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Abstract
Objectives. Despite there being many models for how spiritual care should be provided, the
way nurses actually provide spiritual care often differs from thesemodels. Based on the premise
that the way a person enacts their work role is related to how they understand that role, this
study aims to describe the qualitatively different ways that nurses understand their spiritual
care role.
Methods. A convenience sample of 66 American nurses completed an anonymous, online
questionnaire about what spiritual care means for them and what they generally do to provide
spiritual care. Their responses were analyzed phenomenographically.
Results. Four qualitatively different ways of understanding emerged: active management of
the patient’s experience, responsive facilitation of patient’s wishes, accompaniment on the
patient’s dying journey, and empowering co-action with the patient. Each understanding was
found to demonstrate a specific combination of 5 attributes that described the spiritual care role:
nurse directivity, the cues used for spiritual assessment, and the nurse’s perception of intimacy,
the patient, and the task.
Significance of results. The findings of this study may explain why nurses vary in their
spiritual care role and can be used to assess and develop competence in spiritual care.

Introduction

Several models of spiritual care for patients have been formulated for use by clinicians, includ-
ing nurses (Barss 2012; Delgado 2007; Emblen and Pesut 2001; Ghorbani et al. 2020a; Govier
2000; Puchalski and Ferrell 2010; Ross and McSherry 2018; Royal College of Nursing 2011;
Skalla and McCoy 2006; Smith 2006). These models describe how spiritual care should ideally
be provided to patients and generally include key elements, such as the development of trust-
ful relationships; exploration of patients’ spiritual perspective about the meaning of life, pain,
suffering, or death; and sharing of self and common existential experiences. Despite the pre-
ponderance of these prescriptive spiritual care models, nurses provide spiritual care that often
departs from these models: literature reports behaviors that appear close to ideal (Pittroff 2013),
less than ideal (e.g., providing a chaplain only at patient request (Egan et al. 2017)), and unac-
ceptable (e.g., imposing personal beliefs upon patients (Narasayasamy and Owens 2001)). The
term “ideal” is used here, following Narayasamy andOwen’s (2001) usage, but we recognize that
nurse behavior can be constrained by several factors, including those related to the patient or
environment (Mascio et al. 2021).

Theway a person enacts their work role in a particular situation is related to how they under-
stand that role (Sandberg and Targama 2007). It follows then that the way a nurse provides
spiritual care is amanifestation of their understanding of their role in spiritual care. Several stud-
ies exploring themeaning that nurses ascribe to spiritual care have adopted one of 2 approaches.
One approach, labeled here the “uniform” approach, aims to arrive at a single, comprehen-
sive meaning of spiritual care (Britt and Acton 2022; Ramezani et al. 2014; Tirgari et al. 2013;
Wisesrith et al. 2021). These studies presume that there is a meaning common to a majority
(at least) of nurses and may be motivated by the need to develop health and educational policies
related to spiritual care. A risk with this approach, however, is that the ironing out of variations
in meanings among individuals is also likely to iron out variations in practice, which could lead
to misinformed policies and ways of implementing them.

In contrast, studies in the other approach, labeled here the “pluriform” approach, are moti-
vated by the recognition that the meaning of spiritual care is “subjective and personal and based
on each individual’s own spiritual belief system” (Dell’Orfano 2002, 384). This approach thus
produces a “kaleidoscope of understandings” (MacLaren 2004, 457), assortedmedleys of mean-
ings of spiritual care (e.g., Dell’Orfano 2002; Kang et al. 2021; Shin et al. 2020) that overlap only
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partly. For example, one meaning appearing in Shin et al.’s (2020)
medley, “Considering the perspective of the patient” (p. 156), is
faintly similar to the one appearing in DellOrfano’s (2002) med-
ley (“It is different for every person and depends on their values,
beliefs, and their religion” (p. 383)); yet another meaning in Shin
et al.’s (2020) medley, “Taking countermeasures against difficult
medical situations” (p. 156), does not appear – even faintly – in
Dell’Orfano’s (2002) medley. These medleys of meanings led to
a recent critical review of nurses’ understanding of spiritual care
to conclude that “…confusion still exists among nurses in under-
standing [spiritual care]” (Cooper et al. 2020, p. 116). A risk with
the apparent confusion produced in the pluriform approach can
prompt some to assume that spiritual care is not something sub-
stantive and stabile and therefore has no legitimate value in health
care (Swinton and Pattison 2010).

Phenomenography

Yet perhaps there is more order in the confusion than meets the
eye. Ference Marton, a learning psychologist, observed that what-
ever phenomenon people encounter, there seemed to be a limited
number of qualitatively different ways in which that phenomenon
was understood, which is in between the common and the idiosyn-
cratic (Marton 1981). Marton pioneered a qualitative approach
called phenomenography that elucidates the different ways a group
of people make sense of phenomena around them. This approach
has been applied extensively in education settings to map the dif-
ferent ways that students understand various concepts. Because
learning in this setting involves a qualitative change in the way a
phenomenon/concept is understood, teachers can use the result-
ing maps to assess students’ current level of understanding and to
prompt/guide students to see concepts in new and more powerful
ways (Johansson et al. 1985).

