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ABSTRACT 
 
Background   
 
Spirituality is within into every person even though the spiritual experience is always 
individual. Well-being and happiness are related to the amount of spirituality influencing 
one’s life. Patients spiritual distress and needs often emerge from their experience of 
suffering. Acknowledging patients’ spirituality needs, and possessing skills to meet such 
needs, are crucial to provide holistic care; unmet spiritual needs can could increase 
patient´s suffering. Spiritual care is included in registered nurses’ responsibility, although 
the focus and involvement of spiritual care, depends on their personal experiences.  
 
Aim  
 
The aim was to examine registered nurses’ experiences of meeting patients’ spiritual needs 
in a hospital setting in Peru. 
 
Method  
 
A qualitative design was performed with semi-structured interviews. Nine registered 
nurses were interviewed, the collected data was analysed with a qualitative content 
analysis. 
 
Findings 
 
Three categories were found in the analysis; Recognition of professional responsibilities in 
providing spiritual care, Integrating spiritual care into clinical practice and Impact of 
spiritual care. The findings show how holding a holistic view impacted the delivery of 
spiritual care. 
 
Conclusion 
 
It is difficult to use specific strategies to meet spiritual needs since needs are 
individual. Meeting spiritual needs must always be done with respect for the patients’ ways 
of expressing their spirituality. Being available and listening are important elements of 
meeting patients’ spiritual needs. Spiritual care is recognised as an inseparable part of 
holistic care and the involvement of spiritual care is essential for patients healing. 
 
Keywords: Peru, Registered nurses’ experiences, Spiritual care, Spiritual needs. 
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INTRODUCTION 
 
Spirituality and health care have long been related to each other, however, health care 
today is poorly equipped to meet patients’ spiritual needs due to the decreased influence of 
spirituality in health care (Sivonen, 2017). The lack of spiritual care may lead to unrelieved 
spiritual distress and increased suffering among patients (Clark & Hunter, 2019). The 
World Health Organization [WHO] (2007) states that providing spiritual care is included in 
registered nurses’ professional responsibilities. Hence, the neglected of spiritual needs and 
inadequate performed spiritual nursing care, motivated our interest to explore the topic 
through this study. 
 
The influence of spirituality in the Peruvian society, and its health care is considerable 
(Ministerio de Salud, 2007), with this in mind, conducting the study in Peru was motivated. 
In order to perform the study in Peru a Minor Field Study (MFS) was carried out, MFS is a 
program intendent for university students and is financed by the Swedish International 
Development Cooperation Agency (Sida, n.d).  
 
BACKGROUND 
 
The Peruvian context 
 
Peru is located in the western part of South America and has approximately 31 million 
inhabitants (WHO, n.d) with different ethnicities influenced from Africa, Europa, East and 
the native Inca (INPEDA, 2010). Peru is considered a religious country where the majority 
of the Peruvian population are Roman Catholics (Vaggione, Morán & Fáundes, 2017).  
 
The health care system in Peru 
The United Nations Agenda 2030 for Sustainable Development Goals was adopted by 
world leaders in 2015 and was developed to achieve a better and sustainable world for all. 
The agenda includes 17 goals and all countries are required to participate and take action in 
order to reach the goals by 2030 (United Nations [UN], n.d). Governments have an 
important role in reaching the goals through applying national policy guidelines and 
standards. By ensuring healthy lives and promoting well-being, the Peruvian government 
tackles issues within Goal 3; Good health and well-being (UN, 2017). 
 
There are different types of organisations that provide health care in Peru. The Ministry of 
Health (MINSA) is controlled by the Peruvian government and is responsible for the 
healthcare sector and provides health services for 60 percent of the population (Gob, 
2018). Essalud is a social health insurance for all the Peruvian population, which is 
attached to the ministry of labour and employment promotion, and provides health services 
for 30 percent of the population, and the remaining 10 percent is provided health services 
from private or other sectors, such as churches and other denominations (WHO, n.d). 
 
The mission of the health care providers in Peru is to protect the dignity of the person, to 
promote health, and to prevent diseases. The core of the health care service is to promote 
an individual care at the center. Health care offered should be accessible in all parts of the 
country, for the entire Peruvian population. The foundation consists of respect for the 
natural course of life, fundamental rights, quality of care, and to contribute to the 
development of the society (Gob, 2018).  
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Nurse education in Peru 
The Congreso de la República (2002), in accordance with the International Council of 
Nurses [ICN] (2012), states that registered nurses’ essential responsibilities include 
promotion and maintenance of health, prevention of illness and relieving of suffering. 
Registered nurses’ main professional responsibility is to provide nursing care to people 
whom are in need of care. When providing nursing care, human rights, traditions, values 
and spiritual beliefs of the person, family and society must always be respected and taken 
into consideration (ICN, 2012).  
 
