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Abstract 
Background: Patients value spiritual care provided by health care 
professionals, and several studies have indicated that spiritual care 
provision is positively associated with spiritual care training. The 
growing number of publications about spiritual care training illus-
trates that the theory and practice of spiritual care training are still 
developing. 
Aim: To identify the described effects of spiritual care training on 
patients and healthcare professionals and possible quality indicators 
useful for training optimization. 
Design: Systematic review following PRISMA guidelines.  
Data sources: PubMed, Embase, Wiley/Cochrane, EBSCO/ 
PsycINFO, EBSCO/ERIC and EBSCO/CINAHL, searched from 
inception up to January 20, 2016. PICO: P = spiritual care for pa-
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tients in palliative trajectories in hospitals and other healthcare insti-
tutions (including hospices), I = care/treatment performed by 
healthcare professionals trained in spiritual care, C = care/treatment 
performed by healthcare professionals not trained in spiritual care, 
and O = effects of training on quality of care, physical, psychosocial 
or spiritual symptoms, effects on healthcare professionals attitudes, 
perceived barriers, skills and competencies. 
Results: A total of 16 selected articles written in English were iden-
tified and were variable in study design and outcomes.  
Conclusions: The practice and theory of training spiritual care are 
still developing, showing a tendency towards competency-based edu-
cation. In the identified best practices, training is part of a quality 
improvement project, following a plan-do-check-act cycle by an 
initial audit to identify barriers, formulate policy, implement training 
aimed at provision of spiritual care as formulated in the policy, and 
evaluate the effects of the training and the policies. 
 
What is already known about the topic? 

 The rarity of spiritual care may be primarily due to the frequent 
lack of spiritual care training. 

 Most reported barriers for spiritual care provision are the under-
standing (who, what, and when) of spiritual care and staff educa-
tion regarding spiritual care.  

 The research literature is still developing and shows a growing 
consensus on defining spiritual care and a growing number of 
spiritual care standards. 

 

What this paper adds? 

 This paper reports the results of a systematic review of publica-
tions reporting effects of spiritual care training on patients and 
healthcare professionals (nurses, physicians, and healthcare chap-
lains) and possible quality indicators useful for the optimization of 
training. 
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 This paper presents a qualitative analysis of 16 studies after eligi-
bility selection of 88 full-text articles. 

 Publications on spiritual care training theory, methods and out-
come measures are still too limited and too diverse to perform a 
quantitative analysis. 

 The selection shows a tendency towards competency-based train-
ing in spiritual care. 

 

Implications for practice, theory or policy? 

 in Where national standards on the provision of spiritual care are 
still lacking, they need to be developed to provide aims and meas-
urable outcomes for spiritual care training. 

 Spiritual care training is expected to be optimal when it is part of 
a quality improvement project, based on a plan-do-check-act cy-
cle, starting with an initial audit to identify barriers, followed by 
formulating a policy, implementing training aimed at provision of 
spiritual care as formulated the policy, and evaluation of the ef-
fects of the training and the policy. 
 

Keywords: palliative care, spiritual care, training, quality improve-
ment. 
 
Introduction 
 

Researchers and decision makers, looking for guidance in the re-
search literature in the development of spiritual care (SC) in pallia-
tive care (PC), find a growing consensus in the literature between 
practitioners and researchers across various healthcare disciplines, 
resulting in the publication of multidisciplinary consensus documents 
on SC, such as in the United States(1) and Europe.(2,3) This formal 
consensus developed to a broader, global base in subsequent consen-
sus conferences.(4) Cockell and McSherry(5) provided an overview 
of published international research between 2006 and 2010 to pro-
vide nurse managers with evidence to inform their spiritual care 
training, planning and delivery. The authors strongly advocated for 
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patient involvement in SC research and emphasized the need for 
research that is translatable into contexts other than the setting under 
study. While studying the reasons for the infrequency of SC at the 
end of life to implement new national standards, Balboni et al.(6) 
concluded that the rarity of SC may be primarily due to the frequent 
lack of SC training.  

The research subgroup of the Taskforce on Spiritual Care of 
the European Association for Palliative Care (EAPC)(7) confirmed 
this need for training in their publication of research priorities, based 
on an international survey among 971 palliative care researchers and 
clinicians. From a list of 15 pre-formulated research topics, the high-
est priority was the development and evaluation of conversation 
models and overcoming barriers to SC in staff attitudes. The most 
reported barriers were the understanding (who, what, and when) of 
SC and staff education regarding SC. 