The phenomenographic approach is now used in broader
work settings (research supervision (Franke and Arvidsson 2011),
engine optimization (Sandberg 2000), and construction manage-
ment (Chen and Partington 2006)) to elucidate how workers
understand their work by analyzing how they describe their work,
e.g., what the work means for them (Blomberg et al. 2015) or
what they would do in a typical situation (Strand et al. 2017).
The use of phenomenography in health care is particularly infor-
mative because the way health-care professionals enact their role
can impact patient health. Several phenomenographic studies have
mapped the different ways that practitioners understand anes-
thesia (Larsson et al. 2004), telenursing (Kaminsky et al. 2009),
asthma management (Lundborg et al. 1999), and ambulance nurs-
ing (Forsell et al. 2020). These maps of understandings can be
ordered in terms of complexity or completeness, with more com-
plete or broader understandings being associated with better job
performance (Sandberg 2000). The resulting maps can therefore
be used to assess practitioners’ current level of competence and
to guide them to see their role in a new and more effective way
(Dall’alba and Sandberg 1996) (e.g., in diabetes care (Holmstrom
et al. 2000)). This study will use phenomenography to map the
different ways that nurses understand spiritual care.

A particular context: spiritual care at end of life

The discussion above mentions that an understanding of work is
related to the way a person enacts their work in a particular sit-
uation (Sandberg and Targama 2007). As a means of specifying
the situation in which spiritual care is embedded, our empirical

study will focus on care of dying patients. This focus was cho-
sen not just because of researchers’ interests but also because we
follow Lundmark’s (2006) view that spiritual care studies of an
“extreme” situation of caring for dying patients can provide a sound
knowledge of “non-extreme” care situations.

Two factors make care of dying patients “extreme.” One is the
need of the patient. Spiritual issues come to the fore when patients
are dying since they are losing independence, relationships, role,
future hopes, etc., and may experience feelings of meaningless-
ness, demoralization, anguish, loneliness, anger, or hopelessness
(Best et al. 2015). The other factor is nurse-related, in that nurses
are more sensitive to spiritual needs when patients are terminally
ill (Abu-El-Noor 2016; Strang et al. 2002) and facemany difficulties
in providing appropriate spiritual care for these patients (Browall
et al. 2014).

Lundmark’s view regarding extreme situations is actually an
example of a principle that operates in social research gener-
ally: extreme cases provide more information than non-extreme
cases, making them worthy of intense observation and sampling
(Stinchcombe 2005).This idea has spurred studies of extreme orga-
nizations (Marti and Fernandez 2013), extreme business systems
(Del Vecchio et al. 2021), and extreme migration (Burley 1982)
to illuminate how mechanisms in “ordinary” cases operate. The
principle also forms the basis of the critical incident technique
(Flanagan 1954), widely used in health care, which gathers data
about people’s experiences and behaviors in extreme or critical sit-
uations, as a “considerabl[y] efficien[t]” (Flanagan 1954, 338) way
of exploring experiences and behaviors in less extreme situations.

Aim
Our study aimed to use phenomenography to describe the
different ways of understanding spiritual care among nurses.
Following other phenomenographic studies of health-care work
(e.g. Kaminsky et al. 2009; Larsson et al. 2004), the term “under-
standing” when used in relation to nurses’ understanding of spir-
itual care refers to a combination of the meaning and practice
aspects of spiritual care, as these 2 aspects are intimately inter-
twined (Sandberg and Targama 2007).These descriptions will con-
tribute to our knowledge of nurses’ models of spiritual care, in the
sense that amodel is “something … that is used to showwhat some-
thing else is like or how it works” (Cambridge Dictionary 2022).
The results will be a step toward a better understanding of nurse
behavior regarding spiritual care andwill contribute to competence
frameworks, thus answering a call for more research in these areas
(Selman et al. 2014).

Method

Study design and participants

A cross-sectional survey was conducted with a convenience sam-
ple of nurses in the United States. This group was targeted due
to ease of access and budgetary limitations. Nurses who were
members of a commercial, online panel (SurveyMonkey Audience®)
were invited by email/text to respond to an online question-
naire administered by SurveyMonkey® (rebranded as Momentive®
in 2021). SurveyMonkey Audience is a professional online platform
with over 20 million volunteer members from which researchers
can purchase a number of responses with desired demographic
requirements. This panel categorizes members according to job
function and has been used in organizational research of other
groups of workers (e.g., project managers (Brandon et al. 2022);
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senior managers (Baffoe and Luo 2021), manufacturing employ-
ees (Skelton et al. 2019)). We invited participation from members
whose job function was “nurse.” Nurses who stated they did not
provide spiritual care were excluded.

Participants were asked 2 open-ended questions: (1) “What
does ‘spiritual/existential care of dying patients’ mean for you per-
sonally?” and (2) “How do you approach the work of providing
spiritual/existential care of dying patients, i.e. what sort of things
do you do generally?” The questions referred to “spiritual/existen-
tial care” because a review found that caregivers used the terms
“spiritual” and “existential” interchangeably when caring for dying
patients (Edwards et al. 2010). Participants were not limited in
the length of their responses. Background questions (e.g., sex, age)
were also asked to develop profiles of nurses typically subscribing to
differentmodels; those resultswill be reported elsewhere.Theques-
tions specified the care of dying patients, as a means of specifying
the work and the situation in which it is embedded. An incentive
(gift card, donation to charity, and sweepstakes) equivalent to $20
AUD was offered for completing the questionnaire.

Analysis

The sample was randomly split into a classification sample of
50 participants, which was used to develop draft descriptions of
understandings of spiritual care and a verification sample of 16
participants to test the completeness and replicability of these
descriptions. Fifty participants’ responses were considered a suf-
ficient initial classification sample, as previous phenomenographic
studies usingwritten responses reached saturation in variationwith
a comparable sample size (e.g., Bruce 1994 [n = 41]; Gerber and
Velde (1996) [n = 52]; Marton and Saljo (1976) [n = 40]). A
sample of 16 participants’ responses was considered sufficient for
verification, also based on precedent (Sandberg 2000).

