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Abstract
Background: Spirituality is beneficial to health. Evidence 
around the benefits of Spiritual care (SC) is advancing, and 
training is becoming part of healthcare professional devel-
opment. As the COVID-19 crisis showed, during major 
health disasters (MHDs), the demand for SC grows expo-
nentially, while the burden of care and focus on preserving 
life often hamper its provision. Nonetheless, existing health 
emergency strategic frameworks lack preparedness for the 
provision of SC.
Aim: The aim of this study was to identify the components 
for a National Strategy (NS) for the provision of SC during 
MHDs.
Methods: Descriptive, cross-sectional, qualitative phenom-
enological design based on individual, semi-structured 
e-interviews with nursing managers and National Health 
Service/volunteer chaplains based in England. Thematic 
analysis of 25 e-interview data was performed based on a 
dialogic collaborative process.
Results and Discussion: Eleven themes were identified as 
components of the proposed NS. From these components, 
specific recommendations for practical actions are provided. 
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1 | INTRODUCTION

According to the United Nations, cataclysmic events worldwide have tripled since 50 years ago. 1 Between 2000 and 
2019, the Emergency Events Database of the Centre for Research on the Epidemiology of Disasters, recorded 7348 
disasters which claimed a total of approximately 1.2 million lives. 2 Within all types of disasters, major health disas-
ters (MHDs) are also on the rise, 3 continually testing the resilience of health systems. 4,5 MHDs tremendous impact 
can be seen in the destruction of health facilities, with a drastic reduction of essential medicines and healthcare 
workers, 6,7 as well as in the outbreak of communicable diseases and psychosocial problems. 8 International organisa-
tions urge governments to strengthen strategies for disaster reduction and recovery. 9,10 This has now become more 
pressing than ever, when the COVID-19 pandemic revealed several gaps in governments disaster risk management 
(DRM). 2(p7),11,12

Spirituality revolves around the connection of the self with a higher dimension, hence it lacks a univocal defini-
tion. 13,14 As a result, spiritual care (SC) encompasses a broad range of interventions and expressions. 15 Several pivotal 
works have provided valuable insights around both spirituality and SC in nursing and the healthcare sector, 16 however 
without a focus on SC during MHDs. In a previous study, 17 we concentrated the varied meanings and dimensions of 
SC into four universal dimensions: (1.) Search for existential meaning; (2.) Search for a power other than the self; (3.) 
Reference to the soul of the person; and (4.) Links to the holy, sacred, divine, religious. To these core dimensions, we 
added some individual meanings, such a search for the infinite, a journey towards inner peace, a meaning to illness 
and shared values. Several practical examples of actions substantiate both the four core dimensions and the individ-
ual meanings. 17 We also proposed a conception of SC—which is broader than how it is more frequently conceived in 
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An integrated framework approach and smart investments 
in resources, staff training and technologies should be led 
by the paradigm of culturally competent and compassionate 
care.
Conclusion: The need to have strategic frameworks, both 
national and local, that better equip a country healthcare 
sector to prevent, face, and recover from MHDs is para-
mount. Catering for the spiritual needs of the affected 
population should be a key aspect of any health emergency 
strategy to ensure the preservation of quality care.

K E Y W O R D S
England, major health disasters, national strategy, NHS, prepared-
ness COVID-19, spiritual care

Highlights

•  Adequate provision of Spiritual care (SC) is more needed yet 
challenging during health disasters.

•  With the COVID-19 crisis, SC strategic planning proved essential.
•  Collaboration, communities' inclusivity, and training are key 

strategic elements.
•  Governments investments should look at advanced technologies, 

and material and human resources.
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nursing care— 18,19 and which sees SC as an integral component of holistic, culturally competent and compassionate 
care. 20-22 Similar to the Interprofessional Model of SC, 23 our conception of SC is intended to apply to all healthcare 
professionals, from nurses to medical clinicians, and is not restricted to the professional interventions of chaplains. 24

Beyond the difficulty of having narrow definitions, spirituality and SC have been shown to be beneficial to health 
outcomes during the past few decades of research across several disciplines and fields, from epidemiology, 25,26 to 
neuroscience 27 and mental health. 28 The World Health Organisation (WHO) includes the evaluation of and care 
for the spiritual needs of the patients with life-threatening illness. 29 Several other policy documents and institu-
tional guidelines included SC as key to quality healthcare, 30,31 recommending its inclusion in professional training and 
practices, for example in the US 32 and the UK. 18,33 SC preparation is increasingly incorporated in nursing curricula 
and professional development preparation. 34,35 However, SC preparedness appears as almost non-existent in MHDs 
strategy and DRM.

