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Spiritual Assessment of Patients With Cancer:
The Moral Authority, Vocational, Aesthetic,
Social, and Transcendent Model

Karen A. Skalla, MSN, ARNP, AOCN®, and J. Patrick McCoy, MDiv, MPhil, ACPE

Purpose/0bjectives: To explore the nature of spiritual care in patients
with cancer and discuss the Moral Authority, Vocational, Aesthetic,
Social, and Transcendent (Mor-VAST) Model, a new theoretical model
for assessment.

Data Sources: Published articles, online references.

Data Synthesis: Discussions regarding spirituality often do not oc-
cur for a variety of reasons but may affect physical and spiritual health
of an individual.

Conclusions: Assessment of spirituality should be an integral part
of cancer care. The Mor-VAST model can assist clinicians in discussing
spirituality.

Implications for Nursing: Nurses should be aware of resources for
referral to chaplaincy, but they can be a part of the process of spiritual
support. Educational opportunities are available for nurses who wish to
address their own spirituality so they can address spirituality comfortably
and confidently with their patients.

an emotional state in which people are unable to fulfill

their basic human needs for love, hope, purpose, and
connection with others or a situation in which conflict exists
between individuals’ core beliefs and their personal experience
(Bartel, 2004). Patients with cancer may be most vulnerable to
spiritual suffering at diagnosis, with a change in disease status,
or when facing end-of-life issues. This article explores the
nature of spirituality and spiritual assessment in patients with
cancer. The term spirituality presents a challenge because it is
very individual and intensely personal. Subsequently, it defies
absolute definition, although multiple definitions have been of-
fered. The National Cancer Institute (2006) defined spirituality
as “having to do with deep, often religious, feelings and beliefs,
including a person’s sense of peace, purpose, connection to
others, and beliefs about the meaning of life.”

Spirituality encompasses both a subjective side, which re-
sides in free will and understanding of the person experiencing
it, and an objective side, which is the person’s actual experi-
ence. It represents the part of a person’s inner being within
which resides basic humanity. Spirituality has been described
succinctly as “that which allows a person to experience tran-
scendent meaning in life, often expressed as a relationship
with God, but can also be about nature, art, music, family,
or community—whatever beliefs and values give a person a
sense of meaning and purpose in life” (Puchalski & Romer,
2000, p. 129). Another view describes spirituality as a “web”
of relationships that give meaning to life. People are unaware

S piritual distress or spiritual suffering can be described as

Key Points . . .

» Spiritual care should be an integral part of cancer care.
> Assessment of spiritual beliefs is an important component of
holistic nursing care.

» Educational opportunities are available for nurses to address
their own spirituality so they can address spirituality comfort-
ably and confidently with their patients.

of the strands of the web until one breaks as a result of a life-
changing event (Rumbold, 2003).

Common to all of the descriptions of spirituality are the
concepts of meaning and wholeness or completeness, the
absence of which results in spiritual distress. In response to
that distress, the authors present a newly developed theoretical
model that can be used in patients with cancer for assessment
of spirituality. The model was created to provide clinicians
with a concise yet comprehensive tool to assess the inner
resources available to patients with cancer as they face a po-
tentially life-threatening illness. In understanding assessment,
spirituality and the place it holds in society and healthcare first
must be understood.

Spirituality and Religion

A discussion of spirituality must include a discussion of reli-
gion. Spirituality and religion are distinct (Beery, Baas, Fowler,
& Allen, 2002) but related concepts. Religion can be thought
of as the shared experience of spirituality or as values, beliefs,
and practices that people adopt to meet spiritual needs through
religious affiliation, church attendance, prayer, religious beliefs,
and religious practices (Highfield, 2000). Therefore, religious
beliefs and practices focus more on the sacred, whereas the
focus of spirituality is more on the self (Rumbold, 2003).
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Focus on the self can be quite isolating, especially in cur-
rent Western culture. Religions provide an “antidote” to that
individualism by promoting a network of relationships with
other human beings and with God (Puchalski, Dorff, & Hendi,
2004). The network can provide critical support to patients
with cancer throughout the disease continuum, from diagnosis
to end of life.

