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Abstract
Spiritual care is recognised as an essential element of 
the care of patients with serious illness such as cancer. 
Spiritual distress can result in poorer health outcomes 
including quality of life. The American Society of Clinical 
Oncology and other organisations recommend addressing 
spiritual needs in the clinical setting. This paper reviews 
the literature findings and proposes recommendations for 
interprofessional spiritual care.

Introduction
Scientific advances have caused a dramatic 
increase in the lifespan of patients with 
cancer over the last 30 years. Attention to 
the whole person arises from the recognition 
that patients with cancer experience psycho-
social and spiritual suffering, as well as phys-
ical; suffering is ‘experienced by persons, 
not merely by bodies’ and ‘has its source in 
challenges that threaten the intactness of 
the person.’1 The concept of total pain was 
expressed by Cicely Saunders as ‘the suffering 
that encompasses all of a person's physical, 
psychological, social, spiritual, and practical 
struggles.’2 While increased attention in 
oncology has been given to psychological and 
social aspects, spiritual care is often neglected. 
This review will analyse the literature to 
understand better the importance of spirit-
uality and spirituality-based interventions in 
cancer care, how spiritual care can be imple-
mented in trajectory of care of patients with 
cancer and provide recommendations for the 
integration of spiritual care in oncology.

Consensus-based recommendations
Attention to patient spirituality is the topic 
of several consensus-based recommendations 
from both national and international organ-
isations. These recommendations arose from 
a desire to reach consensus on how to inte-
grate spirituality into healthcare models for 
all patients.

Puchalski et al published the deliberations of 
two consensus conferences on the integration 

of spirituality in systems of care.3 4 These 
conferences were held in 2012 (‘Creating 
More Compassionate Systems of Care’) and 
in 2013 (‘On Improving the Spiritual Dimen-
sion of Whole Person Care: The Transfor-
mational Role of Compassion, Love and 
Forgiveness in Health Care’) and were built 
on the work of a 2009 Consensus Conference, 
‘Improving the Quality of Spiritual Care as a 
Dimension of Palliative Care’, whose deliber-
ations had already been published.3 The 2009 
conference described recommendations in 
these areas: spiritual care models, assessment 
and treatment, and interdisciplinary collab-
oration. These latter consensus conferences 
proposed clinical standards for spiritually 
centred healthcare systems. They proposed 
six working groups in research, clinical care, 
education, policy/advocacy, communication 
and community involvement. The final delib-
eration provided an operative model to inte-
grate spiritual care in clinical care systems.

A joint statement of the American Society 
of Clinical Oncology (ASCO) and the Amer-
ican Academy of Hospice and Palliative Medi-
cine5 defined spiritual and cultural care as 
one of the nine components of high-quality 
palliative care in oncology practice. Osman 
et al described the importance of attending 
to spiritual issues of patients and families in 
the development of ASCO guidelines for inte-
grating palliative care into general oncology 
care.6 In 2018, ASCO guidelines for pallia-
tive care include spiritual care as an essential 
element of care with patients with cancer.6

The European Association for Palliative 
Care created a taskforce to address this matter 
and produced guidelines on spiritual care in 
2014.7 Early in 2006, the European Network 
for Health Care Chaplaincy issued a state-
ment, signed by 38 European associations, on 
the importance of spiritual care within palli-
ative care as a result of their consultation on 
this topic. In the UK, the National Institute 
for Health and Care Excellence included 
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spiritual care as a component of care for an adult patient 
at the end of his/her life.8

This paper presents a literature review of spiritual care 
within oncology and proposes recommendations for inte-
grating interprofessional spiritual care into oncology. 
The framework is as follows:
1.	 To define key terms, including spirituality, spiritual 

well-being and distress.
2.	 This report will include a systematic review of the avail-

able evidence on spirituality in cancer.
3.	 Approaches for clinical integration of spiritual issues 

will be discussed.
4.	 Recommendations for integrating interprofessional 

spiritual care into oncology care will be proposed.

