual	care	[74,	76].	Providing	this	type	of	care	in	the	hospital	requires	the	participation	and	cooperation	of	the	hospitals	senior	management,	doctors,	and	nurses	[20].	Spiritual	care	planning	[74]	is	an	important	aspect	of	policy-making.	A	spiritual	care	program	should	be	established	in	various
hospital	departments	[74,	76],	and	a	policy	should	involve	the	patients	family	and	friends.	Additionally,	the	policy	should	address	patient	visits	by	nurses	and	spiritual	caregivers	[39].	Furthermore,	by	emphasizing	spiritual	care	as	an	organizational	value,	evidence-based	executive	guidelines	should	be	compiled	considering	patients	religious
characteristics	[20,	77].	In	addition,	it	is	necessary	to	design	and	adjust	programs	to	change	the	attitude	and	actions	of	the	care	team	and	to	follow	certain	standards	[26]	as	a	component	of	spiritual	care	policy	and	planning.Forming	a	spiritual	health	council	and	an	executive	committee	for	spiritual	care	in	the	hospital	is	necessary.	The	necessity	of
designing	a	comprehensive	system	of	spiritual	health	services	and	its	integration	into	the	existing	hospital	service	system	is	observed	in	the	studies	[20].	Improving	communication	and	interdisciplinary	collaboration	[62],	interprofessional	collaboration	in	different	specialties	[26],	and	team	collaboration	of	hospital	staff	[78]	are	requirements	for
providing	spiritual	health	services	in	the	hospital.	Communication	and	cooperation	between	doctors	and	nurses	with	assistants,	psychologists,	spiritual	counselors,	and	clergymen	[24,	37,	44,	77]	and	the	presence	of	clergymen	and	music	therapists	in	the	treatment	team	and	referring	patients	to	them	[27,	30,	64,	71,	72,	7885]	are	necessary	to	provide
better	spiritual	care.	The	hospital	manager	must	provide	the	necessary	conditions	for	the	participation	of	internal	and	external	departments	to	provide	the	hospitals	spiritual	health	services	[74].	It	is	necessary	to	use	the	capacity	of	social	associations,	religious	organizations,	social	workers,	counselors,	psychologists,	and	volunteers	to	provide
religious	care	due	to	the	limited	number	of	specialized	human	resources	[77].	The	hospitals	spiritual	health	council	representative	should	communicate	with	volunteers,	organizations,	and	institutions	outside	the	hospital	to	arrange	facilities	for	spiritual	health	services	after	discharge	[20].	It	is	also	important	for	nurses	to	refer	discharged	patients	to
these	services	[74,	76].	Spiritual	care	should	be	provided	by	trained	and	specialized	people	[43,	86].	The	qualifications	and	expertise	required	for	the	team	members	providing	spiritual	care	in	the	hospital	should	be	specified,	including	the	person	responsible	for	admission,	history	taking,	and	technical	aspects	[37].It	is	necessary	to	consider	the
provision	of	religious	care	and	services	as	a	requirement	of	government	accreditation	[77].	The	need	to	develop	appropriate	standards	for	better	evaluation	of	the	patients	spiritual	needs	and	the	design	of	a	spiritual	program	according	to	the	patients	conditions	[80]	is	marked	in	the	studies.	The	hospital	manager	should	evaluate	the	spiritual	health
services	provided	in	the	hospital	[74].	In	order	to	review	processes,	standards,	and	educational	programs	of	spiritual	care	[20],	there	is	a	need	for	an	annual	evaluation	of	spiritual	interventions.	In	evaluating	the	quality	and	impact	of	spiritual	care	services,	it	is	crucial	to	establish	an	agreement	between	the	members	of	the	evaluation	team	and	the
spiritual	care	team	[35]	when	compiling	the	outcome	and	key	performance	indicators	[77].	Service	quality	assessment	should	consider	the	impact	of	the	patients	room	quality,	the	performance	of	medical	staff,	the	discharge	process,	and	the	handling	of	the	patients	spiritual	needs	[87].Providing	the	required	resources	was	identified	as	one	of	the
