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Abstract

Purpose: To understand multidisciplinary healthcare clinicians’ meaningful and challenging 

experiences providing spiritual care to patients with cancer and their care partners.

Methods: Multidisciplinary clinicians who participated in a communication training program 

supported by the National Cancer Institute or a palliative care training for nurses (N = 257) 

responded to two, open-ended questions about meaningful and challenging experiences of 

providing spiritual care. A thematic analysis of responses using an iterative, inductive approach 

was conducted until saturation was reached.

Results: Participants from nursing (68%), social work (22%), and chaplaincy (10%) responded 

to open-ended survey questions. Three themes related to meaningful experiences of providing 

spiritual care emerged: building authentic interpersonal connection with patients and care partners; 

creating intentional space for patients and care partners to inform spiritual care; and actively 

supporting patients and care partners in their processes with spirituality. Three themes related 

to challenging experiences of providing spiritual care emerged: contextual factors and clinical 

circumstances complicate provision of spiritual care; facing barriers to providing high-quality, 

patient-centered care; and navigating ethical and logistical issues that affect spiritual and other 

care.

Conclusion: Clinicians derive meaning from a range of experiences throughout their provision 

of spiritual care to patients with cancer. However, they also face many challenges in delivering 

person-centered spiritual care in cancer settings, with some challenges reflecting significant gaps 
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in spiritual care knowledge and training. Findings can guide future training and educational 

endeavors for multidisciplinary clinicians in the domain of spiritual care.
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Background

Spiritual care can be thought of as a fundamental, interpersonal approach to addressing 

existential human concerns in patients and care partners to facilitate forgiveness, acceptance, 

and transcendence in the context of suffering.1–3 The need for spiritual care is omnipresent 

in serious illness care settings, including for patients with cancer and other life-limiting 

illnesses,4 and it is understood as a core component of person-centered palliative care.5 

Patients with cancer and their care partners turn to spirituality for coping during care 

delivery and treatment, treatment decision making, managing anticipatory grief and fear of 

dying/death, as well as in bereavement.6–8 A recent systematic review revealed that patients 

would like to have spirituality included as part of their serious illness care, and underscored 

that addressing patients’ and care partners’ spiritual care needs is a key component of high-

quality, person-centered serious illness care.7 Thus, healthcare clinicians’ ability to address 

spiritual care needs in cancer care contexts is vital to their ability to provide person-centered 

care to patients and care partners (CP) as a whole.

Substantial investments have been made to ensure that clinicians are appropriately equipped 

to deliver person-centered spiritual care, and that spiritual care is delivered alongside other 

supportive care services.9–11 To that end, several spiritual care training programs and 

curricula have been developed with the intention of promoting multidisciplinary clinicians’ 

core competencies in delivering spiritual care.5,12 Reviews suggest that these interventions 

encourage developing sensitivity to patients’ spirituality beliefs and needs, understanding the 

role of spirituality in healthcare settings, and feeling prepared for spiritual encounters with 

patients and CP that include addressing spirituality.10,13 Results also indicate that spiritual 

care trainings and curricula promote self-efficacy, comfort, and preparedness for delivering 

spiritual care among multidisciplinary clinicians.14–16 Yet research also reports practical 

barriers, such as lack of time, which can hamper clinicians’ ability to provide spiritual care 

in practice.17

Despite these ongoing efforts to support clinician training in spiritual care, clinicians often 

report feeling underprepared and uncomfortable assessing and/or responding to spiritual 

care needs in practice.18–20 Relatively little is known about specific challenges faced by 

multidisciplinary clinicians when providing spiritual care in palliative and end-of-life care 

settings.21 Understanding more about clinicians’ appraisals of their experiences providing 

spiritual care could inform future education and training endeavors to ensure that clinicians 

feel appropriately trained and fully comfortable to deliver spiritual care.22
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The current study examined multidisciplinary oncology clinicians’ experiences providing 

spiritual care in cancer care settings. Greater understanding of clinicians’ experiences 

delivering spiritual care is a crucial step toward supporting provider empowerment and 

self-efficacy in delivering patient-centered care. Findings will inform education and training 

efforts to increase spiritual care skillsets for all clinicians working in cancer care settings.