In the first stage of analysis of the classification sample,
responses were read slowly several times by the first author.
Interesting or significant comments were highlighted, and notes
were made of any revelations about the participant’s view of spir-
itual care. The aim of this stage was to become aware of the
participants’ views, rather than to determine how understandings
were structured. Participants’ statements were treated as equally
important, regardless of whether they would be considered appro-
priate according to prescriptive spiritual care literature. No pre-
determined categories or theories were used at any stage of the
analysis.

After a general grasp of responses was obtained, the second
stage of analysis aimed to sort responses into categories according
to participants’ understandings of spiritual care. The focus was on
the essence of each response rather than merely on its constituent
phrases. Individual responses were considered in comparison with
other responses, and significant quotes were compared to find
sources of agreement or variation. While each participant’s under-
standing of spiritual care was somewhat idiosyncratic, there were
underlying similarities. Responses that seemed similar were then
grouped according to commonalities in the representative quotes.

In the next stage, a first attempt was made to describe the
essence of similarity within each group of responses. Within each
group, responses were read to examine and attempt to under-
stand what each participant conceived of as spiritual care. Again,
the focus was on the essence of the response rather than its con-
stituent phrases. Different responses were then compared within
the group and then compared between groups. This comparison
resulted in some responses beingmoved fromone group to another

to enhance similarity within groups and dissimilarity between
groups. Four groups emerged representing 4 different understand-
ings of spiritual care. These category descriptions are reduced
descriptions of key features that distinguish ways of understand-
ing from each other, rather than rich descriptions of the countless
variations of individual nurses’ “lived experience” of spiritual care.

In the next stage, the responses were analyzed in terms of the
“how” of spiritual care. The aim was to describe a common set
of attributes that identify the operational aspects of spiritual care
or how the nurse participant practiced spiritual care. The opera-
tional aspects expressed in each response were summarized using
representative quotes; quotes from responses in each of the 4
groups were pooled, and commonalities were sought. Quotes were
also compared across the 4 groups to identify differences between
groups. This stage resulted in 5 distinct attributes being identified.

Although the second and third stages are described separately
here, in practice they formed an iterative process, resulting in some
regrouping of responses. As well, both of these stages examined
a participant’s responses to both questions, as some participants
mixed meaning and operational aspects among their responses
to the 2 questions. We distinguished meaning and operational
aspects by how generalized or specific the response was: gener-
alized actions were taken to be related to meaning and specific
actions were taken to be related to operational aspects. For exam-
ple, one respondent answered the first question with “Doing what-
ever I can to meet patient’s needs for comfort. If patient wants,
talking about what to expect over time” and responded to the sec-
ond question with “Praying with family, arrange for their pastor
to come, help with final wishes.” In this example, the first sentence
described a generalized action, so it was taken to be the meaning,
and the remaining sentences described specific actions that illus-
trated the generalized action, so these sentences were taken to be
operational aspects.

Some responses contained aspects of 2 categories, which is not
uncommon in phenomenographic studies of work (e.g., Larsson
et al. 2004; Sandberg 2000). In such studies, responses were catego-
rized according to themore comprehensive understanding because
– as will be demonstrated in the Discussion – more comprehensive
understandings encompass less comprehensive understandings,
but not the reverse. We followed suit in our analysis.

While the first author was responsible for identifying and
describing the initial set of preliminary categories of understand-
ings, she then explained to other researchers how and why those
categories developed. Other researchers in the team familiarized
themselves with the data and then discussed, challenged, and
debated categories. Where differences of opinion occurred, discus-
sion and recourse to data occurred, until agreement was reached.
When each difference was resolved, the team refined the category
descriptions.

Strategies to enhance trustworthiness

While the original formulation of categories in phenomenographic
analysis is a form of discovery that does not have to be replicable,
once the categories have been found, there should be high degree of
intersubjective agreement concerning their presence or absence to
be useful to researchers and practitioners (Sjostrom and Dahlgren
2002). Intersubjective agreement was important, as the categories
of spiritual care that emerged might simply have been an artifact of
the way the data were analyzed: just as nurses can frame a concept
like spiritual care based on personal knowledge/beliefs/experience,
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researchers can also interpret data based on preexisting knowl-
edge/beliefs/experience. Even though every attempt was made to
ensure the researchers’ opinions did not bias the results (e.g., by
treating all respondent statements as equally important), prior
knowledge generally does influence the structure of concepts and
the formation of categories (Murphy and Medin 1985). Table 1
describes the strategies undertaken to enhance trustworthiness of
the category descriptions.

Results

Of the 149 nurses who responded to the invitation to participate, 66
completed the survey. Of these, 89% were female and ranged in age
(18–60+ years), nursing experience (up to 20+ years), education
levels (from vocational/practical to Masters), and health settings
(e.g., general hospital, ICU, and community).The combined length
of responses to both questions ranged from 18 to 152 words and
averaged 47 words. Table 2 provides examples of responses and the
4 models of spiritual care that emerged from the analysis. These
models represent the range of qualitatively different ways of under-
standing spiritual care among study participants: Model A – active
management of the patient experience; Model B – responsive facil-
itation of patient’s wishes; Model C – accompaniment on the dying
journey; and Model D – empowering co-action with the patient.