The relevance of spirituality and SC becomes exacerbated in circumstances of mass and massive fear and death. 36 
Nonetheless, as the COVID-19 pandemic demonstrated, the emergency workload, focus on preserving life and infec-
tion control measures often hamper its provision. 17,37,38 For this, strategic planning and preparedness become essen-
tial. International institutions developed guidelines which include the integration of SC in the response to human-
itarian emergencies 39 and major incidents, 40 in recognition of the spiritual suffering caused by disasters. In the US, 
the hub of Centres for Disease Control and Prevention developed a document on how to safely offer spiritual and 
psychosocial support to people with COVID-19 at home. 41 In the UK, guidance focuses on how emergency respond-
ers can collaborate with faith communities in the planning and preparation for major incidents and pandemics. 42,43 
Within the National Health Service (NHS), the Chaplaincy guidelines 44 include recommendations for chaplains to be 
involved in the response to major incidents. Recently, some guidance has focussed on how SC can be given during 
the COVID-19 pandemic in an inpatient healthcare setting. 45,46 Despite their usefulness, these documents are not 
strategic frameworks, and, in the UK, the NHS England programme of work ‘Emergency Preparedness, Resilience and 
Response’ 47 lacks plans to prepare the health workforce to put in place and co-ordinate plans for SC. 48

This article addresses the existing gap in strategic planning and preparedness in relation to the provision of 
SC during MHDs, and it stems from a study with nurse managers and NHS/volunteer chaplains based in England. 
Despite the fact that the whole health workforce is under extreme pressure during a health emergency, however, in 
the field of SC, senior nurses and spiritual leaders bear the greatest responsibility for the patients' and colleagues' 
spiritual well-being. We acknowledge that nurses' and chaplains' roles in providing SC are different, particularly in 
non-crisis times. Nurses, like other healthcare professionals, are generalists in SC, whereas chaplains are special-
ists. 22,49 However, nurses' role in supporting the spiritual well-being of patients is well-established, 18 addressing 
patients' spiritual needs is considered part of their profession, 50 and nurses and midwives' education standards in SC 
have considerably progressed. 51-53 For this reason, this study explored NHS nurse managers' and chaplains' experi-
ences and views in relation to SC. This article focusses only on the views of participants about: (1) what worked, (2) 
what did not work, and (3) what would have worked better, in the provision of SC in England during COVID-19, from 
March 2020 to July 2021. In this respect, participants were asked questions about: the main issues encountered in 
SC (Q3); what would have helped and better enabled SC (Q4); and which key elements, protocols and resources a 
National Strategy (NS) should factor in (Q8&9, see Supplementary Material for the full interview topic guide).

Based on this sub-dataset, this article aims to identify the main components and resulting recommendation for 
practical actions of a NS for the provision of SC to patients, their families and the health workforce during MHDs.

2 | METHODS

2.1 | Design

A descriptive qualitative phenomenological design, 54 based on individual, semi-structured e-interviews, was chosen.
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2.2 | Sample and setting

A purposeful sampling method was used, based on convenience, emergent and snowball sampling strategies. 55 A list 
of relevant professionals guided recruitment. The list was based on the previous scoping review conducted by the 
research team, 56 their professional networks, and new contacts searched for and selected from the World Wide Web. 
Recruitment focussed on the inclusion of senior nurses and chaplains from as many regions in England as possible, 
in line with the study objective for a national reach. Chaplains were also recruited to represent both religious and 
non-religious views, in line with the declared intra- and non-faith reach of SC in the country. 44 (p6)

Recruitment occurred via emailing; relevant organisations/potential participants were contacted, and upon 
their expression of interest, further information and ethics documents were shared, and the e-interview was sched-
uled. Participants were included if they were: a senior nurse/nursing manager, an NHS/volunteer chaplain; based in 
England; professionally active during the pandemic between March 2020 and June 2021.

A minimum of nine interviews were to be collected from the nursing managers as well as from the chaplains 
cohort. Twenty-five participants were interviewed in the study: nine senior nurses and sixteen chaplains. The demo-
graphic characteristics of the sample are offered in Table 1, and kept essential to protect participants anonymity. In 
the chaplains sub-sample, 9 out of 16 participants (56%) belonged to the Christian faith, three were Buddhists, and 
we had one chaplain for each of the following: Humanist, Islam, Jainism, and Judaism. Five participants in the whole 
sample (20%) belonged to Minority Ethnic Groups (MEGs). After 18 interviews adequate information was reached, 57 
but as we wanted to include a greater variety of religious faiths, non-religious affiliations and geographical regions, in 
the case of chaplains, interviewing continued to ensure variety, sub-samples balance, and full saturation.