Methods

Participants and Procedure

Participants were 257 multidisciplinary oncology clinicians (i.e., nurses, social workers, and 

chaplains) from the United States (Table 1). Prior to participation in the study described 

herein, participants either attended a 3-day, in-person communication skills training program 

funded by the National Cancer Institute (NCI) titled the Interprofessional Communication 

Curriculum (ICC) Project5,23 or a 2-day, in-person palliative care training titled End-of-Life 

Nursing Education Consortium (ELNEC), a national and international education initiative 

to improve palliative care for nurses. The ELNEC training includes a general palliative 

care core course, and four specialty tracks: APRN (Adult and Pediatrics), Critical Care, 

Pediatrics and Geriatrics. All 85 ICC participants (100%) who were invited to complete the 

study survey immediately following the 3-day course provided a response to the survey. 

Approximately 85% of participants offered the survey at 12-months post course completed 

the survey (n = 80 of 94). Lastly, 90% of ELNEC course participants (n = 95 of 106) 

completed the survey immediately following the 2-day course. We excluded responses from 

three participants who responded to the survey in a language other than English (n = 2) or 

who submitted a survey response twice (n = 1). Thus, the overall survey response rate was 

90%. Study procedures were deemed exempt by the City of Hope IRB, since all data were 

collected from course participants only and could not be linked to individual respondents 

(assurance number 00000692).

Measures

Participants reported demographic information, including race, ethnicity, and professional 

discipline. Then, participants responded to two open-ended questions about providing 

spiritual care: 1) Describe a time when you provided spiritual care to a patient that was 
meaningful to you; and 2) Describe a time when providing spiritual care or responding to 
spiritual needs was difficult for you.

Data Analysis

A thematic analysis was conducted using an iterative, inductive approach. We omitted 

three participants responses from analysis: two were duplicate participant entries, and one 

response was not in English. Coding was completed by two research team members (MM, 

MM). WER supported early coding and participated in discussions about the approach to 

achieving consensus. During early coding, authors (MM, MM) met and used a consensus 

approach to apply codes to individual participant responses. The coding team repeated 

this process for all participant responses to each question until an understanding of how 

to apply codes had been reached. MM independently coded the remainder of responses 

about meaningful experiences, and MM coded the remainder of responses about challenging 
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experiences. Coders met regularly throughout the coding process to share findings and 

resolve questions about coding. Codes were organized into themes, and key properties of 

each theme were identified across questions (meaningful and difficult experiences providing 

spiritual care). Thematic saturation was reached and was established based on criteria of 

forcefulness, repetition, and recurrence.24 Coding was conducted using NVivo Version 12.

Results

We identified three themes characterizing participants’ (n = 257) meaningful spiritual care 

experiences: (1) building authentic interpersonal connection with patients and CP; (2) 

creating intentional space for patients and CP to inform spiritual care; (3) and actively 

supporting patients and CP in their processes with spirituality. We also identified three 

themes describing participants’ challenging spiritual care experiences: (4) contextual factors 

and clinical circumstances complicate provision of spiritual care; (5) facing barriers to 

providing high-quality, patient-centered care; and (6) navigating ethical and logistical issues 

that affect spiritual and other care. Tables 2 and 3 illustrate themes, as well as specific 

properties of each theme and representative quotes.

Theme 1: Building Authentic Interpersonal Connection with Patients and CP to Support 
Spiritual Care

Study participants derived meaning from cultivating strong relationships and connections 

with patients and CP while providing spiritual care. In terms of activities to cultivate 

relationships, clinicians highlighted the importance of building trust and rapport with 

patients and CP and described their prioritization of creating a trusting environment for 

all patients. Participants also described efforts to support patients feeling comfortable and 

accepted, including in terms of their spiritual beliefs. Lastly, clinicians described routine 

practices, such as delivering care over time, and visiting patients, which contributed to their 

process of engaging to cultivate relationships.

Simultaneously, participants described the meaning obtained from patient and family 

connections that had developed through their efforts to develop rapport and cultivate 

relationships. For example, clinicians pointed to the concept of “becoming the patient’s 

spiritual family.” Other participants described meaningful experiences they shared with 

patients, including grieving together and learning from patients. Clinicians who mentioned 

these meaningful experiences highlighted that it was often due to their cultivation of 

relationships with patients that they were able to receive meaning back through shared 

experiences.

Theme 2: Creating Intentional Space for Patients and CP to Inform Spiritual Care

Study participants described the meaning derived from creating space for patients to share 

their spiritual care needs, and as a result, inform clinicians’ practice of person-centered 

spiritual care. Findings established that participants found meaning through conducting 

formal assessments, informally listening to patients’ spiritual and existential concerns and 

priorities, practicing presence, and bearing witness.
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In terms of formal assessments, participants primarily described the value in conducting 

spiritual assessments to establish directions for care and determine what additional 

services or plans might be requisite to supporting patient-centered care. Some participants 

mentioned specific assessments (e.g., FICA© Spiritual Assessment Tool) they used to 

assess spirituality in practice. Participants also described the meaning they found in taking 

the time to informally listen to patients’ spiritual and existential concerns and priorities. 