Spirituality can be discerned as a more general term that in-
cludes what is commonly thought of as religion, but it also in-
cludes other belief systems. Discussion of religion, commonly
defined in concrete terms (church, rituals, events), frequently
carries preconceived ideas and meaning. In contrast, discus-
sion of people’s basic humanity through conversations about
their spirituality can encourage patients to explore these beliefs
either when they are not sure of their religious beliefs or when
their beliefs are not addressed through organized religion. The
term spirituality can be substituted for the term religion when
the term religion holds a strong negative connotation for an in-
dividual (Bregman, 2004). Spirituality is able to cross cultures
and faiths to provide a common ground for dialogue between
patients and healthcare providers (Wright, 2002), but culture
may have a significant impact on spiritual care during cancer
treatment (Burhansstipanov & Hollow, 2001) and during the
dying process (Mazanec & Tyler, 2003); therefore, sensitivity
to the needs of specific cultures is critical.

The differences between spirituality and religion become
important when reviewing current research. Research supports
that quality of life and spiritual well-being do not necessarily
correlate with religious practices (Beery et al., 2002; Flannely,
Weaver, & Costa, 2004). Therefore, discussion of spirituality
should acknowledge and inquire about religion but should not
be explicitly religious in nature; otherwise, the connection
with patients may be lost along with the opportunity to share
valuable information.

Spiritual Care and Patients With Cancer

Spirituality is an individual experience, and it defines what
it means to be human. Therefore, it can, and should, be ad-
dressed with all patients with cancer at some level and should
be readdressed as their conditions changes.

Critical to Address

Providers are encouraged to think of patients with cancer
as “whole people.” This concept of holistic care is defined in
palliative care as consisting of physical, psychosocial, and
spiritual dimensions. The spiritual dimension of care is the
fundamental act of “being with” another in need (Fackre,
1990; Friedman, 2001; Highfield, 2000; Kestenbaum, 2001;
Nouwen, 1979). Because patients with cancer face a poten-
tially life-threatening illness, they must negotiate some of
the most spiritually threatening questions central to human
existence (e.g., Why me? Why am I suffering? Why do I have
pain? What will happen when I die?). Clinicians are ideally
positioned to provide spiritual care because they are directly
involved in experiences that profoundly affect patients’ lives
(Rumbold, 2003). When faced with patients struggling with
these questions, most caregivers will refer those patients
to chaplaincy for pastoral care. This is entirely appropriate
because of the specialized knowledge and role of clinically
trained chaplains. However, such resources may not always be
available. Even when they are, cooperative attention of clini-

cians and chaplains can increase the benefit of spiritual care
to patients. In addition, patients may have difficulty beginning
a new relationship when they already have told their story to
multiple care providers, are undergoing cancer treatment, or
are at the end of life. Oncology care providers are obligated, as
part of holistic care, to acknowledge and encourage explora-
tion of spiritual issues, if patients choose to share that journey
with them. Some providers may not be prepared to respond to
this opportunity, or they may not agree with this responsibility,
and in fact may see it as a burden (Walter, 2002). When that
is the case, providers should be aware of and actively pursue
resources for referral of their patients.

The strong relationships developed during the course of a
cancer diagnosis offer cancer care providers a unique opportu-
nity to establish a connection to assess and assist with spiritual
development and growth. The personal insight gained through
such growth can translate into spiritual resilience and strength
with which a patient can face the disease. Additionally, these
deep connections can serve to inform and influence medical
decisions with respect to treatment planning and advanced
directives. Discussing medical decisions with patients who
have engaged in spiritual conversations with their providers
is infinitely easier because both are operating from a place of
mutual understanding of values and priorities in life (Koenig,
2002).

From providers’ perspective, making spiritual care an in-
tegral part of cancer treatment enables them to deliver more
than just physical care to suffering patients when medicine’s
ability to provide physical care is limited. Physical medicine
can “fix”” only a limited number of conditions for some pa-
tients. Fixing is part of training in a biomedical model, but
spiritual suffering cannot be fixed with analgesics the way that
physical pain can (Lo et al., 2002). Facing the limitations of
medicine can lead to a loss of hope for providers. However,
willingness and ability to provide spiritual care can help
ameliorate the frustration that nurses frequently experience
when physical care alone no longer can alleviate suffering.
Therefore, the physical care perceived as limited or hopeless
can evolve to include care of soul, restoring hope in patients
and providers. This concept frees providers from the need to
fix and the frustration of feeling as though “there is nothing
else we can do.” Providers always can do something else in
caring for the human soul.

The act of providing spiritual care helps providers to
reconnect with the reasons they chose jobs as healers. It ad-
dresses the part that chose to extend beyond the boundaries of
themselves to give to others. Providing health care is not just
a job; for some, it is a vocation (Ramondetta & Sills, 2004).
However, keeping that perspective under increasing demands
in the current healthcare environment is a formidable chal-
lenge (Puchalski & Romer, 2000), one that must be met for
providers to survive and thrive as healers.