The 4 models are marked by variation in understanding of 5
key attributes, shown in Table 3, which both link and separate the
different models:

(1) Intimacy: the degree and type of the nurse’s personal involve-
ment in the patient relationship.

(2) Nurse directivity relative to patient: the relative influence of the
nurse in specifying the patient’s spiritual needs and how those
needs are to be fulfilled.

(3) Type of patient data used for spiritual assessment: the cues that
the nurse uses to determine the patient’s spiritual condition
and inform the nurse’s own response.

(4) View of the patient: the degree to which patients are personal-
ized and ascribed agency regarding spiritual needs.

(5) Task/purpose of the spiritual care encounter: what the nurse
aims to achieve in specific encounters with patient.

Together, Tables 2 and 3 suggest that movements from Model A
to Model D involve increasing expansiveness of understandings of
spiritual care and increasing breadth of awareness of its attributes.

Discussion

This study identified 4 different models of spiritual care among
a group of nurses. Each model demonstrated a specific combi-
nation of 5 attributes that described the spiritual care role: nurse
directivity, the cues used for spiritual assessment, and the nurse’s
perception of intimacy, the patient, and the task. Elucidation of
these models has several implications for research and practice.

Improved understanding of nurse behavior

This study adds to our understanding of the factors that influence
nurses’ spiritual care behaviors. A recent systematic review identi-
fied scores of personal, organizational, and patient-related factors
influencing these behaviors (Mascio et al. 2021), yet none of those
factors captured the nurses’ understanding of their role. This addi-
tional factor is important because a person’s understanding of the

work role influences the enactment or behaviors within the role
(Sandberg and Targama 2007). That understandings form a range
of models of spiritual care incorporating different sets of spiritual
care practices may also help explain departures from ideal spiritual
care behaviors. Somemodels (Models A and B) depart significantly
from prescriptive ideal models (e.g., Barss 2012; Emblen and Pesut
2001; Smith 2006) that include facets such as establishing a part-
nership with the patient, exploring the patient’s perspective about
the meaning of life, and sharing of self.

The set of models uncovered in the present study may provide
a way of organizing the apparent “confusion” (Cooper et al. 2020)
among nurses about the meaning of spiritual care because a phe-
nomenographic approach produces a set of understandings that lie
between the common and the idiosyncratic or between the uni-
form and pluriform. Some support for the notion that the set can
be used to harmonize extant medleys of meanings lies in the obser-
vation that semblances of all models can be found in other studies
of nurses’ spiritual care meanings and experiences. For example,
Model A is concordant with “…we advise our patients… to worship
and pray to Allah…” (Abu-El-Noor 2016, 4) and “Taking coun-
termeasures against difficult medical situations” (Shin et al. 2020,
156). Model B is concordant with “Providing specific needs catered
to the religious beliefs” (Kang et al. 2021, 968) and “arranging for
rituals to be performed” (Ross 1997, 141). Model C concords with
a nurse who states “…I’ve always allowed them [patients] to ini-
tiate anything and then if they say something then … I just go
with wherever they lead. I let them direct wherever they want to
go…” (Deal 2014, 858). Model D is concordant with nurses being
personally involved in relationships based on mutuality and equal
partnership, and in which they could use a counseling approach to
support patients (Narayanasamy and Owens 2001). A substantive
and stable set of understandings of spiritual care may reduce the
risk, identified by Swinton and Pattison (2010), of delegitimizing
the spiritual care that nurses deliver within health care.

As well, our study adds to findings of existing studies of nurses’
experiences of spiritual care by showing that different understand-
ings of spiritual care are yoked with different bundles of care
activities. One implication can be understood by considering a
statement typical in the spiritual care literature: “…for spiritual
care, meanings included showing empathy, spending time listening
and talking to the patient, providing comfort, support of religious
and cultural practices, smiling and singing to patients, and refer-
ral to religious workers and chaplains” (Cooper et al. 2021, 3). Our
study suggests that some of these activities may figuremore promi-
nently in some nurses’ minds than others. For example, nurses
working with a Model D understanding would likely describe their
activities as spending time listening to patients and showing empa-
thy, and they would be unlikely to talk only about activities such as
referral to religious workers, which is typically a Model B activ-
ity. However, this does not mean that these nurses would never
make such a referral. This tendency for some activities to be more
salient than others has implications for quantitative studies that
present nurses with lists of spiritual care activities (Kisvetrová et al.
2013): our results suggest that these activities do not form “flat”
lists of independent activities but rather have a geography in the
sense that they form bundles of activities. Those studies should
therefore consider the appropriateness – even after data has been
collected – of determining whether clusters of nurses of different
understandings/practice reside within the sample.

One reviewer asked whether it was possible for nurses to
be flexible and “switch” between models according to the situa-
tion. While our study did not delve into situational influences on
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Table 1. Strategies used to improve the trustworthiness of interpretations

Criteria Authors How criteria were applied

Methodological
coherence

Morse et al. 2002;
Meadows and Morse
2001

The research plan (research questions, background literature, and method) was reviewed by peers prior to
data collection. An oral presentation was made at a faculty forum and a detailed written plan circulated to
external spiritual care researchers for feedback.

Published guidelines on the conduct of a phenomenographic study were adopted.

Sampling
adequacy

Morse et al. 2002;
Meadows and Morse
2001

Participants were offered an incentive for completing the questionnaire to encourage participation of nurses
who may not view spiritual care as a large part of their work.