components	of	the	spiritual	care	system	in	the	hospital,	which	includes	the	qualification	and	expertise	of	human	resources,	training	of	human	resources,	provision	of	financial	resources,	provision	of	physical	resources	and	equipment,	and	information	technology	and	information	resources.The	human	resources	needed	to	provide	hospital	spiritual
services	include	specialist	doctors,	nurses,	consultants,	and	hospital	managers	[74].	Spiritual	care	should	be	provided	in	a	general	and	specialized	interdisciplinary	manner	[72].	The	provision	of	spiritual	care	requires	the	special	support	of	nurses	[76,	88],	and	sometimes	it	is	provided	by	doctors	or	nurses	independently	[65]	and	sometimes	with	the
help	of	a	spiritual	consultant	[20,	65],	or	by	all	medical	staff	regardless	of	their	expertise	[35].	The	spiritual	care	team	members	must	maintain	continuous	communication	and	cooperation	and	carry	out	their	duties	according	to	the	established	plan	[26].	It	is	necessary	to	allocate	specific	personnel	to	follow	the	religious	needs	of	patients	in	each
department	[78].	It	is	necessary	to	allocate	specific	personnel	to	follow	the	religious	needs	of	patients	in	each	department	[78].	In	the	studies,	spiritual	care	provided	by	clerics	and	clinical	care	is	seen	as	beneficial	for	certain	groups	of	mental	patients	[80].	The	spiritual	caring	manpower	needs	training	[8890].	Conducting	in-service	training	courses
[73,	77],	including	educational	content	in	primary	curricula	and	training	topics	for	nurses	[7678],	as	well	as	teaching	practical	skills	to	nurses	[74]	are	effective	in	this	field.	In	addition,	an	orientation	and	training	program	should	be	held	for	the	families	of	patients	and	all	hospital	employees	[20].	Conducting	continuous	training	sessions	for	employees
by	clerics	regarding	how	to	provide	available	spiritual	care	services	[79]	and	training	on	spiritual	care	needed	during	patient	discharge	by	nurses	[74]	were	among	the	other	things	mentioned	in	the	studies.Financial	resources	needed	to	provide	spiritual	care	in	the	hospital	should	be	delivered.	In	this	regard,	a	specific	budget	should	be	defined	for
implementing	spiritual	care	programs	in	the	hospital	[20].	Annually,	the	financial	resources	needed	to	provide	spiritual	care	services	in	the	hospital	should	be	estimated	[20].	Attracting	sufficient	financial	resources	[20,	74]	and	obtaining	permission	and	necessary	resources	to	implement	spiritual	care	programs	[74,	76]	can	be	done	through	seeking
support	in	the	hospital.	Meanwhile,	spiritual	healthcare	services	should	be	covered	by	insurance	[77].In	order	to	provide	standard	spiritual	care	and	interventions,	there	must	be	adequate	physical	space	[37,	74,	75,	77].	In	this	regard,	it	may	be	necessary	to	make	changes	in	the	physical	space	of	hospital	departments	[78,	88].	Some	studies	indicated
the	necessity	of	providing	the	equipment	and	facilities	needed	to	perform	spiritual	care	interventions	[20,	37,	42,	55,	77,	78,	91].	This	includes	creating	a	peaceful	space	for	the	patient	to	meet	with	his	family	while	receiving	spiritual	care	[75],	installing	a	board	for	the	spiritual	care	unit	[37],	providing	the	necessary	facilities	to	perform	religious	acts
such	as	prayer	rug,	rosary,	Quran,	book	of	Quranic	stories	and	the	life	of	the	imams,	the	audio	file	of	prayer	and	the	Quran	[47,	91],	installing	a	place	for	ablution	in	the	rooms	and	creating	a	place	for	holding	prayer	meetings	[78],	preparing	spiritual	health	brochures	to	be	placed	in	the	departments,	creating	a	place	of	worship	for	individual	and	social
groups	with	standard	conditions,	rooms,	and	spaces	for	two	or	more	people	[20],	creating	a	suitable	place	with	a	special	design	for	consultation,	setting	up	a	place	and	special	equipment	for	patients,	including	single,	double	and	group	game	tools,	existence	the	library	contains	books	in	plain	language,	scientific	resources	and	brochures	related	to