Barriers to Success

With such pressing reasons for addressing spiritual care,
why do care providers hesitate to explore beyond such
questions as “Do you belong to any organized religion?” A
fundamental fragmentation of care in the current healthcare
system and the lack of professional expectation to attend to
spiritual needs are cited as some reasons why spiritual care is
so difficult to address (Highfield, 2000). Many other reasons
become apparent in the context of the lack of professional ex-
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pectation. One basic reason is lack of education and expertise.
Adequacy of training has predicted the frequency of, comfort
with, and ability to provide spiritual care (Taylor, Highfield,
& Amenta, 1999). Only half of oncology or hospice nurses
have had training that addressed spirituality either in school or
through continuing education (Highfield, Taylor, & Amenta,
2000). In addition, nursing textbooks lack content that ad-
dresses spirituality. In one study, the highest percentage of
spirituality content in oncology nursing texts was 0.8%, and
only 8.2% of hospice texts included content on spiritual care
(McEwen, 2004).

Several issues must be considered when designing instruc-
tion on spiritual content, including experiential versus didactic
teaching strategies, credentials of the instructor, and support
mechanisms for instructors and students (McSherry, 2000).
The paucity of education has many functional ramifications,
which likely contributes to a lack of confidence among clini-
cians to provide spiritual care.

Other experiences can lead to a provider’s crisis of con-
fidence. As clinicians, nurses are trained to know all the
answers. Questions such as “Why do bad things happen to
good people?,” “Why is this happening to me?,” and “When
am I going to die?” do not have answers. Being with a pa-
tient and not knowing the answers is highly uncomfortable;
however, nurses need to develop the skill to be comfortable
with not knowing.

Discussions that elicit answers about core values and mean-
ing are by nature quite personal and intimate. Intimacy may be
difficult for patients or providers. The ability to establish inti-
macy requires providers to have some awareness of their own
spirituality, and the opportunity for that kind of growth may
not have occurred. One study found that the personal spiritu-
ality of hospice and oncology nurses best predicted perspec-
tives on spiritual care and their perceived ability to provide
it (Taylor et al., 1999). In addition, patients or care providers
may have had negative perceptions or experiences in the past
about religious or spiritual beliefs. These preconceived ideas
cause difficuly when providers talk with patients about issues
of spirituality. Finally, the discussions are unpredictable in
the amount of time they require. Time constraints imposed
on the care of patients in the current healthcare system are
a tremendous challenge to providing spiritual care. Nurses
may not be able to make the time to really understand the
core values that are important to patients within the context
of a busy day. This situation can cause dissatisfaction on the
part of patients and providers (Bub, 2004). Assessment of
spirituality can be a time-intensive endeavor and requires an
assessment tool for clinicians that is easy to remember and
concisely comprehensive.

Spiritual Assessment
of Patients With Cancer

Spiritual assessment begins with clinicians’ self-aware-
ness of their own spirituality, including the ability to care for
personal spiritual needs, establish good relationships with
patients, and initiate discussion with patients at the appropri-
ate time (Anandarajah & Hight, 2001). Burton (2003) stated
that assessment of spiritual pain depends “as much upon
the spirituality of the caregiver, and upon their capacity for
contemplation, for close listening, to narrative, for intuition,
and for discernment, as it will upon the results of any neatly

developed questionnaire” (p. 442). Many providers may rec-
ognize spiritual pain intuitively but lack a clinically usable
tool to elicit discussion that helps to validate patients’ experi-
ences. Providers must recognize when patients are undergoing
spiritual distress to acknowledge and validate the experience
as important.

Many assessments of spirituality and spiritual distress have
been proposed (Fitchett, 2002; Hodge, 2001; Maddox, 2001)
from a number of different disciplines. Galek, Flannelly, Vane,
and Galek (2005) proposed an instrument to assess spiritual
needs. Assessments of spirituality, such as FICA (i.e., faith
or beliefs, importance and influence, community, address)
(Puchalski & Romer, 2000) or HOPE (i.e., sources of hope,
meaning, comfort, strength, peace, love and connection; orga-
nized religion; personal spirituality and practices; effects on
medical care and end-of-life issues) (Anandarajah & Hight,
2001), are very useful and have been applied in many set-
tings. The 7x7 Model for Spiritual Assessment (Fitchett) is
very comprehensive, consisting of seven holistic dimensions.
The spiritual dimension has seven components: beliefs and
meaning, vocation and consequences, experience and emo-
tion, courage and growth, ritual and practice, community, and
authority and guidance.