A commercial online panel was used, comprising nurses from across the US in a variety of health settings.
The respondent sample covered a wide range of ages, nursing experience, education levels, and health
settings.

The verification sample was coded by the first researcher. No new categories were required to accommo-
date responses.

Questionnaire
quality

Cope 2004; Marton
1988

The use of open-ended questions gave participants the freedom to incorporate in their answers the aspects
of spiritual care they thought were important.

To encourage honest responses, participants were informed that there were no right or wrong answers, that
responses would be anonymous and confidential, and that they should answer as honestly as possible.

Prior to launch, the survey was tested for programming logic and consistency, question clarity and
understandability by co-researchers, and by pilot testing with a smaller sample of nurses (n = 17).

Inter-judge
reliability

Marton 1988;
Sjöström and
Dahlgren 2002; Cope
2004; Sandberg 1997

A code-sheet was developed, containing descriptions and example responses of each category, and was
used to train an independent reviewer to classify the responses in the classification sample. Agreement of
45/50 was achieved with researcher coding; that is, the independent reviewer coded 45 of the responses
in the same category as the first researcher. Disagreements arose from 2 sources: (a) an over-generalized
description of the meaning of spiritual care, such as “caring for a patient’s spiritual needs” and (b) ambigu-
ous responses that could be coded into 2 categories. The first researcher resolved disagreements of the
first type by scrutinizing the responses regarding operational aspects (i.e., actions taken) and resolved
disagreements of the second type by categorizing those responses into the more comprehensive category.

The responses in the verification sample were coded by the same independent reviewer and achieved 15
out of 16 agreements with researcher coding.

The first author was primarily responsible for identifying and describing preliminary categories of under-
standings and then explained to other researchers how/why those categories developed. Other researchers
familiarized themselves with data and then discussed, challenged, and debated categories. Researchers
remained open to challenges in thinking and changes in descriptions/coding. Where differences of opin-
ion occurred, a researcher would try to convince the others of the credibility of her claims, and other
researchers would dispute the claim until agreement was reached. For example, early in the analysis,
some researchers saw negligible difference between the draft descriptions of Models C and D. But the first
researcher wanted to show that an important difference is that the nurse takes a more active role in guiding
the patient’s journey in Model D, whereas the nurse follows the lead of the patient in Model C. After several
unsuccessful attempts by the first researcher to explain the difference, the other researchers challenged the
first researcher to demonstrate this difference in the data. The difference then became clearer and the team
refined the model descriptions.

Model descriptions and sample responses were presented to a forum of about 20 spiritual care practition-
ers, which included nurses, for feedback, resulting in refined descriptions.

Reflexivity Long and Johnson
2000; Sandberg 2000;
Cypress 2017

While developing preliminary categories, first researcher did not use predetermined theoretical structures
to group responses; all statements were treated as equally important, and interpretations of statements
were checked for consistency with other statements made in same response; the researcher held back her
own preconceptions about what constitutes effective care and was open to other people’s understanding of
spiritual care.

Research team members have varied expertise. The first researcher has experience in phenomenographic
analysis in a business context; M.B., A.H., and J.L.P. have experience in palliative care and spiritual care; and
S.L. has experience in professional ethics. While the first researcher does not have experience in nursing of
dying patients, she has gained familiarity by extensive reading of literature. This situation may have helped
in more easily bracketing out her own experience/knowledge during analysis. However, even though she
thought she understood nurses’ responses, unfamiliarity with the work may have reduced her sensitivity
to subtle nuances within the nurses’ work culture. We attempted to ameliorate reduced sensitivity by the
broader experience that co-researchers and a wider practitioner audience brought to the analysis.

The process of discussion, debate, and challenge among researchers and wider practitioner group exposed
the different interpretations and underlying assumptions of researchers to wider scrutiny. Some individuals
within these groups were experienced spiritual care practitioners, who practiced close-to-ideal spiritual care.
To avoid seeing less than ideal categories as invalid, the researchers repeatedly emphasized to themselves
and to practitioners that the categories were descriptive and not prescriptive. The phrase “descriptive not
prescriptive” became an oft-used slogan within the research team.
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Table 2. Models of spiritual care

Model Model description (and attributes demonstrated)a Sample quotesb

A – Active
management
of the patient
experience

– Spiritual care means deciding and performing actions that
nurses unilaterally believe will bring patients peace and com-
fort, such as providing physical comfort, symptom control, or
advice (Attribute: Nurse directivity)

– The nurses’ role is to assess patients’ situation and com-
fort levels based on what they themselves observe and to
determine what actions are needed (Attribute: Patient data)

– Patients are seen as unable to care for themselves (i.e., pas-
sive), thus requiring nurses to pilot or direct the experience of
patients (Attribute: View of patient)

– Nurses are detached from patients; they minister to immedi-
ate specific needs (e.g., physical comfort) and try to manage
physical surroundings to ensure a pleasant environment for
patients (Attributes: Intimacy; Purpose of encounter)

Tend to their needs, be physically there for them, provide a calm
environment

Help them accept what is going to happen, so they feel peaceful
and how I came to make it a little easier

Keeping the patient comfortable physically and mentally

Assessing comfort levels and deciding what to do based on that.
Provide calming music, turning on their favorite TV show/movie,
dim the lights, keeping the room at a comfortable temperature
for the patient

I first determine if they are religious or not and kind of go from
there. Depending on their condition, I may give them a sponge
bath and new linens and open the window blinds to give them
just enough light to see their surroundings. I make sure to stay
on top of their comfort medications if any are prescribed. I
sometimes talk to the patient and/or their family members on
what to expect as the time to pass gets closer