The education subgroup of this EAPC task force discovered 
that the theory and practice of SC training still varied too much to 
give a systematic overview of the effects of such training. Based on 
this survey, including 36 courses in 14 (mostly European) countries, 
nine recommendations were formulated:(8) 1. although many cours-
es are designed for all healthcare professionals, it is important to be 
clear about the tasks and goals of each one (who should be doing 
what); 2. to develop online learning platforms, information ex-
changes and mentoring methods to reach larger numbers of profes-
sionals and volunteers; 3. to integrate spiritual care training in  
broader palliative care courses, embedding these core skills in pallia-
tive care practice generally and not as an additional part of the ser-
vice; 4. to develop courses on core competencies in self-reflection, 
theory and integration into daily practice; 5. to formulate clearly 
stated aims, use theoretical and practical exercises and create a safe 
environment; 6. to develop long-term ongoing performance evalua-
tion and assessment methods, such as regular briefings, check-ups 
and mentoring, to ensure lasting results; and 7. to use or connect to 
single, recognized (consensus) definitions of spiritual care. 
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Meanwhile, a growing number of chaplaincy organiza-
tions(9,10) realized that working in modern healthcare means being 
accountable and understandable to other healthcare disciplines and 
decision makers. To clarify their specific contribution to the devel-
opment of multidisciplinary SC and to communicate the effects of 
their interventions, chaplaincy needs to develop new research meth-
ods and become more evidence-based, similar to other healthcare 
disciplines, as Handzo et al. formulated in their ‘International call to 
action’.(11) Yet, the 2012 systematic review of Candy et al.(12) 
clearly defined the boundaries of what is acceptable within the medi-
cal discourse. The authors demonstrated that the methods applied in 
evidence-based medicine do not spontaneously match with the 
methods for research and development of knowledge in philosophi-
cal and religious traditions. Candy et al. found a lack of theoretical 
consensus combined with methodological weaknesses in the included 
studies, which added up to inconclusive evidence whether or not 
interventions with spiritual or religious components for adults in the 
terminal phase of disease enhanced well-being. Future researchers 
are advised to design clearly delineated studies reproducible in other 
settings, with a clear theoretical base, delivered by appropriately 
trained people who follow guidelines, understanding the aim of the 
intervention and restraining from emphasizing their own beliefs.  

Building forth on the publication of the education group of 
the EAPC taskforce, we wanted to search for effective training 
methods for SC since SC provision is positively associated with SC 
training, as Epstein-Peterson et al. indicated.(13) Our objectives 
were to identify the described effects of training SC on patients’ 
symptoms or well-being and healthcare professionals’ (nurses, physi-
cians, and healthcare chaplains) competencies or behaviour in quanti-
tative, or mixed-method studies based on (consensus-based) 
definitions of spirituality and to identify possible quality indicators 
useful for the optimization of SC training.  

 

68



3. Effects of spiritual care training – systematic review 

Methods 
 

This systematic review, conducted according to the methods outlined 
by the PRISMA statement,(14) is part of a larger research pro-
ject(15) that was performed in the Netherlands. The only standard 
for SC in the Netherlands is a multidisciplinary guideline for SC in 
PC; therefore, we will limit ourselves to PC in this review, although 
we realize that the growing global development and consensus on 
research, practice and education of SC does not limit itself to PC, as 
demonstrated in The Oxford Textbook of Spirituality in 
Healthcare(16). 
 

Eligibility criteria, information sources, search strategy 

The PICO (P – patient, problem or population; I – intervention; C – 
comparison, control or comparator; and O – outcome) was formu-
lated as follows: P = SC for patients in palliative trajectories in hos-
pitals and other healthcare institutions (including hospices), I = care 
or treatment performed by healthcare professionals trained in SC, C 
= care or treatment performed by healthcare professionals not 
trained in SC, and O = effects of training on quality of care, physical, 
psychosocial or spiritual symptoms, effects on healthcare profession-
als attitudes, perceived barriers, skills and competencies.  
 

Information sources 

In cooperation with an information specialist (IvD), the fol-
lowing databases were searched from inception up to January 20, 
2016: PubMed, Embase, Wiley / Cochrane, EBSCO / PsycINFO, 
EBSCO / ERIC and EBSCO / CINAHL. 

The primary concepts of the search strategy were spirituality, 
PC and training. The search can be reproduced by adding the Boolean 
operation AND in between the different search sets. 

The search terms in Embase, EBSCO/PsycINFO, Wiley  / 

Cochrane, EBSCO/ERIC, and EBSCO/CINAHL were derived from 
the search terms used in PubMed and are available from the author 
upon request. 
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Primary  
search terms 

Search string used 

Spirituality (holistic*[Title/Abstract] OR spiritual*[Title/Abstract] OR wholis-
tic*[Title/Abstract] OR "Holistic health"[Mesh] OR "Religion and Psycholo-
gy"[Mesh] OR "Holistic Nursing"[Mesh] OR "Religion and Medicine"[Mesh] 
OR "Chaplaincy Service, Hospital"[Mesh] OR religio*[Title/Abstract] OR 
"Existentialism"[Mesh] OR existential*[Title/Abstract] OR mean-
ing*[Title/Abstract]) 

Palliative care ("Palliative medicine"[Mesh] OR "Palliative Care"[Mesh] OR "Hospice 
Care"[Mesh] OR "Hospice and Palliative Care Nursing"[Mesh] OR "Terminal 
Care"[Mesh] OR palliat*[Title/Abstract] OR hospice*[Title/Abstract] OR end 
of life care[Title/Abstract] OR EOL care[Title/Abstract] OR terminal-
ly[Title/Abstract])  

Training ("Education"[Mesh] OR education[sh] OR education*[Title/Abstract] OR 
training*[Title/Abstract] OR workshop*[Title/Abstract] OR train-
er*[Title/Abstract] OR assessment*[Title/Abstract] OR 
coach*[Title/Abstract] OR teach*[Title/Abstract] OR "Health Person-
nel/education"[Mesh]) 

Table 1. Search strategy in PubMed 

 
 

Study selection 

Studies in all languages were included to prevent bias. Furthermore, 
there were no restrictions with regard to publication year. Studies of 
all methodologies (quantitative, qualitative and mixed-method de-
sign) were included.  