Documentation of the assessment is also important. In the
era of computer-based medical records and increased atten-
tion to privacy and confidentiality, the issue is a challenge.
Documentation of spiritual discussions in the medical record
should include necessary information for patient care but
also continue to honor the trust that patients have with their
clinicians because the information is exquisitely personal and
sensitive in nature.

Five-Dimensional Model
for Assessment of Spirituality

Spiritual assessment of patients with cancer is a delicate
task that must be done with sensitivity and acceptance. It
does not need to be completed in one session but instead may
evolve over time. The issue of time is critical for clinicians
and can be a major barrier in completing a spiritual assess-
ment. An assessment tool is needed to assist clinicians in
practice. The Moral Authority, Vocational, Aesthetic, Social,
and Transcendent (Mor-VAST) Model was developed to give
clinicians a framework with which to think about spirituality.
The framework then was used to translate spirituality into an
assessment tool for use in the clinical setting.

The Mor-VAST theoretical model maps spirituality into
five dimensions (see Figure 1). The role of each dimension
in spirituality is supported by examples from the literature.
The degree to which each dimension is a strength or need is
evaluated using questions such as those provided in Table 1.
The questions are suggestions only. They illustrate the concept
of each dimension and can elicit information specific to each
dimension during the assessment. They are not meant to limit
the concept of spirituality but rather to illuminate each dimen-
sion while conducting a spiritual assessment.

Moral Authority Dimension

The moral authority dimension is viewed as a sense of
moral duty or “the right thing to do.” It includes such experi-
ences as guilt, remorse, resentment, forgiveness, compassion,
righteousness, self-righteousness, and duty or obligation.
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Figure 1. The Moral Authority, Vocational, Aesthetic,
Social, and Transcendent Model
Note. Figure courtesy of J. Patrick McCoy. Reprinted with permission.

Moral obligation can be identified through authority rank-
ing, one theory of how people order their social interactions
that proposes that the most prominent aspect of authority in
social relationships is the belief in a supreme being who is the
creator, whose word is truth, and whose will is good (Fiske,
1992). This belief has the power to drive the behavior of an
individual; therefore, people’s sense of moral authority or
guidance (or lack thereof) has profound consequences for the
decisions they make with respect to treatment and advance
directives.

Once people have a “sense of what to do,” it follows that
they also need to feel permission to do it. The idea of people
having not only the authority, but the right, to make their own
decisions about their own lives is supported in the literature
(Galek et al., 2005) as a spiritual need. Clinicians must ascer-
tain and respect the moral framework from which patients are
operating to meet them on a place of moral common ground.
People react more negatively in group discussions when other
participants do not share their strong moral convictions (Skitka,
Bauman, & Sargis, 2005). Group discussions are more tense
and defensive when participants are trying to resolve a morally
mandated issue. Therefore, when patients and clinicians work
together from a place of mutual understanding, the discussion
is more likely to be positive in nature. Patients are assured that
clinicians truly care about what is important to them, and clini-
cians are assured that patients have made the best decision for
themselves based on their core values and beliefs.

The moral authority dimension also becomes critical in the
dying process. During this process, the potential exists for
disconnection in relationships that play an important role in
their lives. Patients may have a need to forgive or be forgiven
to resolve feelings of having “done the right thing,” so they
can gain a sense of peace with their dying. Forgiveness opens
up tremendous potential for healing and growth in this phase,
making this dimension very important to address.

Vocational Dimension

An individual’s sense of purpose in life is addressed by the
vocational dimension. This may include a sense of service
or accomplishment or a spiritual sense of vocational call-
ing. Fitchett (2002) described this dimension as duties and
obligations that a person feels called to fulfill, rather than
the sense of duty or obligation described as part of the moral
authority dimension. The emotional experience of vocation

may be identified as experiences of pride, fulfillment, pur-
pose, frustration, regret, grief (over losses related to one’s
work), satisfaction, or failure. Threats to patients’ ability to
fulfill the dimension can be profoundly distressing because
those threats may affect their role within their family struc-
ture, community, or workplace. Vocation has deep roots to
a sense of self and purpose in life.