Definitions of spirituality, spiritual well-being and 
spiritual distress
Spirituality and religion
Within palliative care, consensus conferences in the USA 
and Europe3 4 8 have defined spirituality as a broader 
construct, inclusive of religious and non-religious forms. 
Nursing literature defines spirituality as ‘the most human 
of experiences that seeks to transcend self and find 
meaning and purpose through connection with others, 
nature, and/or a Supreme Being, which may or may not 
involve religious structures or traditions.’9

In the field of psychology, Pargament defines spiritu-
ality as the search for the sacred.10 Also, many spirituality 
definitions are based on the search for ultimate meaning, 
purpose and connectedness to self, others and the signif-
icant or sacred in their lives,3 or as one’s relationship 
with the transcendent, expressed through one’s attitudes, 
habits and practices.11 A global consensus-derived defini-
tion states, ‘Spirituality is a dynamic and intrinsic aspect of 
humanity through which persons seek ultimate meaning, 
purpose, and transcendence, and experience relation-
ship to self, family, others, community, society, nature, 
and the significant or sacred. Spirituality is expressed 
through beliefs, values, traditions, and practices.’3

Globalisation is a challenge to the spiritual manage-
ment of patients with cancer. The values and the beliefs 
of the patient may be quite different or even at odds 
with those of the healthcare practitioners. Spiritual care 
involves understanding and acceptance of this diversity.12

Spiritual well-being and spiritual distress
Spirituality is a domain of health, together with the phys-
ical, social and emotional domains. Spiritual well-being 
is the ability to experience and integrate meaning and 
purpose in life through connectedness with self, others, 
art, music, literature, nature and/or a power greater than 
oneself that can be strengthened.13

The National Comprehensive Cancer Network (NCCN) 
identifies spiritual distress to include ‘common, normal 
feelings of vulnerability, sadness, and fear, to problems 
that become disabling, such as depression, anxiety, 
despair, and existential spiritual crises.’14

Literature review
A literature search was performed in MEDLINE via 
PubMed and Health Source, with the following keywords: 
cancer, oncology, spirituality, spiritual, care and health. 
Restrictions were set as to the publication year, and 
studies published between 2000 and July 2017 were 
taken into consideration. Studies were included only if 
they were published in English. These research param-
eters resulted in 1396 hits. After reading the titles and 
abstracts, 136 articles were initially selected, but after 
further content review, 106 papers were considered 
fitting for the purposes of the review. We also considered 
published guidelines from any national or international 
oncology or palliative care society.

The following categories of investigation structured 
this review: (1) spiritual care models; (2) spirituality, 
spiritual well-being, and spiritual distress and outcomes 
of patients with cancer; (3) clinician spiritual care; (4) 
patient desires for spiritual care; (5) spiritual screening, 
history taking and assessment; (6) treatment of spiritual 
distress; (7) professional ethical aspects; and (8) training.

Spiritual care models
Based on the aforementioned data, it is clear that spirit-
uality plays a fundamental role in care of patients with 
cancer and may offer a positive impact on outcomes 
of care. Spiritual care should be attentively structured 
according to patient needs.

At an International Consensus Conference in 2009, 
palliative healthcare professionals from 27 countries 
reached agreement on a model of implementation of 
spiritual care that integrates dignity-centred and compas-
sionate care into the biopsychosocial framework that is 
the basis of palliative care. Fundamental to this model is 
the recognition of the role of all clinicians to attend to 
the whole person—body, mind and spirit.

This model has two main components:
►► The clinician–patient relationship. Spiritual care builds 

on the relationship between the clinician and patient 
and acknowledges the patient’s serious illness. 
Inherent to this aspect of spiritual care is the practice 
of compassionate presence, which can be character-
ised as being fully present with another as a witness 
to his or her own experience. Healing may occur by 
finding meaning, hope or a sense of coherence in the 
midst of illness.3

►► The clinical assessment and treatment of spiritual distress. 
The NCCN described spiritual care in two domains. 
One, assessment and treatment of spiritual distress, 
has chaplains serving as spiritual care specialists and 
clinicians providing generalist spiritual care. Thus, all 
clinicians should address patients’ spirituality, iden-
tify and treat spiritual distress and support spiritual 
resources of strength. In-depth spiritual counselling is 
referred to the trained chaplain.14