Publications were included describing effects of SC training 
on healthcare professionals’ (physicians, nurses, and chaplains) com-
petencies or behaviours and/or effects on patients’ symptoms or 
well-being in quantitative or mixed-method studies based on (con-
sensus-based) definitions of spirituality.  
Poster abstracts and abstracts of oral presentations were included; 
one study based on alternative therapeutic interventions was exclud-
ed. Finally, 16 publications were included in the analysis. 
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Additional records identified 
through other sources 

(n =  0 ) 

Records after duplicates removed 
(n = 4247) 

Records screened on title by 1 researcher 
(n = 4247) 

Records excluded 
(n = 3701) 

Full-text articles assessed for eligibility  
by 2 researchers 

and discussed with senior researcher 
(n = 88) 

Full-text articles excluded, with 
reasons 
(n = 72) 

Studies included in qualitative analysis 
(n = 16) 

Records screened on title and abstract  
by 2 researchers 

(n = 546) 

Records excluded 
(n = 458) 
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Results: Table 2 Table of evidence 
Author(s) (year) Coun-

try 
Setting/participants Intervention / objectives of training 

Study on training SC to patients/family care givers  (FCGs) (n = 1) 

(Sun et al., 2015)17 USA Comprehensive cancer 
center / 475 patients, 354 
FCGs  

4 Interdisciplinary PC educational sessions by 
nurses for patients and FCGs, educational 
manual containing QOL domains, discussion and 
tips on how to cope with spiritual well-being 
issues (hope, inner strength, uncertainty, pur-
pose and meaning in life, positive changes, 
redefining self and priorities, and S/R) and 
available supportive care services.  

Studies concerning SC training aimed at enhancing palliative care /  

(Ford, Downey, 
Engelberg, Back, & 
Curtis, 2014)18 

USA 2 Internal Medicine 
Programs / 541 patients, 
181 physician trainees 

Simulation based workshop designed to im-
prove physicians’ end-of-life communication 
skills 

(G. R. Tait & Hodg-
es, 2013)19 

CAN University Medical Hospi-
tal / 12 family medicine 
and psychiatry resident 
physicians 

1 h interview to dying patients. Resident re-
turned to read the transcribed story back to the 
patient. 
Residents’ preparation: brief learning guide 
introducing the intervention, its significance, 
and the study protocol. Before intervention, 
brief session with principal investigator (PI) to 
prepare for the interview. PI was trained in 
dignity therapy, intention was not to train the 
residents to be experts in the interview.  

Studies concerning SC training by self study aimed at enhancing / 

(Ellman M., 2012)20 USA 1 University Medical 
Hospital / 309 interpro-
fessional students (205 
medical, 65 nursing, 39 
chaplaincy, ? social work 
(excluded in analysis) 

Online interactive, case-based learning module 
30-45’ and a 90’ live, inter-professional simula-
tion workshop / understand PC concepts, 
recognize misconceptions about opioids, identi-
fy and respond to spiritual and cultural needs of 
patients, recognize and understand importance 
of interdisciplinary team 
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Outcome measure(s) Focus of the study Method / Biasa Outcome 

  

- FACIT-Sp-12 
 
 
- Meaning-Peace Subscale 
 
- Faith subscale  

test  effectiveness of an 
interdisciplinary PC 
intervention  for lung 
cancer patients and their 
FCGs 

Two group 
prospective 
sequential, quasi-
experimental 
trial / serious risk 
of bias 

- negative result for 
FCGs 
- positive result for 
patients 
- positive result for 
patients 
 

spiritual care competencies of health care professionals including patients in the training (n = 2) 

Using multiple variable and path 
analysis illustrated that trainees’ self-
assessments of their communication 
skills in religious/spiritual communica-
tion was significantly and positively 
associated with their patients’ reports 
of the occurrence and ratings of 
religious/spiritual communication. 

determine whether 
physician trainees’ self-
assessments of their 
communication skills in 
religious/spiritual discus-
sions were associated 
with assessments ob-
tained from patients 
under their care 

Randomized trial 
/ Serious risk of 
bias 

trainees’ self-
assessments were 
significantly and 
positively associat-
ed with their 
patients’ reports  

 

This experience was seen as distinct 
from the ‘traditional’’ 
medical interview. Residents felt 
conversations with dying patients, and 
more broadly the art of soliciting a 
patient’s story are poorly taught and 
modeled. 
 

Exploring results of a 
narrative intervention in 
the context op palliative 
care education 

Qualitative study 
/ Critical risk of 
bias 

Positive results: 
residents reflected 
on lessons learned 
from patients and on 
their own 
professional and 
personal lives. 
 

SC competencies of health care students (including clinicians as control group)  (n = 2) 

- quantitative measures of student 
perspective on effectiveness of the 
program meeting educational objec-
tives and quality and value of the two 
components of the program 
- qualitative analysis of free-text 
responses to online reflections 
 

Education of health 
professional students in 
basic aspects of PC: 
spiritual, cultural and 
interdisciplinary working  

Mixed method 
evaluation study 
/  Quantitative 
study critical risk 
of bias; qualita-
tive study: 
content analysis 
of open ended 
responses on 
questionnaire 

- positive evaluation 
of students of all 
professions: Mean 4 
on 5-point Likert 
scale 
 
- positive effects on 
students of all 
professions, no 
effect size. 
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(Taylor, Mamier, 
Bahjri, Anton, & 
Petersen, 2009)21 

USA 7 University medical 
hospitals / self-selected 
sample of 201 nursing 
students and registered 
nurses 

Self-study programme (workbook with supple-
mental DVD) and self-report study instruments. 