spiritual	health,	computer,	and	television	to	show	movies	related	to	spiritual	health	promotion	[20].	Additionally,	providing	space	as	a	mourning	room	for	holding	ceremonies	and	rituals	after	death,	providing	free	music	tapes,	and	facilitating	easy	access	to	religious	materials	for	patients	[77]	are	necessary	measures	to	provide	spiritual	care	in	the
hospital,	which	have	been	discussed	in	studies.Expanding	the	knowledge	of	providing	spiritual	care	[62]	and	providing	evidence-based	spiritual	care	[62],	using	communication	technologies	to	establish	virtual	communication	with	patients,	and	providing	spiritual	care	to	them	in	special	cases	[92,	93]	is	necessary.	Patients	should	also	be	informed
about	the	spiritual	care	provided	in	the	hospital	[72].	Documenting	the	services	and	spiritual	care	provided	to	patients,	recording	the	flow	chart	of	spiritual	care	in	the	hospital	[37],	recording	the	documents	related	to	the	follow-ups	done	after	the	patients	discharge	[37],	recording	the	therapeutic	processes	of	spiritual	care	in	the	electronic	file	[37,
94],	and	recording	the	spiritual	needs	of	patients	in	the	medical	record	[72,	78]	are	the	requirements	mentioned	in	the	studies.Assessing	patients	needs	and	providing	specialized	services	were	considered	components	of	delivering	spiritual	care	services	in	the	hospital.General	and	specialist	doctors	[76]	should	identify	patients	needing	spiritual
counseling.	A	form	and	history	tools	[20,	78]	should	be	prepared	and	used	in	the	hospital	to	evaluate	the	spiritual	needs	of	patients.	Trained	doctors	should	take	the	spiritual	history	of	patients.	Based	on	this	history,	necessary	decisions	should	be	made	to	perform	spiritual	interventions	and	provide	spiritual	counseling	by	a	spiritual	health	consultant
[20,	74].	Additionally,	the	spiritual	needs	of	dying	patients	should	be	identified	by	a	cleric	[82]	in	order	to	effectively	treat	the	patient	[84].Services	related	to	spiritual	health	care	should	be	provided	within	the	framework	of	the	defined	duties	for	specialist	forces	and	hospital	policies	[79]	and	as	general	and	specialized	services	in	all	hospital
departments	[37,	72,	95].	In	the	process	of	providing	specialized	spiritual	care	services,	a	spiritual	history	[20,	37,	74]	of	patients	should	be	performed,	and	then	the	type	of	counseling	needed	for	each	patient	should	be	determined	[37,	76].	Creating	a	referral	system	for	spiritual	care	[77]	and	the	patient	referral	process	should	be	done	properly	[24,
26,	74].	In	providing	specialized	spiritual	care	services,	the	patient	and	his	companion	should	be	trained	in	spiritual	care	[24],	and	spiritual	support	should	be	provided	after	the	patient	is	discharged	[74].	It	is	also	necessary	to	determine	the	duration	of	each	service	[37],	8the	length	of	the	patients	stay	in	each	department	to	receive	spiritual	care	[37],
and	the	expected	results	of	spiritual	care	interventions	[37].The	process	of	spiritual	care	implementation	should	be	monitored	every	month	[20].Table3	shows	the	interventions	used	in	spiritual	care	in	hospitals.	Based	on	the	review	of	studies,	these	types	of	interventions	are	divided	into	three	main	themes:	trans-religious,	religious,	and	combined
interventions.	The	trans-religious	intervention	itself	is	divided	into	three	subthemes:	physical,	spiritual-psychological,	and	social,	and	the	religious	intervention	theme	into	two	subthemes:	individual	and	social.	The	following	are	explanations	of	the	three	main	themes	and	their	subthemes:Spiritual	care	interventions	in	the	hospitalMain	themeSub-
themesCodeTrans-religious	interventionsInterventions	related	to	the	physical	dimensionmassage	therapy	[70]Yoga	and	meditation	therapy	and	meditation	[31,	43,	45,	70,	86]Sports	therapy	[29,	70,	85]Relaxation	techniques	(along	with	listening	to	music,	the	sound	of	nature	and	rain)[53,	54]touch	therapy	[68,	88,	96]Interventions	related	to	the