FICA (Faith and belief, Importance, Community, Address 
in care) is a validated standard tool, serving as a guide for 



Open access

3Puchalski CM, et al. ESMO Open 2019;4:e000465. doi:10.1136/esmoopen-2018-000465 Puchalski CM, et al. ESMO Open 2019;4:e000465. doi:10.1136/esmoopen-2018-000465

clinicians to incorporate open-ended questions regarding 
spirituality into the standard comprehensive history.15 
FICA was validated for patients with cancer at the City of 
Hope Cancer Center; this study demonstrated that this 
tool is able to assess several dimensions of spirituality 
based on correlation with the spirituality indicators in the 
City of Hope-Quality of Life tool, specifically religion, spir-
itual activities, change in spirituality, positive life change, 
purpose and hopefulness. This study also supported the 
broad definition of spirituality.16

Frick et al17 assessed the feasibility and usefulness of 
a semistructured interview for the assessment of spir-
itual or faith needs and preferences (SPIR) of patients 
with cancer. Their study showed the tool was useful for 
learning about their patient’s faith concerns.

Epstein-Peterson et al assessed the types of spiritual care 
offered to patients with advanced cancer in four Boston 
(Massachusetts, USA) cancer centres and interviewed the 
receiving patients about the impact of these spiritual care 
interventions. Spiritual care included spiritual history 
taking, making referrals to spiritual assistants’ support 
systems and praying with the patient.18

Kao et al described the experience of interdisciplinary 
rounds, where chaplains and consultation/liaison 
psychiatrists discussed oncology patients together at 
Brigham and Women’s Hospital in Boston.19 Sinclair and 
Chochinov proposed supporting the integral role of spir-
itual care professionals as a standard part of oncology 
interdisciplinary teams.20

Spirituality, spiritual well-being, and spiritual 
distress and cancer outcomes
Spirituality has been demonstrated to impact health 
outcomes of patients with cancer across the trajectory of 
disease. Table  1 describes and summarises studies and/
or trials that were designed to demonstrate the impact of 
spirituality and/or spiritual well-being on health outcomes. 
We considered both interventional and non-interventional 
(observational) studies. Spirituality and spiritual well-being 
have been studied in patients with all stages of cancer21–27 
and also in more specific settings, such as in patients 
with advanced-stage cancer28–31 and early-stage cancer,32 
and patients on active treatment32–36 and in palliative 
care.30 31 37 Some studies only considered patients affected 
by a particular type of cancer, mainly breast,34 35 38–44 pros-
tate,32 45–48 colorectal,48–50 lung36 51 and brain52 tumours. 
Some other studies considered social or socioeconomical 
aspects, focusing on low-income or indigent patients45–47 or 
patients from a particular ethnicity, such as African-Amer-
ican35 40 53 or Latino ethnicity.44 Special attention has been 
paid to cancer survivors39 44 48 50 54–56 and their caregivers or 
family members.39 40 49 52 57 58

Spirituality and impact on quality of life, coping, 
lower symptom burden and adherence to treatment
Patients with cancer can also experience significant 
spiritual distress. In a recent systematic review study, the 

point prevalence of spiritual distress within inpatient 
setting ranges from 16% to 63%, and 96% of patients 
had experienced spiritual pain, a pain ‘deep in the being 
that is not physical’, at some point in their lives.59 Several 
studies have shown the spiritual distress is associated with 
worse physical, social and emotional distress.60 61

Clinician spiritual care provision
Spirituality has been assessed in patients with advanced-
stage cancer, and studies have paid attention to health 
professionals’ provision of spiritual care to patients. 
Phelps et al62 evaluated 75 patients with advanced cancer 
and 339 cancer physicians and nurses through semistruc-
tured interviews and web-based survey, respectively. Most 
patients (77.9%), physicians (71.6%) and nurses (85.1%) 
believed that routine spiritual care would be of positive 
impact on patients, but physicians had more negative 
perceptions of spiritual care than patients (p<0.001) and 
nurses (p=0.008). Balboni et al63 published further data 
highlighting that most patients had never received any 
form of spiritual care from their oncology nurses or physi-
cians (87% and 94%, respectively) and found out that the 
strongest predictor of spiritual care provision by nurses 
and physicians was their receiving training in spiritual 
care provision, underscoring the need for training in 
spiritual care provision.