Studies concerning SC training aimed at administering or using a specific  

(Fillion et al., 
2009)22 

CAN 3 regional districts / 109 
PC nurses 

4 weekly meetings, topics: (a) characteristics 
and (b) sources of meaning; (c) creative values 
in terms of personal perspective, sense of 
accomplishment at work; (d) suffering as a 
source of attitudinal change; and (e) affective 
experiences and humour as experiential ave-
nues to finding meaning 

(Morita et al., 2014)23 JPN Self-selected sample of 84 
nurses working at PC 
units/inpatient hospices, 
PC consultation teams, 
general medical wards 

9 sessions over 2 days interactive education 
program (10.5 h.), aimed develop competence 
to perform SpiPas (Spiritual Pain  Assessment 
Sheet) assessment about patients experiencing 
meaninglessness and to make an according 
nursing plan. 
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Daily Spiritual Experience Scale, 
Spiritual Care Perspective Scale-
Revised, Response Empathy Scale, 
Communicating for Spiritual Care 
Test, and Information about You form. 

efficacy of a self study 
programme designed to 
teach nurses about how 
to talk with patients 
about spirituality, and to 
identify factors predicting 
this learning. Investiga-
tion of differences in 
learning between stu-
dents and practicing 
clinicians, and between 
those in a religious or 
non-religious institution. 

Pretest-posttest 
pre-experimental 
design / critical 
risk of bias 

Significant differ-
ences were seen 
between the before 
and after scores 
measuring attitude, 
ability, spiritual 
experience, 
and knowledge 

spiritual intervention or tool by health care professionals (n = 2)  

The objective of this study was to test 
its efficiency to improve job satisfac-
tion and quality of life in PC nurses  
 

Address existential and 
emotional demands using 
the meaning-centered 
intervention 

Randomized 
(waiting-list)  
controlled trial / 
Serious risk of 
bias 

PC nurses in experi-
mental group 
reported more 
perceived benefits of 
working in PC after 
intervention and at 
follow-up. Spiritual 
and emotional 
quality of life 
remained, unaffect-
ed. 

significant intervention effects in 
nurse-reported confidence and nurse-
perceived value of patients’ inner 
power. Nurse-reported helplessness 
showed marginally significant im-
provement after intervention. No sign 
effects were observed in the self-
reported practice scale; attitudes 
toward caring for patients (willingness 
to help, positive appraisal, and nurse-
perceived value of being); burnout 
scale, meaning of life, and knowledge 
score.  

aimed ad improving skills 
to relieve feelings of 
meaninglessness in 
terminally ill cancer 
patients. Primary aim of 
this study was to deter-
mine the impact on 
nurses of a novel two-day 
education program 
focusing on care that 
addresses patients’ 
feelings of meaningless-
ness.  

Randomized 
(waiting-list)  
controlled trial / 
serious risk of 
bias  

Significant beneficial 
effect on nurses’ 
confidence, modest 
effects on attitudes. 
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Studies concerning SC training aimed at enhancing health care  

(Meredith, Murray, 
Wilson, Mitchell, & 
Hutch, 2012)24 

AUS Self-selected sample 
employees and volun-
teers in the field of pallia-
tive care / 113 

Training resources designed to be used as either 
a self-paced independent learning package or a 
workshop delivered by a member of any profes-
sion. 

(Smith & Gordon, 
2009)25 

GBR Mixed settings homecare, 
hospice and hospital care 
/ self-selected sample of 
12 participants  

7 week course, 5 weeks online activities 30-60’, 
face-to-face study day in week 6, online follow-
up activity week 7 

(Wasner, Longaker, 
Fegg, & Borasio, 
2005)26 

DEU Buddhist course ‘Wisdom 
and Compassion in Care 
for the dying’. / Self-
selected sample of 63 PC 
professionals and volun-
teers 

3.5 day course, in-depth reflection, active and 
compassionate listening, recognize and address 
emotional and spiritual suffering, practical 
exercises, contemplation and meditation. 

(Wittenberg, Fer-
rell, Goldsmith, & 
Buller, 2015)27 

USA Various health care 
settings / self-selected 
sample 124 health care 
providers 

2 educational courses,  educational intervention 
insufficiently described. 

Studies concerning SC training aimed at enhancing health care professionals’  

(Drijfhout & Baldry, 
2007)28 

GBR 1 Hospice / nurses 4 sessions 45’ in service training time / defining 
spirituality, communication, recording, personal 
evaluation 

(Gordon & Mitchell, 
2004)29 

GBR Hospice / 24 staff mem-
bers 

4 sessions aimed at developing a competency 
model for assessment an delivery of SC 
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professionals (including volunteers) SC competencies; self selected samples (n = 4) 

Improvements in Spiritual Care 
and Confidence were main-
tained 3 month later, with 
Confidence continuing to grow./  
- SSCRS (McSherry et al. 2002) 
- POWCS (Nolan et al. 1998; 
Schofield et al 2005) 
- KCS (Murray and Chan, ?) 
- DASS-21 (Lovibond and Lov-
ibond 1995; Clara et al. 2001) 

Significant increase of SC, 
spirituality, confidence to 
provide SC in PC, to be 
maintained after 3 months 
after intervention. 

Non-randomized 
trial / critical risk of 
bias 

Significant increas-
es in Spirituality, 
Spiritual Care, 
Personalized Care, 
and Confidence in 
this field immedi-
ately following the 
workshops. 