The Congreso de la República (2002) states that to obtain the title of registered nurse and 
work in the nursing profession in Peru, the person must have a university degree connected 
to the Peruvian Nursing College. Nurse education consists of a four-year theoretical 
educational programme followed by one year internship. The Peruvian nurse education 
aims to provide the necessary knowledge and practical skills to offer comprehensive care 
to people, based on their physical, psychological and social needs (WHO, 2017). The 
nursing curriculum also includes the recognition, respect and support for people’s spiritual 
needs and it highlights the importance of nurses’ professional responsibility towards 
spiritual care (Universidad Nacional de centro del Perú, 2017).  
 
Spiritual influences in Peru 
The 28th article of Universal Declaration of Human Rights (1948) states that everyone has 
the right to manifest one’s religion or belief in teaching, practice, worship, observance and 
traditions. Both religion and spirituality influence the Peruvian society, the religious 
institutions are part of the national agreement, and have the participation for the vision of 
the country in the future (Ministerio de Salud, 2007), and also is Peru one of the few 
countries in South America where the majority (54,2 percent) of the population are 
indigenous peoples, the spirituality for the indigenous people is significant by becoming 
part of the basic and having a strong connection, such as "La Pachamama" which is the 
mother earth (INPEDA, 2010).  
 
Walter, Masias, Muñoz and Arpasi (2013) studied the individual influence of spirituality in 
397 study participants living and working in Peru. The result of their study shows that over 
half of the participants were influenced by spirituality in their everyday-life and a large 
proportion of participants were influenced by spirituality in their working-life. The result 
also shows that well-being and happiness is related to the amount of spirituality 
influencing one's life, the majority of the employees with high influence of spirituality 
expressed the sense of well-being and happiness (Walter, et al., 2013).  
 
 
Spirituality as a concept 
 
Spirituality is within every person but the spiritual experience is always individual and 
subjective (Baldacchino, 2006). Spirituality can be found in different aspects such as 
religion, values, culture, beliefs of and existential questions (McSherry & Cash, 2003). 
Sivonen (2017) describes spirituality as a connection to the innermost and centremost of 
the human being, in this context, spirituality is seen as a strength, and excellence which 
becomes an element for achieving life ascendance.  
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Leeuwen et al. (2006) emphasize that spirituality, as a part of the human function, is 
expressed in various ways, depending on the person’s experience, perception, and meaning 
of life. With this approach spirituality includes all individuals, even agnostics and atheists 
(Miner-Williams, 2006). 
 
O’Brien, Kinloch, Groves and Jack (2019) explain the difficulties of defining the concept 
of spirituality by pointing out the association between spirituality and religion. WHO 
(1990) states that spirituality refers to those aspects of human life which have to do with 
experiences which exceed sensory phenomena. Salgado (2014) explains further that 
spirituality is not the same as religion, although for many people, the spiritual dimension of 
their lives includes a religious component. According to Chan (2010) religion can be seen 
as part of spirituality in which humans can practice or express their spirituality within their 
faith. Having a faith or belief in something that is greater than oneself could refer to as 
having a role model within spirituality, for instance, having a faith in God (Rosengren, 
2017). A belief can be described as the human’s innermost strength, which originates from 
spirituality, and can help humans to overcome their fears and difficulties in life (Tirrell et 
al., 2019). 
 
Spirituality is mainly described in history of health care as ethics and morals which had a 
strong influence in the early days of the nursing profession. For instance, Florence 
Nightingale believed that the integration of spirituality was essential for nursing care 
(Sivonen, 2017). Having a spiritual belief is considered a resource of strength in registered 
nurses’ working life (Näsman, Nyström, & Eriksson, 2012). Daher, Chaar and Saini (2015) 
mean that nursing is a moral profession built on values and that registered nurses’ morality 
is affected by their spiritual health and belief.  
 