2.3 | Data collection

Semi-structured e-interviews were undertaken between the 5 May 2021 and the 9 July 2021. Data were collected 
using the cloud-based video communications app Zoom and the team collaboration platform Microsoft Teams. Probing 
and follow-up questions, such as ‘could you elaborate more on this’ or ‘would you mind giving an example’ were used 
to encourage participants expand their answers, when needed. E-interviews lasted between 35 and 65 min, were 
audio-video recorded, and the automatic transcription tool was also used. Two research team members conducted 
the interviews, while four conducted the analysis, either of the audio-file or of the verbatim, anonymised transcripts.

2.4 | Data analysis

Thematic analysis was performed based on a dialogic collaborative process, 58 which was dictated by a pragmatic and 
purposeful approach aiming to answer the research questions within the project timeline. As described in Paulus and 
colleagues, 58 the process began with the generation of individual meanings stemming from careful reading/watching 
and listening to, as well as familiarisation and analysis of the interview transcripts/audio-video recordings. Individual 
meanings were written down, either digitally or paper-and-pencil on notebooks; they were then brought into the 
circle of our online weekly team meetings where they were discussed, reviewed, and refined; constant comparison 
with the whole data was performed. The aim was to generate, as the analysis of more data progressed, patterned 
group of meanings, which could be incorporated into themes and sub-themes. As the process was iterative, mean-
ings and themes shifted through the collaborative dialogues, up to the definition of the final consensual themes. The 
overall team's standpoint was informed by a data-driven inductive approach 59,60 and grounded in phenomenological 
theory. 61 Analysis started soon after the first handful of interviews were conducted and progressed in parallel with 
data collection. Data analysis concluded on 16 July 2021.
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Chaplains (participant 
ID a) Region of England Declared gender Age range

Years of working experience 
in current position

1CLBob London Male 61–70 6–10

2CEMAda East midlands Female 51–60 <2

3CSEEvi South east Female 61–70 11–15

4CNWNick North west Male 41–50 2–5

5CNWKen North west Male 61–70 11–15

6CEMJon East midlands Male 51–60 >20

7CY + Dan Yorkshire Male 41–50 <2

8CL + Mike London Male >70 >20

9CWMLuke West midlands Male 51–60 16–20

10CSWCat South west Female 61–70 16–20

11CEM + Norb East midlands Male 51–60 2–5

12CLTim London Male 51–60 2–5

13CNWFin North west Male 41–50 16–20

14CLAmy London Female 51–60 >20

15CY&SEInes Yorkshire and south east Female 31–40 2–5

16CSEWin South east Male >70 11–15

Senior nurses

 1NSEAnn South east Female 41–50 >20

 2NNWSusie North west Female 51–60 >20

 3NNWLiz North west Female 51–60 16–20

 4NIMNess Isle of Man b Female 51–60 >20

 5NLBeth London Female 51–60 6–10

 6NLJess London Female 61–70 >20

 7NLKate London Female 51–60 16–20

 8NSERosie South east Female 51–60 >20

 9NLFlo London Female 41–50 2–5

Total N = 25 London: 8 Female: 14 51–60: 12 >20: 8

South east: 5 61–70: 5 16–20: 5

2–5: 5North west: 5 41–50: 5

East midlands: 3 >70: 2 11–15: 3

Yorkshire: 2 Male: 11 31–40: 1 6–10: 2

<2: 2West midlands: 1

South west: 1

Isle of Man: 1

 aLegend to participant ID. For example 7CY + Dan: 7 = Interviewee's number in chronological order; C/N = Nurse or 
Chaplain; Y = Initial of the region of England; + = Interviewee has also nationwide professional reach; Dan = Pseudonym.
 bWe acknowledge that the Isle of Man is not an english region, but decided to include this outlier interview because the 
research team saw no conflict. We had no participants from East of England and North East regions.

T A B L E  1   Key demographic characteristics of participants
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2.5 | Rigour

The criteria for excellence for qualitative studies followed were: transferability and dependability, along with method-
ological excellence and accuracy for credibility and confirmability. 62 Interview questions were piloted, and detected 
problems with wording and flow were resolved. Each automatically generated transcript was checked and fixed by 
a researcher, and then sent to the interviewers to double check accuracy and anonymisation. The research team 
continually discussed and critically reflected on recruitment strategy, on each interview conducted and its analysis. 
To enhance credibility and confirmability, quotes are reported to ground and evidence the results (see Table 2). Note-
taking, Word document with figures and text, as well as meeting recordings kept trail of data collection and analysis.