No information about analysis, nor 
outcome measures 

Aimed at developing blend-
ed learning package 

Case report / 
critical risk of bias 

Positive evaluation 
of content and 
delivery, including 
online learning. 

- FACIT-Sp 
- Self-Transcendence Scale  
- Idler Index of Religiosity 

Enable participants to recog-
nize different facets of 
suffering of the dying per-
sons and relatives and to 
respond effectively 

Pre-test/post-test 
quasi-experimental 
study using quanti-
tative methods / 
critical risk of bias 

Significant and 
sustained improve-
ments in attitudes 
towards work in PC 

30 item self developed survey to 
measure provider communica-
tion about spirituality and 
forgiveness with patients and 
families. 

Assessing professionals’ 
spiritual and forgiveness 
concerns providing SC 

Descriptive study / 
critical risk of bias 

Majority of partici-
pants indicated they 
were involved in 
spiritual and for-
giveness communi-
cation. 

 (including volunteers’) SC competencies; team / staff samples (n = 5) 

- spiritual assessment recorded 
- patients’ religious affiliation 
recorded 

Raising staff awareness, 
creating change in attitude, 
regular auditing. 

Audit / critical risk 
of bias 

Recording levels for 
spirituality increased 
from 9>40 >54> 82% 
Recording levels for 
religion decreased 
from 
100>100>86>89% 

Evaluation of reflective practice 
seminars; good practice is 
affirmed, personal skills and 
limits are recognized, training 
and development needs are 
identified. 

Search for definition and 
assessment tool, offering a 
model for spiritual assess-
ment and care based on the 
individual competence  to 
deliver spiritual and religious 
care. 

Qualitative pilot 
study / No infor-
mation available to 
base a judgement 
about  risk of bias 

Good practice is 
affirmed, personal 
skills and limits are 
recognized. Effect 
size not described. 

 
 
 
 
 

   

77



Learning spiritual care in Dutch hospitals 

(Hall, Shirey, & 
Waggoner, 2013)30 

USA Hospice / 38 staff mem-
bers 

2 sessions 90’, half day retreats, modelling SC 
by chaplains 

(Udo, Danielson, 
Henoch, & Melin-
Johansson, 2013)31 

SWE 1 Hospital, 3 surgical 
wards / 42 nurses 

5 sessions 90 reflection and discussion on life 
and death, freedom, relations and loneliness, 
and meaning, after introductory lecture, educa-
tional material also containing some reflective 
questions. 

(Walters & Fisher, 
2010)32 

GBR 1 Hospice organization (3 
sites and hospice-at-
home-service) / non-
clinical staff (group 1), 
clinical staff (group 2)and 
chaplains  

Group 1: 90’ session, group 2: half a day; both 
groups: defining spirituality (FIRM: Faith, Identi-
ty, Relationships, Meaning), own contribution 
to SC discussing case study, referral, documen-
tation and confidentiality, role of the chaplain 

 

Table 2: Table of evidence   
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Chaplains’ referrals were re-
placed by protocolled spiritual 
assessment in 5 days and follow-
up visit. Interdisciplinary team 
charts to one plan, regular 
communication about each 
patient, chaplains integrated in 
care planning.  

Quality improvement of SC, 
educate staff members in SC 
and provide SC to staff 
members 

Qualitity improve-
ment programme / 
Critical risk of bias 

Based on audit of 
increased workload 
2 fulltime chaplains 
added to the team. 

- Attitudes Toward Caring for 
Patients Feeling Meaninglessness 
Scale (59 items) 
- SOC-13 measuring sub-scales of 
comprehensibility, manageability 
and meaningfulness 

To describe work-related 
stress in care of severely ill 
and dying patients with 
cancer after participating in 
an educational intervention 
on existential issues. 

Pre-test/post-test 
quasi-experimental 
study using qualita-
tive and quantita-
tive methods / high 
risk of bias 

Enhanced independ-
ent decision making 
in caring and modest 
but significant 
decreased feelings of 
work-related stress 
and disappointment 
at work 

Schedule for regular audit SC 
including standards and audit 
tools. 

Multidisciplinary policy for 
SC based on best available 
evidence and development 
of SC audit tool 

Audit / critical risk 
of bias 

Recognition of the 
specialism of 
chaplaincy as 
facilitators for SC for 
/ by all staff, ac-
ceptance of SC by 
organization and 
management 
structure. 
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Synthesis of results 

In a growing number of countries, palliative care improvement 
programmes are being developed based on multidisciplinary stand-
ards of comprehensive palliative care, including standards on spiritual 
care. Implementation of these standards is a complex intervention, 
with education/training playing a vital role. Since the time for train-
ing is limited, it is important to know which training methods are 
effective. 

In this study, we identified publications regarding (P) health 
care professionals (including volunteers) and patients in palliative 
trajectories in hospitals and other healthcare institutions (including 
hospices), (I) describing the training intervention, care or treatment 
performed by these healthcare professionals trained in SC, compar-
ing (C) care or treatment performed by healthcare professionals not 
trained in SC, and describing (O) the effects of training on quality of 
care, physical, psychosocial or spiritual symptoms, effects on 
healthcare professionals attitudes, perceived barriers, skills and 
competencies.  