These multidisciplinary clinicians described the importance of creating space for patients 

to express spiritual and existential concerns. Responses also suggested that participants 

informally assessed patients’ spiritual needs by demonstrating curiosity and humility toward 

patients, such that patients felt comfortable to share about traditions, customs, and beliefs.

Lastly, participants noted the value and meaning in practicing presence and witnessing as a 

strategy for learning more about patients’ and CP needs for spiritual care. Respondents gave 

poignant examples of prioritizing presence over focusing on fixing a given clinical problem, 

and they described times when the focus of their care was on holding space for patients, 

acknowledging the need for quiet listening. Participants also pointed to the importance of 

witnessing patients’ unfolding relationship with spirituality.

Theme 3: Actively Supporting Patients and CP in their Processes with Spirituality

In terms of supporting patients and CP, participants described active ways in which they 

facilitated spiritual processes. Frequently, clinicians referred to the meaning they derived 

from engaging in concrete activities to support the spiritual growth and well-being of 

patients and CP. For example, clinicians described conversations with patients about their 

relationship with a higher power, the meaning they derived from religion and spirituality, 

and their beliefs about dying and end of life.

Clinicians underscored that they found it meaningful to ensure patient and CP values were 

prioritized in care. Honoring patient values often came in the form of respecting and 

prioritizing specific religious practices and traditions, even if they were difficult to enact. 

For example, participants referenced working with patients who identified as Jehovah’s 

Witness or Orthodox Jewish and described steps taken to align patient values with the 

provision of evidence-based care. In terms of participating actively in their patients’ spiritual 

processes through supportive communication, participants reported exploring spiritual 

questions together with patients and their CP.

Lastly, and importantly, clinicians described that it was meaningful to call upon colleagues 

and specialists in spiritual care to support the care they provided to patients and CP. 

Respondents often stated that they reached out to spiritual leaders from specific religious 

communities to advise on best religious practices or to perform religious rituals to 

support the patients’ goals and wishes. They also described consulting chaplains and 

religious leaders within their organization for support with certain situations. Being part 

of an interdisciplinary team was often identified as supporting meaningful spiritual care 

experiences.
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Theme 4: Contextual Factors and Clinical Circumstances Complicate Provision of Spiritual 
Care

Clinicians named that delivering spiritual care was challenging when they faced unique 

contextual and clinical complexities. Specifically, participants described the ways in which 

their own personal perspective, acute clinical circumstances, and emotional intensity created 

challenges for care delivery.

In terms of the impact of their personal perspective, clinicians described that their life 

circumstances impacted on their ability to provide comprehensive, high-quality evidence-

based care. For example, clinicians mentioned that witnessing similarities between their 

patients and family members who had recently died made it difficult to provide spiritual 

care. Other clinicians described the challenges they experienced by working with patients 

similar to themselves.

Across responses, participants also pointed to the challenges added by facing acute, 

unpredictable clinical circumstances. Some clinicians described attempts to provide spiritual 

care in the context of chaotic and unpredictable circumstances, including the COVID-19 

pandemic, and the barriers imposed by those unexpected circumstances. Other clinicians 

pointed to the challenge of working with patients in acute situations where the patient’s 

death was expected and imminent, but the patient and family’s awareness of their imminent 

death seemed absent. Participants in the study also opined that it was challenging for them 

to provide spiritual care to CP in the context of an unexpected patient loss, or when a patient 

expressed a strong desire not to die when family members were also part of the conversation.

Lastly, participants reported that emotional intensity contributed significantly to challenging 

instances of providing spiritual care. Clinicians described different types of emotional 

intensity, including from the perspective of patients and CP about ongoing treatment, 

treatment options, and prognostic outlook. Clinicians also named a range of emotions that 

became intense and created challenges in spiritual care provision, including anger and 

sadness.

Theme 5: Facing Barriers to Providing High-Quality, Patient-Centered Care

Participants described barriers to providing patient-centered care, including supporting 

patients from unfamiliar backgrounds, being unable to address patients’ needs, and feeling 

ill equipped and/or unprepared to provide spiritual care. For example, clinicians described 

common patient-clinician differences that functioned as barriers and challenges to delivering 

spiritual care, including language barriers, differences in religious or spiritual beliefs, and 

cultural differences. Some clinicians also described instances in which spiritual care became 

challenging because patient beliefs generated oppression.