Spirituality in the context of health care 
 
According to WHO (2007) the spiritual dimension of the patient is included in providing a 
holistic care. Holistic care implies seeing the patient as a whole person and to provide such 
care involves focusing on the patient’s physical, social, mental and spiritual needs (Chan, 
2010). Despite this, the spiritual dimension gets less attention compared to other 
dimensions of the patient (Hodge & Horvath, 2011; Rocha, Pereira, Silva, de Medeiros, 
Refrande & Refrande, 2018). O’Brien et al. (2019) emphasise that acknowledging patients’ 
spiritual needs and possessing skills to meet such needs are crucial to provide holistic care. 
O’Brien et al., (2019) emphasize the importance to include spirituality in the individual 
care planning in order to highlight patients’ spiritual needs, therefore  the healthcare 
providers needs to give the spiritual care depending of the patient’s individual 
circumstances, wishes or belief. According to Puchalski (2013) Spirituality is part of the 
basis for holistic and person-centered care, which is grounded in values of compassion and 
service to others. Yardley, Walshe and Parr (2009) emphasize the importance of meeting 
spiritual needs by pointing out reports of decreased satisfaction with health care when 
patients’ spiritual needs were unmet.  

Spiritual health 
Spiritual health is defined as a person’s spiritual awareness which creates a personal 
development with a conscious, dynamic, universal and multidimensional morally growth 
(Jaberi, Momennasab, Yektatalab, Ebadi & Cheraghi, 2017). Spiritual health is essential 
for one’s physical and emotional well-being, and the growth of spiritual health helps 
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patients to transcend their suffering (Egnew, 2005). Braun et al. (2016) means that patients 
suffering can be relieved through a holistic approach that includes focus on spirituality and 
the relieving of spiritual distress. Suffering is a physical, psychological, spiritual or 
existential experience of pain, anxiety or distress (Arman, 2017). Patients spiritual needs 
often emerge from their experience of suffering (Baldacchino, 2006; Chan, 2010; 
Ramezani, Ahmadi, Mohammadi & Kazemnejad, 2014). Depression, sense of loneliness 
and loss of meaning in life can be indicators to identify a person whose spiritual health is at 
risk (Daher et al., 2015).  

 
Spiritual needs mostly concern purpose and meaning, values and fulfilment in life; For 
example, it can be a need to express belief or values, but also a need for strength and hope 
(McSherry, 2006). McSherry (2006) claims also that spiritual needs are connected with the 
other aspects as psychological, physiological and social, and therefore, a holistic approach 
to health care is a prerequisite in order to understand an individual's needs. According to 
McClain, Rosenfeld & Breitbart (2003) it is common for patients to turn to religion for 
answers to their spiritual needs, but others can also find strength through their non-
religious spiritual beliefs. There is an ability to find or sustain meaning in one's life during 
terminal illness might help to deter end-of-life despair to a greater extent than spiritual 
well-being rooted in one’s religious faith (McClain, Rosenfeld & Breitbart, 2003). 
 
Palatta (2018) explains that the Person-Centered Care delivers a multidimensional 
perspective on the person in relation to her or his disease and overall health, and the 
environment around the person. Promoting Person-Centered Care can help the caregiver to 
provide an optimal and individual care. Chan (2012) mean that patients need to feel 
acknowledged by the health care personnel in order to feel comfortable talking about their 
spiritual needs. Further Pedersen and Sivonen (2012) explains the importance of focusing 
on identifying the reason for spiritual distress in order to understand better the patient as an 
individual and discover how to meet their needs.  
 
Spiritual care aims to relieve patients’ spiritual distress by identifying and meeting their 
spiritual needs (Braun, Kornhuber, & Lenz, 2016). Harrison, Young, Price, Butow and 
Solomon (2009) reviewed 94 supportive care studies which showed up to one half of the 
patients in the study indicate that their spiritual needs were unmet. According to Mourão et 
al., (2017) unmet spiritual needs can create a profound impact on the patient’s symptoms 
and increase their suffering.  

Tirrell et al., (2019) mean that patients are capable of finding meaning in their suffering 
through their spiritual belief, which also creates strength to face difficulties and trials that 
appear related to their suffering. Further Clark and Hunter (2019) explains that finding 
meaning in suffering helps patients to cope better with their disease and leads to 
transcendence of suffering. 