Figure 1 shows the selection process. The initial search in the 
6 databases resulted in 6552 hits, with 2305 duplicates, resulting in 
4247 records available for screening. The first screening selection 
based on the title of these publications was performed by the first 
author (JvdG), and the second screening selection based on 546 titles 
and abstracts was performed and discussed until a consensus was 
reached by 2 researchers (JvdG/JWU). The eligibility selection 
based on 88 full-text articles was performed and discussed until a 
consensus was reached by the first and second authors. We found 1 
study published before 2000, 37 published studies between 2000 and 
2011 and 50 publications between 2011 and 2015. Since we ob-
served an increase in the number of studies on SC training after the 
publication of the international consensus documents on multidisci-
plinary SC in 2009-2011, further research is needed to identify this 
increase as a possible effect of these publications. The studies were 
included if training SC was described and/or effects of SC were 
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measured. Although three studies (13,33,34) did not meet this last 
criterion, they were initially considered relevant and were included 
since they provided specific palliative patients’ perspectives as input 
for SC training. After the 2 reviewers reached consensus regarding 
the included articles, a third senior reviewer (KV) was consulted, 
resulting in the exclusion of these three studies.  

Despite the absence of language restrictions, all 16 selected 
articles were written in English. Variability was present in the study 
design and outcomes.  

To assess the quality of the publications, we used the Risk Of 
Bias In Non-randomized Studies of Interventions (ROBINS-I) as-
sessment tool. (35) 

We identified one study that was exclusively focussed on the 
patients’ perspective. The study of Sun et al.(17) regarding training 
to patients and family caregivers (FCGs) tested the effectiveness of a 
PC intervention for lung cancer patients and their FCGs. We also 
found two studies(18,19) regarding SC training of health care profes-
sionals that included patients in the training method. 

Two studies reported the evaluation and effects of training by 
self-study aimed at enhancing PC/SC competencies(20,21). 

Fillion et al.(22) and Morita et al.(23) both reported effects 
of SC training aimed at administering or using one specific spiritual 
intervention or tool by health care professionals. 

We found four studies(24-27) that reported results of SC 
training on health care professionals’ or volunteers’ competencies 
based on self-selected samples. 

Finally, we identified five studies(28-32) regarding SC train-
ing aimed at enhancing health care professionals’ (including volun-
teers’) SC competencies based on team or staff samples, eligible for 
qualitative synthesis.  

Eleven studies(17,18,20-24,26,28,30,31) reported quantita-
tive methods to describe the effects of training interventions using a 
variety of outcome measures.  
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Qualitative analysis  

The study of Udo et al.(31) was the only study reporting results 
based on training hospital staff: nurses of surgical wards where se-
verely ill and dying cancer patients were also treated. The study re-
ported effects of an educational intervention on existential issues on 
nurses’ work-related stress. Since we added ‘existential’ as a synonym 
to ‘Spirituality’ in our search strategy, this study passed all filters of 
our PICO. The purpose of the educational intervention – of five 90-
minute sessions, including lectures, reflection and discussion meth-
ods – was not to influence the working process directly in giving 
existential/spiritual care or to improve reporting about existential 
themes but to support the participants in developing reflective strat-
egies when providing care to these patients. Barriers were described 
based on the literature, with no report of barrier assessment. Wheth-
er the training was provided in working time or whether the trainer 
was a member of the multidisciplinary team was not described. Di-
rectly after the educational intervention, the nurses described in-
creased exhaustion at the end of the shift and reported working 
under high time pressure. They also described being hindered in car-
ing because of discrepancies between their caring intentions and 
what was possible in the surgical care context. After six months, the 
nurses reported that reflecting on their ways of caring for severely ill 
and dying patients, from an existential perspective, had contributed 
to enhanced independent decision making in caring and a decrease in 
feelings of work-related stress and disappointment at work. The ef-
fects on patients were not reported. 