Aesthetic Dimension

The aesthetic dimension apprehends beauty or expresses
creativity. It is connecting with nature or the creative process
(Galek et al., 2005). This connection may be observed through
such activities as making or appreciating art, music, or written
work. It is found in reading a poem and being moved by it,
needlework, cooking, gardening, or tinkering. The aesthetic
dimension is the domain of invention and pleasure and is
characterized by delight, joy, humor, playfulness, inspiration,

Table 1. Sample Clinical Assessment Questions Based
on the Model

Dimension Leading Questions Follow-Up Questions
Moral Where does your sense of  Have particular moral struggles
authority what to do come from? challenged or strengthened

What principles of right you?
and wrong guide you? Are there people you need to

forgive?

Do you need to be forgiven?

Are there things you've felt you
needed to do?

Do you have someone you talk
to for [spiritual or religious]
guidance [matters]?

Vocational What gives your life mean-  What have you been good at?
ing? Has it changed for What has given you satisfac-
you? tion?

What kind of work has How have you contributed to
been important to you? the wider world and the needs

of others?

What were the challenges and
rewards of your “calling”?

Aesthetic What things do you enjoy Has being sick affected your
doing? ability to do things that usual-

Are you doing them now? ly bring you joy or pleasure?

Social Are you part of a religious Is it a source of support? In
or spiritual community? what ways?

Are there any other groups  Does this group provide help in
or people you enjoy spend- dealing with health issues?
ing time with?

Transcendent  What sustains you during  What do you hope for?

difficult times?
Who is in control?

Is religion or spirituality im-
portant to you? Has it been
important at other times in
your life?

What aspects of your spiritual-
ity or spiritual practices are
most helpful to you?

How is your relationship with
God?
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or passion. The arts can keep imagination alive by reflect-
ing and expressing the environment and surroundings while
helping to meet basic emotional and spiritual needs of being
creative, being able to give to others, and being remembered
(Bailey, 1997).

Patients with cancer can find the dimension challenging.
Pleasure, humor, and passion can be difficult to generate
when feeling ill from treatment. Patients may find engaging
in activities that require fine motor control physically chal-
lenging, and situational depression can dull their hunger for
many forms of aesthetic expression. Despite the challenges,
efforts should be made to find acceptable alternatives (e.g.,
listening to rather than creating music) for those who find
this dimension nourishing to their spirits. Many efforts have
been successful, such as exploring spirituality through music
(Hogan, 2003); gardening (Unruh, Smith, & Scammell, 2000);
art projects such as sculpture, either individually or in groups
(Bailey, 1997); and poetry (Bates, 2005).

Social Dimension

The social dimension is particularly important for people
with cancer and their families. People are inherently sociable
and generally organize their lives in terms of their relations with
other people (Fiske, 1992). The dimension describes family,
friends, relatedness in a sense of community, and rituals and
practices (Fitchett, 2002) that support the community. Related-
ness can be achieved not only through a faith community but
also through other groups such as quilting circles, social clubs,
or routine gatherings. The relatedness is perhaps best described
by the Greek word parea, which translates into “the people
who sit at your table and enrich your life” (K. Anton, personal
communication, May 16, 2005). These social connections en-
gage us and enrich our lives and can include such feelings as
unconditional acceptance, belonging, and connection to self,
others, and the divine (Galek et al., 2005).

Spiritual resources in the social dimension are easily
compromised in patients with cancer. Frequent trips for treat-
ment, physical changes resulting from disease and treatment,
and psychological challenges of facing cancer can contribute
to social isolation. In addition, life events not related to pa-
tients’ illness may affect the availability of spiritual resources
in the social dimension. The death of a life partner, for exam-
ple, can trigger long-lasting effects in the social aspect of an
individual’s spirit through feelings of sorrow, loneliness, and
increased isolation. Resources for people needing support in
this area can be found through support groups and events led
by the American Cancer Society, family, neighbors, service
clubs, and local religious communities.

Transcendent Dimension

The transcendent dimension represents valuation of aspects
of reality that are not material and, therefore, not directly acces-
sible to the senses. The realm reflects awareness of the sacred
and experience of the holy. It is the dimension in which faith,
worship, ritual, prayer, religious practices, meditation, beliefs
about the divine (Galek et al., 2005), and beliefs about life after
death define the character of people’s spirituality. Transcen-
dence is particularly reflected in emotions of awe, trust, grati-
tude, and peace. It is negatively reflected in feelings of doubt,
despair, and anger (when focused on God or religion).