spiritual-psychological	dimensionbook	therapy	[54]Therapeutic	creativity	and	strengthening	problem	solving	skills	[49]Communication	therapy	[29,	31,	34,	47,	74,	86,	96]Naturopathy	[29,	34,	47,	70,	85]Animal-assisted	therapy	[47,	85]Aromatherapy	[34,	47,	70]memory	therapy	[70]Writing	therapy	[54,	70]Music	therapy	[39,	48,	55,	63,	85,	90]Anger
control	training	[70]Film	therapy	[55]Color	therapy	[34,	47]laughter	therapy	[55]recreational	therapy	[55]energy	therapy	[46,	61]logo	therapy	[52]Spiritual	therapy	[20,	57]Mindfulness	[58]Non-religious	spiritual	counseling	[41,	55,	59,	66]grief	(counseling)	therapy	[25]Interventions	related	to	the	social	dimensionSocial	support	20,	2426,	35,	38,	39,
55,	70,	74,	75,	85,	95]Supportive	presence	next	to	the	patient	[20,	29,	38,	39,	55,	70,	71,	75,	85,	89,	96,	97]Religious	interventionsIndividual	dimensionReligious	spiritual	counseling	[41,	53,	56,	69]Reading	religious	books	of	different	religions	such	as	the	Quran	[49]Listening	to	religious	sounds	such	as	the	Quran	[67,	98]Forgiveness	therapy	[34,	5456,
74]Spiritual	meditation	[40,	56,	98]Spiritual	imagery	[53,	54]Giving	charity	[54,	74]Watching	religious	movies	with	meaning	[28]Making	death	and	illness	meaningful	for	the	patient	[31,	55,	70,	86]Supporting	the	patient	in	relation	to	performing	religious	acts	(communication	with	God	and	sacred	resources	and	worship)	and	finding	the	meaning	of
lifeThanksgiving	and	Gratitude	[56]Strengthening	the	dimension	of	spirituality	in	patients	[56,	60,	82]Supporting	the	patient	to	perform	religious	rituals	according	to	the	patients	orientation	[24,	38,	47,	55]Supporting	and	strengthening	the	relationship	with	God,	appealing	to	imams	and	seeking	healing	from	God	[31,	71,	86,	98]Strengthening	the
attitude	of	doctors	and	nurses	to	be	mediators	in	the	process	of	disease	treatment	[50]The	use	of	religious	elements	in	the	patients	room	[70]Improving	the	patients	four	relationships	based	on	the	healthy	heart	model,	including	communication	with	God,	communication	with	others,	communication	with	the	environment,	communication	with	yourself
[34]Social	dimensionSupporting	the	patient	to	participate	in	religious	ceremonies	and	meetings	[20,	29,	32,	33,	42,	4951,	54,	57,	66,	7073,	77,	78,	80,	85,	91,	96,	98]Combined	interventionsUsing	religious	and	trans-religious	interventions	together	to	provide	spiritual	care	to	the	patient	[24,	25,	29,	31,	34,	41,	47,	53,	70,	72,	86]Trans-religious
interventions	in	the	physical	dimension	can	have	positive	effects	on	the	quality	of	life	of	the	patients.	Some	of	these	interventions	mentioned	in	the	studies	include:	massage	therapy,	yoga	and	meditation	therapy	and	meditation,	exercise	therapy,	relaxation	techniques	along	with	listening	to	music,	the	sounds	of	nature	and	rain,	and	touch
therapy.Spiritual	care	interventions	in	the	spiritual-psychological	dimension	can	be	used	as	tools	to	reduce	stress,	anxiety,	and	depression	and	help	individuals	cope	better	with	lifes	challenges.	Studies	in	this	field	have	mentioned	interventions	such	as:	book	therapy,	creativity	therapy	and	strengthening	problem-solving	skills,	communication	therapy,
nature	therapy,	animal-assisted	therapy,	aromatherapy,	writing	therapy,	music	therapy,	film	therapy,	color	therapy,	laughter	therapy,	recreation	therapy,	energy	therapy,	psychotherapy,	mindfulness,	and	grief	therapy.Social	interventions	in	trans-religious	interventions	include	interventions	that	include	social	support	and	supportive	presence	with	the
patient.	These	types	of	interventions	create	and	strengthen	patients	support	networks	and	help	them	face	lifes	challenges	and	problems	and	increase	the	sense	of	belonging	and	security	in	patients.Religious	interventions	in	spiritual	care	in	hospitals	refer	to	a	set	of	activities	and	methods	that	aim	to	respond	to	the	spiritual	and	religious	needs	of