Furthermore, participants felt challenged in providing spiritual care when they could not 

address patient needs. For example, some respondents indicated that patients had declined 

spiritual care, resulting in their inability to delivery spiritual care to those patients. Other 

clinicians described times when spiritual care did not go as planned, either because the 

patient and family rejected services or refused to consider the services offered by the care 

team, leading to their being unable to address their patients’ needs.

McDarby et al. Page 6

Support Care Cancer. Author manuscript; available in PMC 2024 September 09.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Lastly, some clinicians described being challenged by feeling unprepared to provide spiritual 

care to patients and CP. For example, some clinicians described the experience of being 

a new provider and “not knowing what to say” to a patient when they raised a spiritual 

concern. This thematic property reflected a sense among clinicians that they simply did not 

have the skills or resources to provide the level of spiritual care they desired.

Theme 6: Navigating Ethical and Logistical Issues that Affect Spiritual and Other 
Supportive Care

Clinicians pointed to a range of ethical and logistical issues that posed challenges to 

their delivery of spiritual care. Primarily, they described patient and family beliefs that 

complicated care, general conflict, and being asked to participate in a religious exercise with 

a patient.

In terms of patient beliefs complicating care, participants described issues such as patient 

beliefs creating dilemmas for decision making in care and working with CP to make 

complex care decisions in the context of strong spiritual beliefs. For example, many 

clinicians stated that working with CP who expected miracles in the patient’s care posed 

challenges to providing comprehensive spiritual care.

Participants also reported that conflict created a major challenge to providing spiritual care. 

For example, conflicting beliefs in CP (or between patients and CP) created a barrier to 

spiritual care for clinicians. Conflict and disagreement between members of the care team 

about patient care was cited as an additional barrier to providing comprehensive spiritual 

care.

Lastly, although many clinicians described it as a meaningful aspect of providing spiritual 

care to patients, some clinicians stated that being asked by patients to participate in a 

religious or spiritual exercise/practice was challenging in their quest to provide spiritual 

care. In other words, participants stated that it was either difficult or uncomfortable for them 

to be asked to engage in a religious practice. Some clinicians engaged in these practices 

despite their discomfort, and some reported declining participation.

Discussion

This study qualitatively examined multidisciplinary clinicians’ experiences delivering 

spiritual care to patients and CP in cancer care settings, specifically by considering 

meaningful and challenging experiences in spiritual care delivery. We identified three 

themes related to meaningful experiences of providing spiritual care: building authentic 

interpersonal connection with patients and CP, creating intentional space for patients and 

CP to inform spiritual care, and actively supporting patients and CP in their processes 

with spirituality. We identified three additional themes related to challenging experiences of 

providing spiritual care: contextual factors and clinical circumstances complicate provision 

of spiritual care; facing barriers to providing high-quality, patient-centered care; and 

navigating ethical and logistical issues that affect spiritual and other care. Our findings 

suggest that much of what multidisciplinary clinicians find meaningful and challenging 

about the spiritual care they provide to patients and CP is linked to core competencies for 
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delivering person-centered spiritual care. Results underscore the ongoing need to establish 

and prioritize spiritual care competence for multidisciplinary clinicians in cancer care 

contexts.

Findings reflect that nurses, social workers, and chaplains do derive meaning from the 

provision of spiritual care, and that a range of elements, including interpersonal connections 

with patients and CP, as well as being able to support unique and culture-specific spiritual 

needs, facilitate meaning. This qualitative study adds to previous quantitative and qualitative 

assessments of clinicians’ knowledge and beliefs about spiritual care.19,25,26 Findings also 

deepen our understanding of the meaning that may be enhanced by spiritual care deliver. 

However, while many clinicians find the provision of spiritual care to be meaningful, prior 

research has uncovered barriers to engaging in spiritual care, such as such as inadequate 

training and lack of time.17 Efforts are therefore needed to support the regular provision of 

spiritual care in the context of cancer, including ongoing clinician training and support, as 

well as systemic shifts (e.g., standard provider staffing legislation) to remove these barriers.

Overall, the range and nature of challenges to the delivery of spiritual care named by 

participants in the current study highlight that greater, more robust efforts are needed to 

ensure provider competence in the delivery of both primary and specialty spiritual care 

in cancer care contexts. This work supports prior research detailing gaps in confidence 

providing spiritual care among clinicians, and ongoing barriers to providing spiritual 

care in practice.18 Findings also demonstrate that improving spiritual care will require 

interdisciplinary clinician training and opportunities for chaplains as spiritual care specialists 

to mentor other clinicians as generalists in the provision of spiritual care.