2.6 | Ethical considerations

The study was carried out in accordance with the Middlesex University Code of Practice for Research and followed 
the university Research Ethics Review Framework. Ethical approval was granted by the Middlesex University's Health 
and Social Care Ethics Sub-committee (#17428 of 27.4.21). Potential participants who responded with interest to 
the recruitment letter were sent the Participant Information Sheet and the Informed Consent Form. Participation 
was anonymous, confidential, and completely voluntary and participants could withdraw from the study at any time 
without providing a reason. All documents were anonymised except the audio-video interviews' recordings and the 
consent forms which were kept encrypted and password protected in a secure university OneDrive platform.

3 | RESULTS

The analysis of e-interview data led to the identification of 11 themes, and several sub-themes. These themes consti-
tute the components of a NS for the provision of SC in MHDs, as resulted from this study, and informed practical 
recommendations for action (Table 2). The themes/components are:

Awareness of the past. Participants shared poignant stories of their frontline work during the pandemic, while 
also giving examples of good practices which rose from collaborative and adaptive responses to an unprecedented 
situation. In the lack of guidelines and preparedness for SC provision in major incidents that all participant reported, 
the importance of having a pro-active leadership was mentioned.

Terminology. In light of ongoing misunderstandings, the need for clear and shared definitions of key terms, such 
as SC and chaplaincy, was an issue that almost all participants raised.

Communities. Engaging with communities with different cultural backgrounds provided opportunities to work 
with and empower people and their locality. Some participants expressed that resilience was fostered when the NHS, 
the local authorities and communities worked together for the common good.

Collaborations. The pandemic enhanced collaborations around SC, with local faith and non-faith communities, 
and within NHS Trusts. This led to the establishment of multidisciplinary teams working together towards staff and 
patients well-being, including patients' referrals and the allocation of resources.

Communication. The above two themes are necessarily bound to the issue of communication. During the pandemic 
many levels of communication were in operation (e.g., between clinical and non-clinical staff, patients, families, 
management, etc.), as well as different types were used, especially non-verbal, symbolic and virtual communication.

Trust. Participants reported the lack of and/or sudden changes of protocols and information given. This poor 
quality and consistency in information giving resulted in loss of trust among the public and the healthcare workforce.

Extra SC. Participants reported that the demand for SC increased dramatically among staff and relatives. In hospi-
tals, staff SC initiatives were numerous, and the support needs of more vulnerable groups in the community had to be 
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taken into account too. Debriefing emerged as an important support practice to heal the psychological and spiritual 
scars of the pandemic experience.

Technology. The use of information and communication technologies (ICTs) proved to be central in the provision 
of SC. Examples are virtual professional SC, including religious practices, as well as patient-relatives support. The 
usefulness of as well as the challenges of usini artificial Intelligence and other more advanced technologies were 
mentioned.

Equality, Diversity, Inclusion (EDI). EDI was raised by several interviewees, often in relation to faith minorities 
patients not having their religious support needs met due to hospitals visiting restrictions.

Resources. The issue of resources runs through almost all other themes, and was constantly raised by participants, 
in particular in relation to workforce, reduced funding, inadequate planning and stores of safety equipment, and 
resources to care for the dead.

Training. Participants expressed that all who work in the healthcare sector should have access to SC training. The 
training should include awareness raising around universal and the culturally specific values which underpin SC, as 
well capacity building around the use of a spiritual assessment and recording tool, and around other MHDs-related 
issues, such as that of moral injury.

4 | DISCUSSION

This study provides further evidence on significant shortcomings in the planning and management on behalf of the 
health system in England in front of the COVID-19 pandemic. 63 The unique focus of this study has been the domain 
of SC, where health system's unpreparedness was exceptionally palpable. Results are aligned with the existing 
state-of-art in health disaster preparedness. Efforts by the same WHO, several organisations as well as state and local 
jurisdiction have addressed MHDs planning; however, disease outbreaks, including the COVID-19 pandemic, 64 have 
demonstrated the need to improve decision-making frameworks and to align existing guidelines into one useful tool 
for governments ongoing planning and response efforts. 2 Furthermore, as flagged up in the current Sendai Frame-
work for Disaster Risk Reduction 2015–2030, 65 the necessity to adopt an all-hazard and whole-of-health approach 
to DRM and to strengthen national health systems 66-68 has been turned into an urgent matter in light of the COVID-
19 test. This study echoes these recommendations, highlighting the alarming mismatch between SC provision unpre-
paredness, on the one hand, and the exacerbated need for SC in times of MHD across the healthcare workforce, 
patients and their families, on the other hand. For this, and despite being based on a small study sample, this study 
has made the case for SC to be included as an important component of any strategic framework for DRM.