According to Leeuwen et al. (2006), meeting patients’ spiritual needs are included in 
registered nurses’ responsibility, although the focus and involvement of spirituality, 
depends on their personal experiences and commitment to the subject. Mamier, Taylor and 
Winslow (2019) studied the prevalence of spiritual care amongst registered nurses with 
different religious and spiritual beliefs. Their findings show that registered nurses practice 
in spiritual care increased, regardless of their own religious or spiritual beliefs, if they had 
received spiritual training. 
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According to Battey (2012), there are many reasons why registered nurses find it hard to 
meet patients’ spiritual needs, the most common reason is described as the absence of 
spiritual care in the nursing education. The lack of knowledge about spirituality among 
registered nurses creates barriers in interacting with the patient’s spiritual thoughts and 
questions (Battey, 2012). Leeuwen et al. (2006) explains further that registered nurses 
believe they should not attempt to approach a patient's spiritual distress if they are not able 
to follow it through. Selman et al., (2018); Steinhauser and Balboni (2017) argue that 
registered nurses’ confidence regarding meeting patients’ spiritual needs can increase by 
focusing on listening and spiritual valuation in nursing education. Minton et al. (2018) 
highlights the importance for health care personnel to acknowledge that patients’ spiritual 
inquiries may not always need to be answered and that silence can encourage patients to 
express their inner concerns, further (Selby, Seccaraccia, Huth, Kurppa, & Fitch, 2017) 
explains that listening should be the main focus to meet patients’ spiritual needs. By means 
of the health care personnels’ ability to listen and be sensitive to patients’ spiritual needs, 
patients can experience sense of hope which helps to transcend their suffering (Chan, 
2010). Although there are unanswered questions about the content of spiritual care, 
meeting patients’ spiritual needs is included in registered nurses’ professional 
responsibility (Battey, 2012; Chan, 2010; Leeuwen et al., 2006; O’Brien et al., 2019; 
WHO, 2007). 
 
Study Rationale 
 
The responsibility of health care personnel to address patients’ spiritual needs has been 
stressed, and there is a great amount of research that emphasizes the importance of spiritual 
care and to relieve patients’ spiritual distress. However, there is a lack of knowledge about 
how to meet patients’ spiritual needs.  
 
To achieve holistic care, registered nurses are required to see patients as a whole person 
and meet their physical, social, mental and spiritual needs. Spiritual needs receive less 
attention compared to the other domains within holistic care, despite the fact that it is 
regarded as one of the professional responsibilities of a registered nurse. The lack of 
spiritual care training and knowledge about spirituality among registered nurses puts them 
in a position where they feel reluctant to interact with patients’ spiritual thoughts and 
questions. This can lead to unrelieved spiritual distress among patients which can become 
an obstacle to achieve health and well-being. 
 
Enhanced understanding about how to meet patients’ spiritual needs are needed, hence, this 
study wishes to investigate the experiences of registered nurses in meeting spiritual needs 
in a hospital in Peru.  
 
AIM 
 
The aim was to examine registered nurses’ experiences of meeting patients’ spiritual needs 
in a hospital setting in Peru. 
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METHOD 
 
 
 
Design  
 
In order to gain an understanding of the studied phenomenon through registered nurses’ 
experiences, a qualitative design with semi-structured interviews was performed. With an 
inductive approach this qualitative design enabled an understanding based on nurses´ 
subjective (experiential) perspectives (Polit & Beck, 2017).  
 

Study Participants  
 
Inclusion criteria 
The selection of participants was based on criteria which corresponded to the aim of the 
study. Three inclusion criteria were chosen; to be a registered nurse according to the 
regulations in Peru, working at the hospital were the interviews were conducted, and speak 
Spanish. 
 
Sample method 
The participants were recruited by using a convenience sampling method, also referred to 
as volunteer sampling. According to Polit and Beck (2017), this sampling method is 
appropriate when the most convenient available participants, who correspond to the 
inclusion criteria, ought to be recruited. Considering the framework of a Bachelor’s Degree 
Project and acknowledging the limit of time for conducting the research, a convenience 
sample of nine participants were considered suitable in order to gather enough variations of 
experiences. 
 
Recruitment process  
To get in contact with registered nurses who corresponded to the inclusion criteria, a 
hospital in Peru was contacted via phone and a brief information letter describing the study 
was sent via mail four months prior to the study performance (Appendix A). The 
generation of data at the hospital was approved by the director of the hospital who signed 
an approval form (Appendix B). Furthermore, written and verbal information about the 
study were given on site to registered nurses working at the hospital before they were 
asked to participate in the study. The hospital is connected, and belongs to a Christian 
institution and is built on the values; honesty, commitment, responsibility, aid, morals, 
respect and faith in God.  
 