B –
Responsive
facilitation
of patients’
wishes

– Spiritual care means eliciting/identifying from patients
the emotional or spiritual needs/desires that have impor-
tance/value/meaning/comfort for them and ensuring these
needs are met to the best of their ability. (Attributes: Nurse
directivity, Purpose of encounter)

– Nurses in this model aim to more actively engage patients by
enquiring about and responding to patients’ overt expression
of spiritual need. (Attribute: Intimacy)

– Patients are viewed as “customers” with unique values and
preferences, but they are distant or detached from nurses
(i.e., not much “giving of self” by nurses). (Attribute: View of
patient)

– Nurses prioritize giving service to patients, asking patients or
family about the patient’s spiritual needs; performing concrete
tasks/actions that meet explicitly stated needs. (Attributes:
Patient data; Purpose of encounter)

– Examples of actions that fulfill needs: answering questions
related to end of life (e.g., explaining what will happen during
the dying process); acting as coordinator, linking patients to
family members or to services offered by unit (e.g., pastoral
care); organizing religious activities requested by patients;
facilitating the completion of final to-do things. (Attribute:
Purpose of encounter)

Making available spiritual or other comfort for those who want
it in their time of need. Ask the patient if they would like to pray
together or have a religious person made available for them; ask
what would give them peace.

Doing what is most important to that patient at this time in
their life. Ask them to write out a list of the top 5 things that are
important to them.

General care of patient’s pain is the first issue, then I ask if there
are any persons they would like me to call. Try to facilitate any
last wishes. I ask if there are any religious clergy they would like
me to contact and have come to their home.

Do whatever the patient thinks is necessary to do before passing.
Enlisting whatever experts can help at this stage

Doing whatever gives a person comfort. Could be praying with
that person or reading the Bible or singing hymns with them.

1. Assure the patients physical comfort. 2. Identify patients
spiritual beliefs of life after death, either by asking if patient is
responsive or by religious icons around patient 3. Identify any
tasks the patient wanted/needed to complete prior to death.

C –
Accompany
the patient
on the dying
journey

– Spiritual care means supporting patients in their final journey.
(Attribute: Purpose of encounter)

– Patients are persons with unique backgrounds, unique
approaches to death, needing individualized care. (Attribute:
View of patient)

– Nurses aim to have patients share their thoughts and feel-
ings about their situation so that they can understand how
patients see their situation. Nurses want patients to know that
they are not alone and to feel hope and security. (Attribute:
Patient data)

– Nurses focus on personal involvement with patients. They
are present with patients in a different way than in previous
models: by giving time, attention, and “space” to patients, to
allow conversation and discussion of patients’ thoughts and
feelings to happen. (Attribute: Intimacy)

– Establishing a trustful relationship with patients is important
to enable emotional contact. Nurses stress the importance
of listening during conversation, even when encounters are
difficult. (Attribute: Intimacy)

– Nurses encourage disclosure by the patient (but limits some-
what self-disclosure). Nurses aim to be flexible and ready to
engage with patients whenever patients want to do so, and
are comfortable with silence, with difficult emotions, and with
the fact that they may not have answers to all of a patient’s
questions. (Attributes: Intimacy, Nurse directivity)

Walk beside the person during their final days. Let them talk, lis-
ten, be patient and open minded, respect the person – everyone
is different.

Respecting and supporting a person during the passing pro-
cess, helping them to accept death. Taking time to listen to
patient fears and anxiety about death, am honest if I don’t have
answers, just being present to let them know they’re not alone
and I want to be there.

It means compassion. it means being with them at a time of
great need. Assist in whatever gives meaning and value, establish
trust, actively listen to them. Everyone is unique and sees things
differently.

Providing support and comfort in the last stage of life. Take time
to developing rapport. Letting the patient talk and express them-
selves. Being with them and listening to whatever they want to
talk about.

Mostly I listen to the patient, allowing them to voice their con-
cerns or thoughts, facilitate reading material availability, and
making time to be available as long as needed.

(Continued)
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Table 2. (Continued.)

Model Model description (and attributes demonstrated)a Sample quotesb

D –
Empowering
co-action with
the patient

– Spiritual care is empowering co-action to walk alongside a
fellow human being to move them along their unique, dying
journey; collaborate/partner with the patient. (Attributes:
Nurse directivity; Purpose of encounter)

– Patients are seen as persons with unique backgrounds,
approaches to death and needs, with whom nurses share a
common humanity. Patients are perceived as having strengths,
weaknesses, and personal resources and are willing and capa-
ble of managing the spiritual journey for themselves if they
are supported, encouraged, and provided with resources they
need in their journey. (Attribute: View of patient)

– Nurses see their role as a privileged one, co-operating with
patients to uncover their power/strength in the face of pain
and fear. The nurse strives to help patients transcend their
situation, by encouraging patients to take responsibility
and to be in charge of their experience, depending on indi-
vidual capacity to do so. (Attributes: View of patient; Nurse
directivity)

– Unlike Model C, in which the nurse is more of a listening
board, the nurse in this model is more active and facilitates
patients’ dying process, somewhat like a coach guiding a
patient and asking questions to encourage reflection. Nurses
try to understand patients as persons: their ideals, values, and
experience of the situation, and uses this information to guide
conversation (Attributes: Nurse directivity; Patient data; View
of patient)

– Like nurses in Model C, nurses know they don’t have all the
answers to patients’ questions but are willing to help patients
tackle these questions if patients so desire; nurses don’t try to
avoid painful encounters, but neither do they try to solve the
problem unilaterally. Nurses see themselves as a “resource”
for patients and are willing to become personally involved by
sharing of self and own humanity (e.g., emotions). (Attribute:
Nurse directivity, Intimacy)

Giving the patient courage to think about life, its meaning, seek
forgiveness for past, giving them energy to push through even
when difficult. Being present but also being apart from the per-
son so that you can detect what part of their life is causing pain.
Help them know that they CAN do this, to push past discour-
agement. Encourage talk and even share fears about death and
shortcomings. Act as a support person or resource for the patient
during critical times.