patients.	These	interventions	can	help	improve	the	quality	of	life	of	patients,	reduce	stress	and	anxiety,	and	promote	a	sense	of	peace	and	hope.	studies	for	individual-level	interventions	have	mentioned	such	things	as:	religious	spiritual	counselling,	reading	religious	books	of	different	religions,	listening	to	religious	voices	such	as	the	Quran,	spiritual
meditation,	spiritual	imagery,	giving	charity,	watching	religious	movies	with	meaning,	making	death	and	illness	meaningful	for	the	patient,	supporting	the	patient	in	relation	to	performing	religious	acts,	thanks	giving	and	gratitude,	supporting	and	strengthening	the	relationship	with	God,	appealing	to	imams	and	seeking	healing	from	God,
strengthening	the	attitude	of	doctors	and	nurses	to	be	mediators	in	the	process	of	disease	treatment,	and	improving	the	patients	four	relationships	based	on	the	healthy	heart	model.	In	the	social	dimension,	interventions	that	support	the	patient	to	participate	in	religious	ceremonies	and	group	meetings	have	been	emphasized.In	the	combined
interventions,	religious	and	non-religious	interventions	are	simultaneously	presented	to	provide	spiritual	care	to	patients	in	the	hospital.Providing	spiritual	care	to	patients	is	one	of	the	duties	of	health	care	providers	and	part	of	the	patients	rights,	so	it	is	necessary	to	identify	the	components	of	providing	spiritual	care	in	hospitals	as	the	most
important	health	service	centers.	The	present	study	highlights	key	findings	regarding	the	objectives,	principles,	components,	and	range	of	spiritual	care	interventions	in	hospital	settings.	The	most	important	findings	of	the	study	will	be	discussed	below.Goals	and	Impacts	Spiritual	care	in	hospitals	is	an	integral	part	of	holistic	patient	care,	focusing	on
the	emotional,	psychological,	and	spiritual	well-being	of	patients,	families,	and	healthcare	staff.	It	addresses	the	inner	needs	of	individuals,	including	concerns	about	meaning,	purpose,	faith,	and	hope,	especially	during	health	crises.	According	to	the	results	of	the	present	study,	spiritual	care	has	spiritual,	psychosocial,	physiological,	and	quality
consequences	for	patients.	Afrasiabfar	et	al.s	study	indicated	that	the	impacts	of	spiritual	care	in	hospitals	included	increased	life	expectancy,	finding	meaning	and	purpose	in	life,	and	improved	well-being	[25].	According	to	the	study	by	Sewkarran	et	al.,	spiritual	care	increases	the	quality	of	life	and	reduces	depression	and	anxiety	symptoms	[39].
Therefore,	these	results	can	be	used	as	goals	and	impacts	for	implementing	spiritual	care	in	the	hospital.Based	on	the	studys	results,	spiritual	care	positively	affects	the	outcomes	of	quality-system	care.	This	means	that	spiritual	care	shortens	hospital	stays	and	accelerates	recovery.	It	reduces	mortality,	and	enhances	patient	satisfaction	and	trust	in
healthcare	staff.	Additionally,	it	motivates	patients	to	recover	and	reduces	re-admissions.	The	results	of	the	study	by	Chow	et	al.	showed	that	providing	spiritual	care	to	patients	may	not	only	be	associated	with	improving	patients	quality	of	life,	but	also	can	have	a	positive	impact	on	the	use	of	health	care	and	its	outcomes	[64].	The	study	by
Mousavizadeh	et	al.	showed	that	spiritual	care	can	affect	the	readmission	of	patients	to	the	hospital	and	reduce	the	rate	of	readmission	of	patients	to	the	hospital	[99].According	to	Sirrines	study,	the	principles	of	spiritual	care	are	to	pay	attention	to	the	beliefs	and	values	of	patients	and	to	support	their	dignity	by	listening	empathetically,	and	by
offering	comfort,	compassion,	love,	and	advice.	Providing	spiritual	care	to	patients	should	be	accompanied	by	appropriate	assessment	and	taking	the	time	to	listen	to	the	patients	beliefs	[100].	Demari	et	al.s	study	reveals	that	emphasizing	spiritual	care	as	an	organizational	value	and	designing	comprehensive	spiritual	health	services	should	be