Most commonly in the United States, the spiritual experi-
ence is ascribed to God as derived from Hebrew, Christian,

or Islamic scriptures. However, it also may include spirits of
the natural world as defined by Wiccan or Native American
religious traditions, the Higher Power of nonsectarian spiritual
practices, or a nontheistic transcendence of mundane reality
as reflected in Buddhist traditions (Puchalski et al., 2004).
Common to all of these perspectives is a capacity to perceive
something larger than oneself or to move outside of oneself.

In life-threatening illness, transcendence consists of pa-
tients’ capacity to see themselves as belonging to and partici-
pating in something larger than the physical body and mind,
thereby enabling them to find meaning and purpose in pain
and suffering by relating them to a larger framework (Glan-
non, 2004). This capacity can be quite important in patients
with cancer because it can lend hope and comfort in times of
great distress during diagnosis and treatment or at the end of
life (Meraviglia, 2006).

The Mor-VAST model is a way to describe individuals’
spirituality. Clinicians can use it as a concrete method for
assessing spiritual strengths and weaknesses and to build or
bolster patients’ sense of self. Discussions initiated during
points of vulnerability in the cancer care continuum can pres-
ent an opportunity for integrating these concepts into practice
by initiating appropriate interventions. Addressing patients’
experiences in the context of these dimensions provides an
opportunity for meaningful discussion that develops a connec-
tion through which to validate their experience. The connec-
tion forms a basis for mutual understanding between patient
and provider from which decisions for care can be made and
needs for referral to chaplaincy can be made.

Implications for Practice

Identification of spiritual needs begins with a spiritual as-
sessment. The Mor-VAST model is one way to assess spiri-
tuality in patients with cancer and could be applied to other
populations because the questions are not diagnosis specific.
Assessment questions are provided as a guide to clinicians
for discussion but are not intended to be prescriptive. They
should be worked into the natural context of a discussion,
rather than being delivered without preparation. Value judg-
ments cannot be placed on results of this assessment—*right
or wrong” do not exist, just as “good or bad” do not exist.
People are simply who they are and where they are spiritually
at any given moment.

The idea of methodically assessing spirituality raises many
questions (Gordon & Mitchell, 2004). When is the best time
to do the assessment? What criteria should be in place for
referral? What knowledge and skills do providers need so
they can be sensitive to spiritual needs? Gordon and Mitchell
explored these questions and described a model for spiritual
care competencies. The model focuses on the abilities of the
providers, rather than assessments of individual patients, to
provide a more continuous level of spiritual care in a hospice
setting (Gordon & Mitchell). Research with respect to spiri-
tuality and cancer is in its infancy. Answers to these and many
other questions have yet to be determined because of the many
challenges regarding methodology and terminology (Stefanek,
McDonald, & Hess, 2005).

A diagnosis of cancer challenges spiritual integrity of
providers as well as patients. Providers also have the oppor-
tunity to grow with each spiritual crisis. In fact, providers’
awareness of their own spirituality is viewed as a prerequisite
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to extend spiritual care (Puchalski & Romer, 2000; Wright,
2002). Therefore, providers have a responsibility to attend
to their own needs for spiritual awareness (Anandarajah &
Hight, 2001) so they can attend to patients’ needs. Collegial
opportunities to build connections to support spiritual care can
be found through the Oncology Nursing Society’s Spiritual-
ity Special Interest Group, local parish nurse programs, or
regular meetings with other colleagues who have an interest
in spirituality.

Several postgraduate educational opportunities are avail-
able for clinicians to explore and develop their spirituality.
One such opportunity is clinical pastoral education (All-
brook, 2000; Tarumi, Taube, & Watanbe, 2003). A special
track of this intensive course is available to healthcare pro-
viders and provides a means for spiritual formation as well
as training in pastoral care. Other options also are available.
One multidisciplinary group explored spirituality and how
it informed their work as part of a peer group in a project
that grew out of a doctoral research study (White, 2000).
Lastly, continuing education programs have been developed
across the country as the topic of spirituality in healthcare
gains attention.

Clinicians are neither expected nor able to provide spiritual
care alone. A team approach allows for a variety of relation-
ships to develop that elicit provider experiences (Rumbold,
2003) and patient interventions (Dann & Mertenes, 2004)

directed toward meeting spiritual needs. In addition, oppor-
tunities for strengthening communication through collabora-
tion with other colleagues, chaplaincy, and local clergy all
can help to reduce the sense of distress and isolation that
can develop in clinicians. Opportunities are found through
interdisciplinary team meetings, sharing of worship, and
educational activities.