Patient desires for spiritual care
Studies have shown that most patients would like their 
clinicians to address their spiritual concerns.64

Spiritual screening, history taking and assessment
Spiritual screening is important for providing initial infor-
mation about a patient in spiritual emergencies (ie, 
spiritual distress which needs attention by a trained chap-
lain), or for referral to an in-depth spiritual assessment 
when indicated. The patient can be asked, ‘How impor-
tant is religion and/or spirituality in your coping?’ If 
patient responds affirmatively, then a follow-up question 
could be, ‘How well are those resources working for you 
at this time?’

►► If the patient describes difficulty with coping and/or 
that spiritual or religious resources are not working 
well for him or her, referral to a trained chaplain is 
advised.

►► If there are no difficulties identified by screening, 
the spiritual history should be obtained by a clinician 
involved in the admission process.

Spiritual history—FICA (Box 1) is a spiritual history tool 
that assesses for spiritual strength or distress with spiri-
tuality defined broadly. It helps clinicians to understand 
the patient’s spiritual needs and resources. The tool is 
intended to invite patients to share about their Faith, Belief, 
or sources of Meaning (F); the Importance (I) of spirituality on 
an individual’s life and the influence that belief system or 
values have on the person’s healthcare decision-making; 
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Box 1  FICA spiritual history tool

F—Faith and belief
‘Do you consider yourself spiritual or religious?’ or ‘Is spirituality 
something important to you’ or ‘Do you have spiritual beliefs that help 
you cope with stress/difficult times?’

If the patient responds, ‘No,’ the healthcare provider might ask, 
‘What gives your life meaning?’ Sometimes patients respond with 
answers such as family, career or nature.

I–Importance
‘What importance does your spirituality have in your life?

Has your spirituality influenced how you take care of yourself, your 
health?

Does your spirituality influence you in your healthcare decision 
making? (eg, advance directives, treatment, etc)’

C—Community
‘Are you part of a spiritual community?

Communities such as churches, temples, and mosques, or a group 
of like-minded friends, family, or yoga, can serve as strong support 
systems for some patients.

Is this of support to you and how?
Is there a group of people you really love or who are important to 

you?’

A—Address in care
‘How would you like me, your healthcare provider, to address these 
issues in your healthcare?’

Referral to chaplains, clergy and other spiritual care providers.

Table 2  Examples of spiritual health interventions3

Therapeutic 
communication 
techniques

1.	 Compassionate presence
2.	 Reflective listening, query about important 

life events
3.	 Support patient’s sources of spiritual 

strength
4.	 Open-ended questions to illicit feelings
5.	 Inquiry about spiritual beliefs, values and 

practices
6.	 Life review, listening to the patient’s story
7.	 Continued presence and follow-up

Therapy 1.	 Referral to a trained spiritual care 
professional

2.	 Progressive relaxation or guided imagery
3.	 Breathing practice or contemplation
4.	 Meaning-oriented therapy
5.	 Referral to spiritual care provider as 

indicated
6.	 Use of storytelling
7.	 Dignity-conserving therapy

Self-care 1.	 Massage
2.	 Reconciliation with self or others
3.	 Spiritual support groups
4.	 Meditation
5.	 Sacred/spiritual readings or rituals
6.	 Yoga, tai chi
7.	 Exercise
8.	 Art therapy (music, art, dance)
9.	 Journaling

the individual’s spiritual Community (C); and interventions 
to Address (A) spiritual needs.15

The spiritual history is performed as part of the social 
or personal history of the patient and should be done 
routinely as part of the initial intake evaluation. The 
reasons for assessing for spiritual issues or distress at 
follow-up visits are:

►► A change in clinical status.
►► Follow-up on spiritual distress or issues addressed at 

prior visit.
►► Increased pain or distress.
►► Unclear aetiologies for patients’ presenting concerns 

to evaluate for all aetiologies including spiritual.
The checklist below includes all the parts of a social 
history including a spiritual history such as FICA.