integrated	into	the	existing	system	of	providing	hospital	services	[20].	This	principle	is	also	considered	in	our	study.	According	to	the	results	of	the	studies,	in	order	to	pay	attention	to	the	values	of	patients	and	provide	spiritual	care	in	accordance	with	the	needs	and	beliefs	of	patients,	there	is	a	need	to	develop	guidelines	[35,	70,	71].	Implementing
spiritual	health	executive	guidelines	in	hospitals	requires	the	creation	of	political	support	platforms,	structural	and	operational	dimensions,	clinical	skills,	and	the	improvement	of	the	behaviour	and	culture	of	the	audience	[20].	To	provide	spiritual	care,	hospital	management	and	treatment	teams	should	understand	spiritual	health	literature	well,	be
familiar	with	spiritual	health	service	management	systems	in	leading	countries,	and	establish	a	hospital	spiritual	health	service	committee.	Nurses	should	be	capable	of	creating	spiritual	care	plans	for	patients	in	the	ward	and	hospital	[74,	76].The	hospital	should	explicitly	include	this	type	of	care	in	its	policies	[20,	72]	and	provide	the	context	for
delivering	this	care	by	formulating	appropriate	policies	[39].An	important	component	for	providing	spiritual	care	in	hospitals	is	monitoring	and	evaluation.	Spiritual	care	in	hospitals	should	be	evaluated	and	monitored	like	other	care	[37].	Based	on	Heidari	et	al.s	study	results,	the	hospital	manager	should	evaluate	and	monitor	the	spiritual	health
services	established	in	the	hospital	on	an	annual	and	periodic	basis	[20,	74].	According	to	the	results	of	the	monitoring,	the	ambiguities	and	gaps	of	the	spiritual	care	system	are	determined,	and	appropriate	planning	can	be	done	to	solve	them.	In	order	to	provide	spiritual	care,	collaboration	among	groups	and	interdisciplinary	support	of	hospital	staff
is	necessary	[26,	72].	It	is	also	possible	to	use	the	capacity	of	social	associations,	religious	organizations,	and	popular	and	volunteer	forces	[77].Evans	et	al.s	study	refers	to	the	provision	of	spiritual	care	with	a	team	approach	and	the	cooperation	of	clergy	in	the	spiritual	care	process	in	the	hospital	[44].	The	study	by	Memarian	et	al.s	indicates	that
facilitating	communication	between	doctors,	nurses,	psychologists,	medical	staff,	and	clergy	can	lead	to	effective	interdisciplinary	cooperation	in	providing	spiritual	care	to	patients	[37].	As	a	bridge	between	patients,	families,	and	the	medical	team,	clergy	convey	cultural	differences	to	the	medical	team	for	better	decision-making	for	patient	treatment
[82].	Spiritual	awareness	of	world	religions	and	religious	guidelines	increases	the	self-confidence	of	the	medical	team	and	avoids	deadlocks	that	often	occur	in	the	hospital	environment	[82].	Due	to	their	increased	interaction	compared	to	other	providers,	clerics	can	effectively	contribute	to	important	events,	such	as	uncovering	vital	information	and
obtaining	data	to	assist	the	medical	team	in	making	decisions	for	the	optimal	treatment	of	patients	[84].Planning	for	training	the	treatment	staff,	the	patient,	and	the	patients	family	is	one	of	the	important	and	leading	factors	of	spiritual	care	[77].	The	clergy	must	hold	continuous	training	sessions	for	the	staff	about	the	services	available	for	spiritual
care	[79].	Furthermore,	an	orientation	and	training	program	should	be	implemented	for	patients	families	and	all	hospital	employees	[20].	Based	on	the	results	of	studies,	training	for	nurses	should	be	done	in	the	field	of	communication	skills,	support	skills,	knowledge	and	attitude,	spiritual	care	services,	and	how	to	refer	patients	to	religious	specialists
in	a	practical	way	to	provide	the	best	possible	spiritual	care	to	patients	[74].The	study	results	revealed	that	spiritual	care,	like	other	clinical	care	services,	requires	human,	informational,	financial,	and	equipment	resources.	Some	studies	also	emphasize	that	the	executive	directors	of	hospitals	must	attract	the	necessary	and	sufficient	financial