Close referring relationships with pastoral care providers
can be beneficial for patients and providers who are assessed
as experiencing a spiritual crisis. Providers must know how
to make use of pastoral care and chaplaincy services and have
an up-to-date list of on-call clergy. Most importantly, people
do not have to be religious to use a chaplain for spiritual care.
Chaplains assist with spiritual issues of core values and mean-
ing that cross cultural and religious boundaries.

In conclusion, respecting patients’ spiritual growth by at-
tending to “being” rather than to “fixing” is a fundamental
premise. Nursing’s job is not to lead the way but instead to
support patients on the journey. That they get to where they
are going does not matter so much; what does matter is the
walk along the way. Most importantly, no one should be left
to walk the journey alone.

Author Contact: Karen A. Skalla, MSN, ARNP, AOCN®, can be
reached at karen.a.skalla@hitchcock.org, with copy to editor at
ONFEditor@ons.org.

References

Allbrook, D. (2000). A metamorphosis: Doctor to chaplain. Medical Journal
of Australia, 172, 390-391.

Anandarajah, G., & Hight, E. (2001). Spirituality and medical practice: Using
the HOPE questions as a practical tool for spiritual assessment. American
Family Physician, 63, 81-89.

Bailey, S.S. (1997). The arts in spiritual care. Seminars in Oncology Nurs-
ing, 13, 242-247.

Bartel, M. (2004). What is spiritual? What is spiritual suffering? Journal of

Pastoral Care and Counseling, 58, 187-201.

Bates, J. (2005). Art for health’s sake. Nursing Standard, 19(31), 28-29.

Beery, T.A., Baas, L.S., Fowler, C., & Allen, G. (2002). Spirituality in persons
with heart failure. Journal of Holistic Nursing, 20, 5-25.

Bregman, J. (2004). Defining spirituality: Multiple uses and murky meanings
of an incredibly popular term [Editorial]. Journal of Pastoral Care and
Counseling, 58, 157-167.

Bub, B. (2004). The patient’s lament: Hidden key to effective communication:
How to recognise and transform. Medical Humanities, 30, 63—69.

Burhansstipanov, L., & Hollow, W. (2001). Native American cultural
aspects of oncology nursing care. Seminars in Oncology Nursing, 17,
206-219.

Burton, R. (2003). Spiritual pain: A brief overview and an initial response
within the Christian tradition. Journal of Pastoral Care and Counseling,
57, 437-446.

Dann, N.J., & Mertenes, W.C. (2004). Taking a “leap of faith”: Acceptance
and value of a cancer program-sponsored spiritual event. Cancer Nursing,
27, 134-141.

Fackre, G. (1990). Presence. In R.J. Hunter (Ed.), Dictionary of pastoral care
and counseling (p. 950). Nashville, TN: Abingdon Press.

Fiske, A.P. (1992). The four elementary forms of sociality: Framework for a
unified theory of social relations. Psychological Review, 99, 689-723.
Fitchett, G. (2002). The 7x7 Model for Spiritual Assessment. In Assessing
spiritual needs: A guide for caregivers (pp. 39-51). Lima, OH: Academic

Renewal Press.

Flannely, K.J., Weaver, A.J., & Costa, K.G. (2004). A systematic review
of religion and spirituality in three palliative care journals, 1990-1999.
Journal of Palliative Care, 20, 50-56.

Friedman, D.A. (2001). Hitlavut ruchanit: Spiritual accompanying. In D.A.
Friedman (Ed.), Jewish pastoral care (pp. ix—xiii). Woodstock, VT: Jew-
ish Lights.

Galek, K., Flannelly, K.J., Vane, A., & Galek, R.M. (2005). Assessing a
patient’s spiritual needs: A comprehensive instrument. Holistic Nursing
Practice, 19(2), 62—69.

Glannon, W. (2004). Transcendence and healing. Medical Humanities, 30,
70-73.

Gordon, T., & Mitchell, D. (2004). A competency model for the assessment
and delivery of spiritual care. Palliative Medicine, 18, 646—651.

Highfield, M.E. (2000). Providing spiritual care to patients with cancer. Clini-
cal Journal of Oncology Nursing, 4, 115-120.

Highfield, M.E., Taylor, E.J., & Amenta, M.O. (2000). Preparation to care:
The spiritual care education of oncology and hospice nurses. Journal of
Hospice and Palliative Care Nursing, 2(2), 53-63.