The four remaining studies(28-30,32) describe the results of 
quality improvement programmes aimed at the improvement of mul-
tidisciplinary SC provided in specialist palliative care hospice settings 
and/or by ‘hospice at home’ teams. Three studies were performed in 
the United Kingdom (UK)(28,29,32) and one in the United States of 
America (USA)(30).  
 The first study from the UK reports the effects of the pilot 
training of the Spiritual and Religious Care Competencies for Spe-
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cialist Palliative Care (SRCCSPC) by Gordon and Mitchell(29), 
which discerns four levels of competencies. Barriers to the provision 
of SC are mentioned before the project started: spiritual care stand-
ards were tried and considered incomplete by a multidisciplinary 
group, and the disadvantages of using assessment tools outweighed 
the advantages. Level 1 was for all staff and volunteers who had casu-
al contact with patients and their families. Level 2 was for staff and 
volunteers whose duties required contact with patients and fami-
lies/carers. Level 3 was for staff and volunteers who were members 
of the multidisciplinary team, and Level 4 was for staff or volunteers 
whose primary responsibility was for the spiritual and religious care 
of patients, visitors and staff. Following an initial open seminar to 
introduce the competencies, four 90-minute reflective practice ses-
sions in working hours were facilitated by a person with competency 
and experience at Level 4. Management involvement is presupposed 
since the project was implementing locally pre-formulated organiza-
tion policy. The participants indicated that the four sessions had been 
valuable as both an exercise in reflective practice and a process of 
becoming more familiar with the basic theory underpinning these 
competencies. The SRCCSPC is developed by Marie Curie Cancer 
Care to bring the principles of SC as formulated in the 2004 publica-
tion of the National Institute for Clinical Excellence (NICE), Im-
proving Supportive and Palliative Care for Adults with Cancer,(36) 
into practice. The strength of this study is that it provided an alterna-
tive to the spiritual assessment of patients’ spiritual care needs at 
certain set points by an approach based on a continual assessment 
and development of hospice staffs’ competencies. Positive effects on 
the staff team were identified: (a) development of an increased pro-
file of SC in the hospice, (b) development of SC and religious care 
viewed as important as all other aspects of care, (c) understanding of 
the appropriate language and concepts of SC, and (d) improvement 
of staff communication on SC material and issues. Gordon and 
Mitchell acknowledged that the sample audit tool is a first step. Re-
views of the documentation and integration of these competencies 
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into the personal and professional review and development processes 
need to be included to secure the results of this quality improvement 
programme. 
 In 2007 Drijfhout and Baldry(28) reported the results of an 
audit cycle that started in 2001, setting the following two standards, 
also based on the NICE standards(36) on improving supportive and 
PC for adults with cancer published in 2004: all patients should have 
at least one entry in their records concerning the spiritual aspect of 
their care, and all patients should have their religion recorded. Im-
mediately after the survey, the level of recording of spiritual care 
increased from 9% to 15% in 2002, demonstrating that merely in-
creasing staff awareness can create a change in attitude. The survey 
highlighted three main reasons for the low percentage of recording: a 
lack of time, a lack of staff understanding of the meaning of spiritual-
ity, and ambiguity about whose job it was to record spirituality. Four 
45-minute training sessions were developed on defining spirituality, 
opening and closing conversations concerning spirituality, recording 
and personal reflection. Whether the training was provided by a 
member of the multidisciplinary team in working time was not re-
ported. Management commitment was clear since an in-house train-
ing centre was responsible for the training. Recording of spirituality 
increased in 2005 to 40%, and recording religious affiliation reached 
100%. The introduction of electronic patient health records de-
creased the scores temporarily, but they stabilized in 2007 to 82% 
for spirituality and 89% for religious beliefs. Drijfhout and Bald-
ry(28) reported having started to use Gordons’ and Mitchells’ 
SRCCSPC(25) as pre- and post-course self-assessment evaluation 
tools. Regular auditing combined with short effective training ses-
sions increased the staff’s skills and confidence when assessing and 
recording spiritual issues. 
 The third study from the UK,  based on the NICE standards 
on improving supportive and PC for adults with cancer published in 
2004,(36) is the study of Walters and Fisher(32), which describes the 
development and audit of the spiritual care policy used across three 
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hospices. The policy recognized that much good spiritual care was 
already given, and the aim was not to place an extra burden on staff 
and to encourage and develop what was already being implemented. 
Gordons’ and Mitchells’ SRCCSPC(25) was adapted by replacing the 
word ‘levels’, which sounded hierarchical, with the word ‘groups’ 
and was reduced from four to three, comprising (1) non-clinical 
staff, (2) clinical staff and (3) chaplains. The language of ‘competen-
cies’ was dropped in favour of the idea of skills to be recognized and 
enhanced. Whether these adaptations proved to be improvements or 
could be considered a methodological weakness was not discussed in 
the strengths and weaknesses paragraph. The SC policy also ad-
dressed (a) issues of referral from non-clinical to clinical staff and 
from the latter to chaplains, (b) the need for training, (c) the use of 
chapels on each site not being consecrated for the use of any particu-
lar faith group, and (d) appropriate documentation of SC giving. 
Training by the chaplain in the form of an unknown number (one for 
each small group?) of 90-minute awareness sessions was given to 
small groups of non-clinical staff members in group one. Members in 
group two were offered (a half-day) training introducing the concept 
of spirituality based on the acronym FIRM (Faith, Identity, Relation-
ships, and Meaning), discussing ‘our own contribution’ to SC, includ-
ing a case study, issues of referral, documentation, confidentiality and 
the role of the chaplains. An audit tool was developed to assess the 
effectiveness of both policies in patient care and training. Recom-
mendations based on the audit report were acted upon, from which 
we conclude an active commitment of management, such as training 
is to be offered during working time (concluding that, initially, this 
was not the case) to all staff at 2-yearly intervals, the SC policy was 
amended with a greater commitment to work in the community, and 
the SC policy was better communicated to patients in the introduc-
tory pack. 
 The study of Hall et al.(30) from the USA was not invoked 
by the publication of a national standard, as was the case in the three 
studies from the UK. However, the editors of the journal added a 
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note that ‘the content from this article is a result of the author’s at-
tendance and participation in a national program: the ACE Project: Ad-
vocating for Clinical Excellence: A Transdisciplinary Palliative Care 
Education,(37) supported by a grant from the National Cancer Insti-
tute of the National Institutes of Health.’ The authors describe that 
the SC team noticed that the number of referrals was decreasing, 
despite a dramatic increase in the hospice’s census. A thorough audit 
of the barriers was conducted within the context of a quality im-
provement initiative to improve SC in the hospice based on a negoti-
ated mandate of the hospice’s administrators. It appeared that the 
interdisciplinary care teams believed the chaplains were too over-
loaded to care for more patients. Staff had differing concepts of what 
the chaplains do, and, lacking a coherent understanding of that role 
in hospice, the staff was reluctant to make referrals. After identifying 
these barriers and performing an audit of the chaplains’ daily alloca-
tion of time, three objectives were formulated for this project: (1) 
educate staff members and provide comprehensive spiritual support 
to all staff, thereby implementing a holistic interdisciplinary care 
model, (2) improve communication and collaboration between the 
interdisciplinary teams and the chaplains, and (3) establish an ongo-
ing quality improvement goal for the training of current and new 
staff. It is not clear if participation in the two 90-minute training 
sessions provided by the chaplaincy team was scheduled during 
working time; likely not, since the authors report that self-care 
books, chair massage certificates, and other awards were given out as 
incentives for participation. At the same time, when the training was 
developed and performed, national compliance regulations and 
guidelines were revised, resulting in the need to establish different 
ways of communicating between the chaplains and the care teams. 
The implementation of holistic care plans in the hospice became the 
catalyst for the entire team to advocate integrating SC, from the pa-
tient’s intake through the end-of-life. Especially the project’s third 
goal – to establish an ongoing quality improvement cycle – contrib-
uted to secure the results and illustrates the crucial role of manage-
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ment’s commitment: (a) the chaplains’ working process has devel-
oped from a referral-dependent model to a fully integrated position 
within the interdisciplinary team; (b) the interdisciplinary team 
charts to one plan of care, chaplains are integrated in the care plan-
ning, case conferencing, and interdisciplinary operations; (c) a new 
staff orientation procedure has been revised, now including co-visits 
with chaplains; (d) SC has a greater presence among staff by offering 
support, self-care opportunities, weekly staff reflections led by chap-
lains at interdisciplinary team meetings and all-staff meetings, and 
regular education about spiritual issues; (e) the SC team was expand-
ed with two full-time chaplains based on the audits that the chap-
lains’ time, travel and visitation activities were beyond a sustainable 
level; and (f) (unspecified) measurable improvements in staffs’ un-
derstanding and support for SC services were implemented. 