resources	to	provide	spiritual	care	services	in	the	hospital	[20].	Based	on	the	present	studys	results,	reliable	and	up-to-date	scientific	evidence	is	essential	in	providing	spiritual	care	[62],	and	all	services	and	care	provided	to	patients	should	be	documented	and	recorded	[37].	The	results	of	the	studies	reveal	that	documentation	of	the	provided	services
facilitates	communication	between	the	service	providers	and	better	monitoring	of	the	provided	services	[101].	The	use	of	new	technologies	to	establish	virtual	communication	with	patients	and	provide	spiritual	care	to	patients	in	remote	medical	services	has	also	been	mentioned	in	studies	for	patients	in	special	conditions	[92,	93].	The	results	of	the
current	study	indicate	that	patients	information	and	spiritual	needs	should	be	accurately	and	concisely	documented	in	their	electronic	records	[37,	94].	Smith	et	al.	indicate	that	spiritual	care	should	be	documented	in	the	patients	electronic	file	while	ensuring	confidentiality	and	accessibility	for	spiritual	care	professionals.	This	is	important	to	prevent
conflict	and	fragmentation	and	to	ensure	the	accurate	and	reliable	transfer	of	patients	information.	In	addition,	it	is	possible	to	focus	on	patients	needs,	plan	their	treatment	processes,	avoid	overlapping	and	parallel	work	in	providing	services,	and	facilitate	communication	between	care	providers	and	patients	[102].Hospitals	should	provide	suitable



physical	space	[37,	74]	and	necessary	facilities	and	equipment	for	spiritual	interventions	[20,	37,	74].	Abedi	and	colleagues	believe	that	if	a	hospital	lacks	physical	space,	spiritual	care	for	patients	can	be	provided	by	making	changes	in	the	existing	physical	space	[78].The	process	of	providing	spiritual	care	includes	assessing	the	needs	of	patients	and
providing	specialized	spiritual	services,	which	must	be	defined	according	to	the	specific	framework	and	regulations	in	the	hospital.	The	doctor	evaluates	the	patients	spiritual	health	needs	using	the	tool	of	history	taking	and	spiritual	counseling	by	the	selected	consultant	[20].	In	order	to	provide	spiritual	health	services	in	hospitals	and	clinics,	patients
in	need	of	spiritual	counseling	should	be	identified	by	general	practitioners	and	specialists.	Then,	spiritual	care	should	be	provided	to	the	patients.	After	the	patient	is	discharged,	they	should	receive	regular	counseling	sessions	at	the	spiritual	counseling	unit	on	an	outpatient	basis	[76].	In	providing	direct	spiritual	support	to	the	patient,	it	is	important
to	examine	the	patients	spiritual	condition,	determine	their	spiritual	perspective	and	needs	[95],	document	all	spiritual	interactions	[20,	37,	74],	follow	the	referral	process	[20,	24,	26,	74],	and	provide	education	to	the	patient	and	their	companion	[24]	as	part	of	a	structured	flowchart.	In	this	regard,	each	department	should	establish	protocols	for
counseling,	prescribing,	and	prohibiting	spiritual	care.	Spiritual	care	services	should	also	be	tailored	and	developed	based	on	the	target	group	[20].Spiritual	care	interventions	often	help	individuals	undergoing	palliative	care	or	cancer	treatment	gain	a	clearer	and	deeper	understanding	of	lifes	meaning	and	purpose,	as	well	as	their	relationships	and
experiences	with	death.	Additionally,	these	interventions	typically	address	patients	emotional	and	psychological	needs,	fostering	feelings	of	relief,	comfort,	and	inner	peace	[8].	In	the	physical	dimension	of	trans-religious	interventions,	the	goal	is	to	create	peace	for	the	patient	so	that	the	patient	can	cope	with	his	illness	and	facilitate	communication
with	himself,	God,	others,	and	the	environment.	In	this	category,	techniques	such	as	relaxation,	exercise,	massage,	aromatherapy,	and	meditation	are	used	according	to	physical	conditions	and	available	facilities,	which,	based	on	the	results	of	the	present	study	and	the	results	of	the	study	by	Ghorbani	et	al.,	this	type	of	intervention	is	considered	one	of