Hodge, D.R. (2001). Spiritual assessment: A review of major qualitative
methods and a new framework for assessing spirituality. Social Work,
46, 203-214.

Hogan, B.E. (2003). Soul music in the twilight years: Music therapy and the
dying process. Topics in Geriatric Rehabilitation, 19, 275-281.

Kestenbaum, I. (2001). The gift of healing relationships: A theology of Jewish
pastoral care. In D.A. Friedman (Ed.), Jewish pastoral care (pp. 5-11).
Woodstock, VT: Jewish Lights.

Koenig, H.G. (2002). Spirituality in patient care. Philadelphia: Templeton
Foundation.

Lo, B., Ruston, D., Kates, L.W., Arnold, R.M., Cohen, C.B., Faber-Langen-
doen, K., et al. (2002). Discussing religious and spiritual issues at the end
of life: A practical guide for physicians. JAMA, 287, 749-754.

Maddox, M. (2001). Teaching spirituality to nurse practitioner students: The
importance of the interconnection of mind, body, and spirit. Journal of the
American Academy of Nurse Practitioners, 13, 134—139.

Mazanec, P., & Tyler, M.K. (2003). Cultural considerations in end-of-life
care: How ethnicity, age, and spirituality affect decisions when death is
imminent. American Journal of Nursing, 103, 50-58.

McEwen, M. (2004). Analysis of spirituality content in nursing textbooks.
Journal of Nursing Education, 43, 20-30.

ONCOLOGY NURSING FORUM - VOL 33, NO 4, 2006

750



Downloaded on 05-02-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

McSherry, W. (2000). Education issues surrounding the teaching of spiritual-
ity. Nursing Standard, 14(42), 40—43.

Meraviglia, M. (2006). Effects of spirituality in breast cancer survivors
[Online exclusive]. Oncology Nursing Forum, 33, E1-E7. Retrieved
May 19, 2006, from http://www.ons.org/publications/journals/ONF/
Volume33/Issuel/pdf/330137.pdf

National Cancer Institute. (2006). Spirituality. Retrieved May 19, 2006, from
http://www.cancer.gov/Templates/db_alpha.aspx?CdrID=441265

Nouwen, H. (1979). The wounded healer. Garden City, NY: Image Books.

Puchalski, C., & Romer, A.L. (2000). Taking a spiritual history allows clini-
cians to understand patients more fully. Journal of Palliative Medicine,
3, 129-138.

Puchalski, C.M., Dorff, R.E., & Hendi, Y. (2004). Spirituality, religion, and
healing in palliative care. Clinics in Geriatric Medicine, 20, 689-714.
Ramondetta, L.M., & Sills, D. (2004). Spirituality in gynecological on-
cology: A review. International Journal of Gynecological Cancer, 14,

183-201.

Rumbold, B. (2003). Caring for the spirit: Lessons from working with the
dying. Medical Journal of Australia, 179(6, Suppl.), S11-S13.

Skitka, L.J., Bauman, C.W., & Sargis, E.G. (2005). Moral conviction: Another

contributor to attitude strength or something more? Journal of Personality
and Social Psychology, 88, 895-917.

Stefanek, M., McDonald, P.G., & Hess, S.A. (2005). Religion, spirituality
and cancer: Current status and methodological challenges. Psycho-Oncol-
ogy, 14, 450-463.

Tarumi, Y., Taube, A., & Watanbe, S. (2003). Clinical pastoral education: A
physician’s experience and reflection on the meaning of spiritual care in
palliative care. Journal of Pastoral Care and Counseling, 57, 27-31.

Taylor, E.J., Highfield, M.F., & Amenta, M. (1999). Predictors of oncology
and hospice nurses’ spiritual care perspectives and practices. Applied
Nursing Research, 12, 30-37.

Unruh, A.M., Smith, N., & Scammell, C. (2000). The occupation of gardening
in life-threatening illness: A qualitative pilot project. Canadian Journal of
Occupational Therapy, 67, 70-717.

Walter, T. (2002). Spirituality in palliative care: Opportunity or burden? Pal-
liative Medicine, 16, 133-139.

White, G. (2000). An inquiry into the concepts of spirituality and spiritual
care. International Journal of Palliative Nursing, 6, 479—-484.

Wright, M.C. (2002). The essence of spiritual care: A phenomenological
enquiry. Palliative Medicine, 16, 125-132.

ONCOLOGY NURSING FORUM - VOL 33, NO 4, 2006

751