Study Strengths and Limitations

The current study holds many strengths. This work is valuable in attempting to triangulate 

qualitative data representing diverse, multidisciplinary clinicians’ experiences delivering 

spiritual care by assessing both areas of challenge and meaning in their professional 

endeavors. Thus, this work contributes novel understandings around how to modify, update, 

and integrate high-need information into training curricula and educational programs 

related to spiritual care. This work is also marked by a few weaknesses. Because data 

from multidisciplinary clinicians were analyzed together, we did not draw distinctions by 

professional discipline, and all professional disciplines (e.g., medicine, pharmacy) were not 

included in the present analysis. Furthermore, the questions to which participants responded 

were quite broad in nature (i.e., describe a “meaningful experience” and “challenging 

experience”), thus it is possible that we may have obtained richer data about specific 

subtypes of challenging and meaningful experiences had questions been more pointed. For 

example, future survey and qualitative research should focus on some of the key themes 

identified in this work (e.g., providing spiritual care to patients and CP from unfamiliar 

backgrounds) to develop tailored training exercises for supporting cultural competence and 

humility in the delivery of spiritual care. In addition, all respondents had participated in 

trainings that included content on spiritual care, so findings are limited in their ability to be 

translated to clinicians who did not participate in these trainings.
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Clinical Implications

This work underscores that, by and large, clinicians can name and describe meaningful 

experiences of providing spiritual care, and therefore, that providing spiritual care has 

inherently meaningful elements. In an existing healthcare culture where provider burnout 

is high27 and clinical duties are sometimes reduced to the “bare bones” to address all 

patient needs and ensure acceptable care, offering reminders to clinicians that the provision 

of spiritual care can inspire meaningful opportunities to connect with patients and CP 

is paramount. Participants’ interpretation of their spiritual care work with patients and 

CP also suggests an understanding that high-quality, person-centered spiritual care can 

improve patient-provider relationships and enhance patient and family care quality. Both 

patient-provider communication and family ratings of satisfaction with care and care quality 

are performance and outcome metrics commonly used to evaluate overall quality of care.28–

30 Thus, provider efforts to support patients in these domains, which seem to concretely 

impact on quality of care received, should be facilitated and buttressed at the institution and 

health care system levels. Above all, our findings also point to great diversity in clinicians’ 

experiences with spiritual care provision. As a result, our work points to the need for tailored 

resources for multidisciplinary clinicians delivering spiritual care to patients with cancer 

to address needs of patients from different religious backgrounds, who speak different 

languages, and who may hold spiritual beliefs/values different from those of the provider. 

Additionally, offering trainings, process groups, and 1:1 consultation to multidisciplinary 

clinicians who face challenges in providing spiritual care that is not aligned to their own 

spiritual beliefs, or who are being asked to participate in a religious practice that is 

unfamiliar or in direct opposition to their own spiritual framework, may be paramount in 

ensuring that clinicians feel equipped to provide high-quality spiritual care within these 

challenging circumstances.

Conclusions

Competence in delivering spiritual care is paramount to ensuring the delivery of high-

quality, person-centered care and communication in the context of cancer. Although 

clinicians point to a range of meaningful experiences encountered when providing spiritual 

care to patients with cancer care needs and at end of life—including participating in 

religious exercises with patients, developing deep, personal connections with patients and 

CP, and supporting patients’ growth and progress in spiritual domains during critical points 

in their illness trajectory—clinicians were also deft at naming challenges in their delivery of 

spiritual care, some of which might be considered foundational (e.g., talking with patients 

about religion and spirituality, knowing how to start and participate in conversations about 

religion and spirituality). These findings can help guide future training and educational 

endeavors for multidisciplinary clinicians in the domain of spiritual care. However, results 

also indicate that richer dialogue about the clinical impact of providing high-quality spiritual 

care to patients and CP, as well as more robust support for multidisciplinary clinicians who 

deliver spiritual care in cancer care contexts, are both critical to ensure that clinicians are 

wholly equipped to deliver care that is person-centered.
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Table 1.

Participant demographics (N = 257)

Characteristic Percent of Sample

Ethnicity

 Hispanic 12

 Non-Hispanic 69

 Unknown 19

Race

 Asian 6

 Black or African American 10

 More than one race 6

 Native Hawaiian or Pacific Islander 1

 White 58

 Unknown 19

Professional Discipline

 Chaplaincy 10

 Nursing 68

 Social Work 22

 Unknown 0
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