Social and spiritual history checklist (George Washington 
University School of Medicine)

►► Living situation (alone or with others and type of 
home, eg, house, apartment, assisted living, shelter, 
etc).

►► Significant relationships.
►► Occupation.
►► Sexual activity.
►► Tobacco use.
►► Alcohol use.
►► Recreational drugs use.
►► Diet.
►► Exercise.

►► Hobbies, interests.
►► Spiritual history (FICA).

Spiritual assessment
Spiritual assessment is an in-depth, ongoing process of 
evaluating the spiritual needs and resources of patients. A 
professional chaplain listens to a patient’s story to under-
stand the patient’s needs and resources. The 7×7 model 
for spiritual assessment was developed by a team of chap-
lains and nursing faculty.65 It employs a multidimensional 
view of spirituality, including spiritual beliefs, behaviour, 
emotions, relationships and practices.

Table  2 presents a decision pathway in identifying or 
diagnosing the spiritual distress and providing appro-
priate interprofessional spiritual care interventions. This 
was developed based on the recommendations of the 
2009 Consensus Conference, ‘Improving the Quality of 
Spiritual Care as a Dimension of Palliative Care’.3

As seen in figure 1, physicians and other clinicians can 
use existing tools, such as those listed in this flow chart, to 
assess for physical, emotional, social and spiritual/existen-
tial distress. The patient may exhibit one or more of these 
areas of distress. It is important to identify the source of 
the distress. A patient who has physical pain, social isola-
tion and spiritual distress needs pain management, social 
support and treatment of the spiritual distress.

Treatment of spiritual distress
Spiritual distress includes existential distress, hopeless-
ness, despair and anger at God. It can be a severe source 
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Figure 1  Spiritual diagnosis decision pathways3.

of pain and distress for patients with cancer. In 2002, 
Breitbart66 conducted a literature review of interven-
tions for spiritual suffering at the end of life for patients 
with cancer. At that time, very few resources existed. In 
2005, Cunningham67 included spiritual aspects in a brief 
psychoeducational course demonstrating that addressing 
spiritual issues within the framework of group therapy 
might be beneficial.

In the generalist specialist model described above,3 all 
clinicians on the team assess for spiritual distress. The 
experts in spiritual care are the trained chaplains or spir-
itual care professionals. Healthcare providers may inter-
vene by being attentive to what they observe as potential 

resources, for example, sacred texts, spiritual music, 
spiritual symbols in the room, or in what the patient is 
wearing. Healthcare providers should screen for spiritual 
struggle.68

Renz et al69 explored patients’ spiritual experiences 
of transcendence and analysed how these experiences 
impacted patients. Siegel70 found that mindfulness and 
concentration helped a patient with debilitating pain.71

Chaplaincy interventions
Chaplains often play a ‘representative’ role with patients, 
that is, patients may experience them as representing God 
or the spiritual community.72 If the chaplain is attentive 
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Table 3  Joanne's assessment and plan (integrating spiritual issues with the psychosocial and physical)

Joanne is a 68-year-old woman with end-stage metastatic breast cancer, severe pain managed on opioids, medication-
associated nausea, constipation, occasional insomnia, and spiritual and existential distress

Physical Continue with current pain regimen, add 5-HT3 antagonists, add trazodone prn, and bowel regimen referral to 
ortho-oncologist for possible surgery to treat pain and improve mobility so patient can travel.

Emotional Supportive counselling, presence

Social Encourage family meeting to discuss prognosis, goals of care, encourage patient sharing if she would like.

Spiritual Spiritual counselling with chaplain, team continues to be present, exploring sources of hope, life story, meaning.

and caring, the patient’s negative experience of God or 
spiritual community may change in a more positive direc-
tion.

Clinicians should work in close partnership with chap-
lains and always consider referral. Trained chaplains or 
spiritual care professionals are the experts in spiritual 
care; clinicians are the generalists. Table 2 includes exam-
ples of spiritual interventions that can be used by the 
clinicians to help patients express their distress and offer 
additional support to patients.