In the absence of strategic preparedness, health workforce poignant experiences and adaptive initiatives become 
the most priceless lessons towards MHDs strategic framework in relation to SC. While the analysis of our e-inter-
views data led to the identification of detailed components for the strategy, we here discuss them under three main 
overarching and interconnected lessons to be learnt. The first lesson is about the necessity to adopt an integrated 
framework approach in all the three main areas of the strategy: planning and preparation; delivery and implemen-
tation of the actions/resources needed; and the evaluation of the actions taken. 69 National government depart-
ments, non-governmental national/local bodies and faith/non-faith communities, NHS Trusts and their personnel, 
local authorities and the public, all have a role to play in the collaborative development of the strategy. Integrated 
care is an existing model in NHS England, where integrated care systems—that is partnerships between organisa-
tions coordinating services, plan to improve population health and reduce inequalities— 70 are scheduled to serve all 
areas of England. 71 As also similarly recognised in the NHS, 72 our results point to how the pandemic magnified the 
importance of local communities, collaborations and good communication, including towards to the establishment of 
higher levels of trust on behalf of the workforce and the public.

Lack of trust was indeed found as an important missing element during the outbreak, as other scholars high-
lighted. 73 In times of public health emergency, the importance of making staff feel supported and cared for is exac-
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erbated. 74 Supporting staff should be an ethical imperative of a compassionate health system, and together a way to 
reduce mental health problems and/or staff loss. 75,76 In our results, we could read how the pandemic emphasised, and 
sometime also accelerated, valuable processes, such as multidisciplinary collaborations inside Trusts, 77,78 the engage-
ment with local communities, 79,80 and the expansion of the borders of communication in SC. 17,81

The second lesson to be learnt is that SC preparedness must be underpinned by the paradigm of culturally 
competent and compassionate care, 20 which has been shown to be of paramount importance in EoL care. 22,82,83 This 
paradigm is connected with principle of equality, diversity and inclusion EDI that should underpin all strategic areas. 
Our results indicate how the pandemic unveiled deep seated misconceptions, malpractices, and structural inequal-
ities. In this respect, participants mentioned widespread misunderstanding around: the meaning and practices of 
SC 19 and chaplaincy; patients' spiritual needs recording and assessment tools, which are either non-existing or adopt 
non-inclusive terminology; and minority faith SC providers and receivers, who are more vulnerable to structural 
discrimination in relation to majority faiths (i.e., Christianity in the case of England). Thanks to our effort to include 
a greater variety of religious and non-religious affiliations of chaplains involved in our study, we achieved a good 
representation of the minority religions in England. However, our sample still reflects a structural inequality in relation 
to religious and linguistic inclusivity of SC offer in the country, as well in relation to MEGs representation in the NHS 
employees' senior ranks. Each national, regional, and local context, and even hospital, 84 is unique. Any MHDs strategy 
should factor in of the local historical, cultural and socio-economic features characterising application setting, and 
should pay particular attention to specific minority and vulnerable groups. 85 Terminological and role clarity should be 
based on participatory consultations and awareness raising actions. This is key in order to achieve an understanding 
of SC as a fundamental right of the individual within the model of person-centred quality care. 86,87

The third lesson impinges on the idea of a triple farsighted investment. This refers to the need for governments 
to make smart investment in: (1) research and development in the field of advanced technology to accelerate their 
deployment in the healthcare sector. Growing research is demonstrating the potential of ICTs, including the advanced 
technology of socially assistive robots, 88 in spirituality/religion; (2) material resources, such as hospital design, public/
personal protective equipment, and other infection control means, which are staff- and users-friendly, but also inclu-
sive, equitable and sustainable 89; (3) human resources. Protocols are needed to rapidly deal with the sudden reduc-
tion of the workforce, the higher levels of pressure they work under, and their training and preparedness—which 
should span from the field of advanced ICTs to self-care techniques. In this way, health workforce will acquire more 
resilience towards the inevitable spiritual and moral wounds that all public health emergencies bring along.

5 | CONCLUSION

This study focussed on the alarming mismatch between health system unpreparedness in SC provision and the exac-
erbated need for it in times of a public health emergency, such as the COVID-19 outbreak. This study echoes existing 
recommendations for an all-hazard and whole-of-health approach to disaster planning and management, and has 
made the case for SC to be included as an important component of any strategic framework for DRM committed to 
the preservation of quality holistic care.
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