Active listening, non-judgmental open-end questions. Coaching
to motivate the patient to find solutions and continue exploring
issues even when painful.

Having the patient being able to express beliefs and non-beliefs
about God or other things. Also sharing with the patient different
thoughts. Ask about feelings beliefs and experiences to steer
conversation about values and what life means. Each person is
different so they have different strengths and capacities they can
use to help them on the journey.

Try to encourage the patient express what beliefs give them com-
fort and encourage exploration of that. Sharing conversations
and experiences about living, family, life, death, after life. Share
that it’s an honor to be with them in their most difficult time.
Basically sharing humanity.

aAbbreviated attributes are as follows: “Nurse directivity” refers to Attribute 2 – Nurse directivity relative to patient; “Patient data” refers to Attribute 3 – Type of patient data used for
spiritual assessment; “Purpose of encounter” refers to Attribute 5 – Task/purpose of the spiritual care encounter.
bMinor spelling mistakes have been corrected.

understandings, Marton (1981) has observed that understandings
are context-sensitive. As well, other phenomenographic studies of
work have observed that individuals who have a more comprehen-
sive understanding of work are also aware of a less comprehensive
understanding, but the reverse does not apply (e.g., Akerlind 2005;
Sandberg 2000). Translated to our study, these observations sug-
gest that while individual nurses may tend toward a particular
understanding of spiritual care in “normal” circumstances, they
can understand spiritual care differently in different circumstances.
Thus, as an example, a nurse who can – or prefers to – work
with a Model D understanding can switch to a lower model when
the situation requires (e.g. when patients are very unwell/unre-
sponsive), but a nurse who normally – or prefers to – work with
a Model A understanding cannot work with a Model D under-
standing when no situational constraints are present, even when
the situation might require it. It is this unidirectionality of move-
ment between understandings thatmakes understandings useful as
indicators of competence (Sandberg 2000). Incidentally, that some
nurses “switch” between models is probably why some responses
could be grouped into more than one category in the analysis. The
issue of how spiritual care models are influenced by situational
factors is worth further study.

Contribution to competency frameworks

Using phenomenography to explore how nurses understand spir-
itual care allows us to contribute to frameworks of nurse compe-
tence in spiritual care. Several pieces of evidence suggest that the
models can be ordered in terms of competence. First, literature
acknowledges that intimate relationships are needed for provision
of good spiritual care (e.g., Carroll 2001; Ghorbani et al. 2020b;
Kociszewski 2003; Veloza-Gómez et al. 2017) and that greater lev-
els of nurse–patient intimacy allow deeper levels of spiritual care
to be provided (e.g., Carr 2008; Cockell and McSherry 2012; Keall
et al. 2014; Ross 1997). Thus, ordering the models in terms of
increasing intimacy (i.e., A, B, C, D) also orders them in terms
of increasing capability to provide deeper levels of spiritual care.
Second, the literature acknowledges that the ideal model of spir-
itual care is one characterized by intimate personal involvement
by the nurse, equal partnership and mutuality between nurse
and patient, the use of a coaching approach and use of self by
the nurse, reciprocal interaction based on shared humanity, and
common existential experiences (Narayanasamy and Owen 2001;
Pesut and Thorne 2007). This ideal model seems concordant with
Model D.
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Table 3. Key attributes that run across the models, outlining similarities and differences in operational aspects of spiritual care

Attribute

Model A: Active man-
agement of the patient
experience

Model B: Responsive
facilitation of patient’s
wishes

Model C: Accompaniment on
the dying journey

Model D: Empowering co-
action with the patient

Intimacy Impersonal professional
detachment from patient’s
spiritual life. Expression of
feelings inhibited in nurse
and patient.

Less formal relationship
than Model A. Nurse is more
comfortable with patient’s
disclosure of spiritual needs.
Limited or no self-disclosure
by nurse.

Close personal and emo-
tional connection. Nurse is
comfortable being “present”
with the patient during
emotional supporting.
Nurse’s self-disclosure is
limited but willing to listen
to patient self-disclosure.
Importance of trustful
relationship recognized.

Informal, familiar partner-
ship, emotionally attached
to patient, warm per-
sonal mutual sharing of
experiences and emotions.

Nurse is “present” with the
patient.

Nurse directivity
relative to patient

Nurse-directed interac-
tions, nurse determines
patient’s spiritual needs
and performs actions that
the nurse believes will
help the patient; “nurse
knows best.” Patient is
passive/non-directive in
expressing spiritual needs.

Patient is directive in artic-
ulation of spiritual needs.
Nurse performs actions to
fulfill patient requests.

Patient is active and
directs/leads the course of
spiritual conversation. Nurse
is “present” with patient
but follows the lead of the
patient.

Nurse and patient are co-
active: nurse supports the
patient but actively probes
and guides/facilitates con-
versation. Nurse strives to
go beneath what patient
is consciously aware of by
probing/interpreting patient
behavior.