Documenting spiritual assessment and plan in the patient 
medical chart
In the clinical setting, it is critical to identify the spiritual/
existential distress, to treat it and to document that in the 
patient’s chart. A case example (table 3) to illustrate how 
clinical spiritual care can be integrated and documented 
in clinical care is as follows:

Joanne is a 68-year-old woman recently diagnosed with 
metastatic breast cancer with severe hip pain from a 
pathologic fracture. She has a life partner, James, and two 
adult children. She feels so sad that her life is cut short; 
she is angry with God—‘Why me?’ She does not share her 
deep despair with anyone, as she does not want to burden 
her family.

Using the FICA© spiritual history tool, physicians and 
nurses can address her spiritual issues.15

►► F: Methodist; church is important to her. Praying to 
God helps (‘Although now my prayer is about my 
anger with him’).

►► I: Very important in her life, has always helped her 
cope.

►► C: Strong Community at church; but she does not 
really want to burden them so she stays at home.

►► A: Likes to talk with the chaplain but is afraid to share 
her anger about God with her pastor for fear she 
will be judged. She does wonder about her life and 
whether something she did caused this.
Her review of systems, which is a standard part of the 
medical history, is:

►► Physical: Pain 8–10/10, managed on slow release oral 
morphine and hydromorphone, occasional nausea 
associated with hydromorphone, constipation, occa-
sional insomnia.

►► Emotional: Sad, not depressed, not anxious, uncertain 
about surgery decision (her decision vs her family’s).

►► Social: Good support, but no one to talk to about 
deep issues.

►► Spiritual: Anger at God, fear of uncertainty, existential 
distress, despair.

Integration of spiritual care into oncology care: professional 
aspects
Compassionate presence and attentiveness
Integral to the 2009 model described above is the role 
of being present to the patient and family in the midst 
of their suffering. Spiritual care involves helping people 
navigate their encounter with suffering and loss.

The primary intervention in spiritual care is creating a 
connection with the patient that enables them to express 
their deepest concerns. The clinician, in practising deep, 
non-judgemental listening helps the patient give voice to 
their suffering.

Being present challenges the clinician to be open to 
the patient’s suffering story without feeling the need to 
fix or change that suffering. No one can take that deep 
suffering away but in the presence of a compassionate 
listener, the patient may feel less alone, less afraid and 
come to a sense of coherence, healing and hope.

Ethical aspects of spiritual care
In its palliative care resolution, WHO notes that it is 
the ‘ethical obligation of all health care professionals 
and all health care systems to address spiritual issues of 
patients.’73 The American College of Physicians cites 
that it is the ethical duty of all physicians to attend to all 
dimensions of suffering psychosocial and spiritual, as well 
as physical.74

Multinational Association of Supportive Care in Cancer 
(MASCC) also supports this position.

One way to help broaden the conversation about 
end-of-life choices beyond just the physical (eg, resusci-
tation) is to integrate the spiritual beliefs and values of 
patients in the goals of care discussions. It is important to 
open a space to a discussion about what matters most to 
the patient.

An example of how to integrate spiritual values and 
beliefs into a goals of care discussion is shown below in 
the flow chart (figure 2).

Training of clinicians
In a survey conducted among 69 oncology profes-
sionals,75 only 45% felt able to address their patients’ 
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Figure 2  Goals of Care Discussion Flowchart.

spiritual needs and identified the lack of education in 
this field as a barrier to such activity. A study conducted 
among medical students and faculty members at Harvard 
Medical School76 underlines that spirituality/religion is 
an important component of assistance to patients, and it 
has an important role in the medical student's socialisa-
tion: it helps them in the process of coping with suffering 
patients, as well as in establishing relationships with other 
members of the medical team.

Training should be offered to all health professionals 
involved in the care of patients with cancer in order to 
help them address patients’ spiritual needs. In a survey 
conducted among 87 programme directors of radia-
tion oncology residency programmes in the USA,77 only 
34% of the respondents reported that their residency 
programmes offered training activity on how to recognise 
and assess the role of spirituality, underscoring the impor-
tance of improving the education about patients’ spiritual 
concerns.