the	types	of	spiritual	care	interventions	in	the	hospital	[70].	One	of	the	dimensions	of	spiritual	care	interventions	in	relation	to	trans-religious	interventions	is	the	spiritual-psychological	dimension,	which	has	been	mentioned	in	our	study	and	other	studies,	including	the	study	by	Chen	et	al.	Spiritual-psychological	interventions	are	typically	relevant	at
every	stage	of	care	to	enhance	patient	outcomes	and	help	them	cope	with	their	illness.	These	interventions	encourage	patients	to	express	both	positive	and	negative	experiences,	while	also	prompting	them	to	reassess	their	sense	of	spiritual	peace	and	overall	life	satisfaction	[103].	In	the	social	dimension,	spiritual	interventions	support	patients
nearing	the	end	of	life	by	fostering	a	sense	of	connection	with	their	inner	selves	(helping	restore	integrity	in	the	final	stage	of	life)	and	with	others,	particularly	family	members	[8,	104].	Another	type	of	spiritual	care	interventions	in	the	hospital	is	individual	religious	interventions,	which	in	the	study	by	Rahmati	et	al.	also	refers	to	types	of	religious
interventions	such	as	motivating	individuals	to	consult	religious	experts	and	clergy,	repenting	and	seeking	forgiveness	from	God	for	sins,	motivating	members	to	pray	and	read	the	Quran	[105].	Providing	spiritual	care	interventions	in	hospitals	depends	on	the	patients	values,	cultures,	and	desires	[106].	Spiritual	care	interventions	can	vary	widely
based	on	the	diversity	of	hospitals	and	their	clients.	For	example,	some	hospitals	may	prioritize	religious	interventions,	while	others	may	favor	non-religious	interventions	based	on	patient	preferences	[47].The	limitation	of	this	study	was	that	this	study	reviewed	only	published	studies.	Because	the	research	is	limited	to	certain	databases,	not	all	the
components	of	providing	spiritual	care	in	the	hospital	may	have	been	identified.The	present	study,	which	was	conducted	using	a	scoping	review	method,	provides	the	basis	for	conducting	studies	using	a	systematic	review	method	on	the	key	elements	of	providing	spiritual	care	in	hospitals.	Therefore,	it	is	suggested	that	future	studies	use	a	systematic
review	with	regard	to	the	issue	of	qualitative	assessment	of	studies	and	by	selecting	higher-quality	evidence	in	the	field	of	spiritual	health	to	conduct	a	more	detailed	examination	in	this	field.The	findings	of	this	study	highlight	the	pivotal	role	of	spiritual	care	in	hospitals,	encompassing	a	broad	range	of	goals,	principles,	components	and	interventions.
Spiritual	care	positively	influences	patients	physical,	psychological,	and	social	well-being	by	fostering	life	purpose,	spiritual	growth,	and	emotional	resilience.	It	reduces	physical	pain,	improves	symptoms,	and	supports	coping	mechanisms,	ultimately	enhancing	the	quality	of	life.	Additionally,	it	strengthens	patients	capacity	to	face	challenges,	reduces
anxiety,	and	provides	mental	clarity	and	social	support.	From	the	healthcare	systems	perspective,	integrating	spiritual	care	contributes	to	faster	recovery,	reduced	hospital	stays,	and	greater	patient	satisfaction,	emphasizing	its	effectiveness	in	promoting	holistic	care.	To	achieve	these	outcomes,	attention	to	ethical	principles,	patient	values,	and
adequate	resources	is	essential.	This	includes	tailored	spiritual	programs,	interdisciplinary	collaboration,	and	proper	infrastructure	like	physical	spaces	and	training.	Policies	should	reflect	the	integration	of	spiritual	care	as	a	healthcare	priority,	supported	by	monitoring	and	evidence-based	practices.	By	combining	trans-religious,	religious,	and	hybrid
interventions,	hospitals	can	cater	to	diverse	patient	needs,	providing	not	only	medical	healing	but	also	spiritual	and	emotional	support.	The	study	underscores	the	importance	of	embedding	spiritual	care	as	a	standard	component	of	healthcare	to	ensure	comprehensive,	patient-centered	treatment.Below	is	the	link	to	the	electronic	supplementary
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