Type of patient
data used

How the patient appears to
the nurse.

What the patient says
he/she needs.

How the situation seems
to the patient – patient’s
emotions, thoughts, utter-
ances, experiences (stated
or unstated).

How the situation seems to
the patient – patient’s emo-
tions, thoughts, utterances,
experiences (stated and
unstated). Nurse probes to
go beyond what the patient
is consciously aware of.

View of patient Patient is more like an
object, unable to articulate
spiritual needs or to care for
themselves spiritually.

Patient as a “customer” –
able to articulate spiritual
needs.

Patient is a unique human
being, willing and able to
discuss spiritual needs.

Patient is unique human
being with spiritual needs;
patient is capable of doing
the work to find spiri-
tual peace, with the right
support.

Purpose
of spiritual
encounter

Completion of an immedi-
ate, specific task (“doing to”
the patient).

Completion of an immediate
specific tasks (“doing for” a
patient).

Furthering a process of spir-
itual journey, relationship
building (“being with” the
patient).

Furthering a process of
spiritual journey, relation-
ship building (“working
alongside” the patient).

Third, the work pedagogy literature posits that workers with a
broaderway of understanding their work performbetter (Sandberg
2000). Our results suggest that movement from Model A to Model
D involves increasing expansiveness of understandings of spiritual
care and increasing breadth of awareness of its attributes. Fourth,
the expertise development literature observes that experts repre-
sent situations differently than do novices or intermediates. Expert
representations incorporate values and emotions within a situation
rather than simply surface-level perceptual features seen by novices
(Lord and Hall 2005); include more variables, such as aspects of
themselves (e.g., strengths and emotions); and meet a larger and
more subtle range of task requirements (Bereiter and Scardamalia
1993). In our study, movement from Model A to Model D involves
deeper awareness of patients’ values and emotions, greater use
of nurses’ own strengths and emotions as resources, and a more
sophisticated task purpose. Putting these 4 pieces of evidence
together suggests that arranging themodels asA-B-C-D also orders
the models in terms of increasing competence.

To the extent that our premise regarding the ordering of model
competence is true, then the models provide an alternative way
of assessing and developing competence. The customary way of
defining competence in spiritual care is as a set of knowledge,
skills, and attitudes possessed by a nurse, as illustrated in various

lists of competence items (e.g., “To collect … information about
the patient’s customary spirituality (van Leeuwen et al. 2009)
“…[awareness] of the different world/religious views…” (McSherry
et al. 2020); “[v]alue importance of a psycho-social approach to
care…” (Attard et al. 2019)).This customary view implies that com-
petence comprises a specific set of components that workers use to
accomplish their work and that more competent workers possess a
superior set of components (Sandberg 2000). In turn, competence
development involves “filling up” the worker with relevant compo-
nents (Dall’alba and Sandberg 1996). This notion of incremental
“filling up” of competence components is exemplified in the use
of Likert scales (e.g., ranging from disagree to agree) on discrete
spiritual care competency items (e.g., SCCS, van Leeuwen et al.
2009).

An alternative to this customary perspective of competence is
a perspective of competence development as a change in mean-
ing structure of work and its associated attributes (Dall’alba and
Sandberg 1996). Transitioning from a low-competence model to
a higher-competence model would mean adopting a broader way
of understanding the work as a whole (Sandberg 2000), involving
more like a quantum jump between models rather than incre-
mental accretions of understanding. For example, moving from
Model B to Model C involves a discrete shift in understanding
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from one in which the nurse’s contribution is the performance
of concrete tasks to fulfill patient’s request (somewhat like a cus-
tomer service officer) to an understanding in which the nurse’s
contribution is personal involvement in a trustful relationship
with the patient. Examples of extant professional development
based on shifting understandings of work include training in dia-
betes care (Holmstr ̈om et al. 2000), teaching (Prosser and Trigwell
1997), and hyperlipidemia management (Wahlstr ̈om et al. 1997).
In a similar vein, spiritual care educators can use our results to
help trainees become aware of the different ways that spiritual
care can be understood and ask trainees to assess their own way
of understanding. Educators might also induce a shift in under-
standing by adapting methods of conceptual change that articulate
understandings, introduce anomalies in low-order understand-
ings, and present understanding that resolves anomalies (West
1988). Specific aspects of understandings that could be probed in
the articulation phase, for instance, could be nurses’ understand-
ing of nurse–patient intimacy, nurse directivity, views of the patient
and task, and cues used for spiritual assessment.

Limitations and future research

Some limitations of our study should be noted. One limitation
is that the representativeness of respondents is unknown (e.g.,
convenience sample and racial/ethnic data not obtained) so the
transferability to other nurses is unknown. Future research could
assess the models across a larger representative sample of nurses.
As well, this study sampled nurses residing in a single country,
the United States, and working in a range of health-care settings.
Future research could investigate the applicability and usefulness of
the models in other cultures and for other spiritual care providers.
Because we gleaned data from brief online text responses, the
model descriptions are only reduced descriptions of key features
of spiritual care models; the use of interviews would add depth and
complexity to the models.

Conclusion

Using a phenomenographic approach, this study found 4models of
spiritual care that collectively represent the range of qualitatively
different ways that nurses understand spiritual care. The models
help to explain why nurses vary in how they accomplish the role of
spiritual care and can be used to assess and develop competence in
spiritual care.

Competing interests. The authors declare that there are no competing
interests.
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