In a study published by Balboni et al and conducted 
among nurses and physicians assisting end-of-life 
patients,78 23% of the interviewed nurses and 45% of 
physicians believe that it is not their professional role 
to engage patients in spirituality. This is associated with 
a high feeling of unpreparedness (60% of nurses and 
62% of physicians reported inadequate training), which 
further supports the importance of training in this field.

Recommendations for integration of spiritual care into oncology
Based on the above described empirical, theoretical and 
consensus-based recommendations for spiritual care, we 
suggest the following recommendations for how interpro-
fessional spiritual care can be integrated into oncology 
practice. All authors participated in the development of 
items and conducted a final review, rating each item with 
greater than 90% endorsement of all items.

Spiritual care models
►► Spiritual care is integral to compassionate, person-cen-

tred care and is a standard for all oncology clinical 
care settings.

►► Spiritual care models are based on a biopsychosocial 
and spiritual model of care where spirituality is an 
equal domain to all other aspects of clinical care.

►► Spiritual care professionals such as trained chaplains 
should be part of the healthcare teams in clinical 
settings.

Spiritual screening, history and assessment
►► All clinicians who develop assessment and treatment 

plans should assess patients for spiritual or existential 
distress and for spiritual resources of strength and 
integrate that assessment into the assessment and 
treatment or care plan.

►► All clinicians who do screening of patient’s symptoms 
and concerns should integrate a spiritual screening.

►► All clinicians should recognise when and how to refer 
to and work with trained spiritual care professionals.

Treatment of spiritual distress
►► Clinicians are responsible for attending to the 

suffering of their patients.
►► Clinicians should treat patient spiritual distress, as 

with any other distress.
►► Patients’ spiritual resources of strength should be 

supported and integrated into the treatment or care 
plan.

Follow-up evaluations for spiritual distress should be 
done regularly, especially when there is a change in clin-
ical status.

Professional ethical standards
►► All clinicians including chaplains have an ethical obli-

gation to practise compassionate presence and atten-
tive listening with their patients.

►► Clinicians should follow ethical standards for 
addressing spirituality with patients; discussions are 
patient centred and patient directed.

Training
►► All oncologists and clinicians practising in oncology 

settings should be trained in spiritual care. This 
training should be required as part of continuing 
education.

►► Clinicians should be trained in spiritual care, 
commensurate with their scope of practice in regard 
to the spiritual care model.

►► Healthcare professionals should be trained in doing a 
spiritual history or screening.

►► Healthcare professionals who are involved in diag-
nosis and treatment of clinical problems should be 
trained in the basics of spiritual distress diagnosis and 
treatment.

►► As part of cultural competency, all clinicians should 
have training in spiritual and religious values and 
beliefs that may influence clinical decision-making.

►► Training should also include opportunities for all 
members of the clinical teams to reflect on the role of 
their own spirituality and how it impacts their profes-
sional call and their own self-care.
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Conclusion
Our literature review demonstrates that spirituality is 
an important component of health and general well-
being of patients with cancer, and that spiritual distress 
has a negative impact on quality of life of patients with 
cancer. This makes the implementation of spiritual-
ity-based interventions essential in order to support the 
spiritual well-being of patients with cancer. Spirituality 
and spiritual well-being have been proven to have a posi-
tive effect on patients with cancer. Many national (eg, 
Great Britain) and international oncology palliative care 
as well as supportive care societies (ie, MASCC) have 
already created specific recommendations, guidelines 
and working groups on this matter, but it is important 
to widen oncology health professionals’ knowledge about 
spirituality and to implement spirituality as a cornerstone 
of oncological patients’ care. More research is needed 
to further our understanding of the role of spirituality 
in different cultural and clinical settings and to develop 
standardised models and tools for screening and assess-
ment. Findings from this literature review also point to 
the need for more robust studies to assess the effective-
ness of spiritual care interventions in improving patient, 
family and clinician's outcomes.
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