A quantitative meta-analysis was not performed since the 
identified studies included in the table of evidence used different 
outcome measures.  
 
Discussion 
 

The objectives of this systematic review were to identify the de-
scribed effects of training SC on patients in palliative trajectories and 
healthcare professionals (nurses, physicians, and healthcare chaplains) 
and possible quality indicators useful for the optimization of SC 
training.  
 In the 88 full-text articles we assessed for eligibility, we ob-
served a growing number of studies on this topic: 1 article was pub-
lished before the year 2000, 37 of these articles were published 
between 2000 and 2011, and 50 were published between 2012 and 
2016. However, when we reviewed the published trials in this selec-
tion based on the Medical Research Council (MRC) framework for 
the evaluation of complex interventions,(38) we concluded that all 
of these studies can be characterized as Preclinical or Phase 1 studies, 
considering that all of these studies still had an explorative design, 
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building theory and describing modelling trials and various effects. 
Although the article of Yardley, Walshe, & Parr(34) did not meet the 
inclusion criterion of reporting any training method, the study re-
ported on specific palliative patients’ perspectives on SC training 
outcomes that could be relevant to developing patient-reported out-
comes.  

All three UK studies refer to the 2004 publication of the Na-
tional Institute for Clinical Excellence (NICE) on Improving Supportive 
and Palliative Care for Adults with Cancer,(36) indicating that a national 
standard is helpful in setting clear goals for the provision of SC as 
part of PC as input for local policy to develop SC to reach the na-
tional standards using quality improvement programmes. It also 
seems to illustrate that the lack of consensus about outcome 
measures for SC and the lack of consensus about SC training goals, 
prohibiting the next steps of identifying the components of the train-
ing intervention and researching the underlying mechanisms influ-
encing the outcomes.  
 It is possible that it is still too early – and maybe that the 
cultural, spiritual and religious context is too diverse – to develop 
standard training interventions. We found substantial diversity in the 
outcome measures, which made a quantitative synthesis of the results 
impossible. There seems to be a tendency towards competence-based 
outcome measures – even a competency-based model for the as-
sessment and delivery of SC(29) – but again, we noted diversity in 
the formulated competencies. Therefore, we conclude that it is too 
early to indicate evidence for quality indicators for SC training based 
on the international research literature.  

In the final selection for the qualitative synthesis, four stud-
ies(28-30,32) were performed in specialist PC settings (hospices or 
hospice home care), only one in a hospital setting, (31) and no stud-
ies were performed in nursing homes or with regular home care 
teams. The hospital study was not aimed at the optimization of SC; it 
passed our PICO because we added ‘existential’ as a synonym to our 
primary search term ‘spiritual’.  
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Based on the qualitative synthesis, we conclude that the prac-
tice and theory of SC training is still in development. In the identi-
fied best practices training, SC is part of a quality improvement 
project, increasing SC awareness and a change in staff’s attitudes, 
clarifying the tasks and roles of multidisciplinary team members, 
especially of the chaplains. Such a project can follow a plan-do-
check-act cycle, starting with an initial audit to identify the SC barri-
ers in the setting where this improvement is sought, and formulating 
SC policy based on available national standards (plan), followed by 
implementation of training aimed to decrease identified barriers and 
to provide the SC as formulated in the SC policy (do), evaluation of 
the effects of the training and the policy (check), and improvement 
of SC training and policy if necessary to reach and secure the formu-
lated standards of SC provision (act). Although the studies performed 
in hospice settings were specifically designed for this setting, we be-
lieve these results to be relevant for quality improvement 
programmes regarding multidisciplinary SC in other healthcare set-
tings. Where still lacking, national standards on the provision of spir-
itual care need to be developed to provide aims and measurable 
outcomes for spiritual care training. 
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