Description of study participants 
The participants in the study were nine women working as registered nurses in Peru, their 
working experience as registered nurses varied between five months to thirty-six years. All 
participants were employed at the same hospital in Peru but were working in different 
wards; emergency, trauma, neonatal, intensive care unit, pediatrics, gynecology and 
epidemiology. 
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Data Collection 
 
The data was generated through semi-structured interviews. During semi-structured 
interviews the interviewer uses an interview guide as support and guidance but forms the 
interview through the dialogue with the participant (Polit & Beck, 2017). The interview 
guide was conducted based on four topics containing related questions which responded to 
the aim of the study (Appendix D). The interview guide was initiated with General 
questions followed by Meaning of concepts to clarify a corresponding perception of 
significant concepts before carrying out the interview. The following topics were 
Experiences of responsibility toward spiritual care and Experiences regarding spiritual 
care, which were designed to answer the studies aim. Additional questions were prepared 
as follow-up questions, if the participants answers needed to be clarified or if further 
information would be of interest for the study. To facilitate for the participants to speak 
freely about the topics narrative descriptions, the questions were designed with an open-
ending in order to avoid short answer such as “yes” and “no” (Polit & Beck, 2017). 
 
Pilot interview 
A pilot interview was conducted, also referred to as practice interview, with the purpose to 
verify the technical equipment and the content of the interview guide (Polit & Beck, 2017). 
Transcription of the pilot interview was made with the aim to recognise potential needs for 
changes of questions, in order to obtain in-depth information which answered to the aim of 
the study. The pilot interview was used in the study since the interview guide was complete 
without any changes made before the following interviews. 
 
Interview sessions 
The interviews were conducted at a hospital in Peru and Spanish was the language of use 
during the interviews, one of the authors is a native Spanish speaker and conducted the 
interviews. Both authors were present during the interview sessions, one conducted the 
interviews and one managed the technical equipment. In order to create a comfortable 
atmosphere for the participants, the interview sessions were carried out in a secluded part 
of the hospital during the participants working hours. To ensure the accuracy of the content 
when transcribing the interviews, an audio-recorder was used during the interviews (Polit 
& Beck, 2017). One participant did not feel comfortable being audio-recorded and in 
compliance and respect for the participants wishes the interviewer took notes instead. The 
participants were welcomed to decide where the interview sessions were to be conducted, 
according to (Danielson, 2017) this helps the participants to feel more confident, which is 
preferred since the quality of the interviews decreases if the participants are stressed or not 
comfortable (Mårtensson & Fridlund, 2017). 
 

 
Data Processing and Analysis 
 
Transcription is the transformation from a verbal interview to a written text, the aim is to 
create the possibility to analyse the collected data (Polit & Beck, 2017). The audio- 
recorded interviews were translated and transcribed, verbatim, from verbal Spanish to 
written English. All interviews that have been performed was transcribed and included in 
the data analysis, Henricsson and Billhult (2017) explains that including all interviews 
strengthens the credibility of the study. To simplify the understanding of the transcriptions, 
markings were used, (I) for the interviewer and (P) for the participant. As a bilingual 
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speaker and translator for the interviews (author Soto) it was important to be self-conscious 
about the risk of modifying terms as do not contain the same certain equivalent words and 
phrases during translating the transcriptions (Brislin, 1970). When difficulties arouse in 
translating certain slang expressions used by the participants, a colleague who spoke 
English was consulted for further clarification.  
 
A manifest qualitative content analysis was used to analyse the data since the essence of 
the collected data can easier be understood by condensing the data into smaller meaning 
units (Polit & Beck, 2017). The manifest content is referred to what the text actually says 
(Granheim & Lundman, 2004). An inductive approach was used which intends to examine 
a certain phenomenon without bias (Polit & Beck, 2017). Pre-understandings always 
influences a person’s perceptions, and this awareness was kept in mind to minimize the 
risk of subjective interpretations of what was said during the interviews (Priebe & 
Landström, 2017). Therefore, the authors discussed their pre-understandings before and 
during the study; to strive not to influence the research process. First, the authors read 
through the transcripts individually, and after that summaric thoughts about the data were 
shared that gave an overall view of the content. This decreased the risk of imprinting 
values to the information and increased the credibility (Polit & Beck, 2017). 
 
After having read the data form a whole, meaning units were generated from the texts. 
Meaning units consist of words, sentences or paragraphs which has a common meaning of 
relevance to the aim of the study (Granheim & Lundman, 2004). The next step in the 
content analysis was to condense the meaning units into codes, which consisted of one or a 
few words. Coding is the foundation of creating categories and subcategories which can be 
seen as clusters of meaning units with the same substance (Granheim & Lundman, 2004). 
Quotations were presented in the reporting of findings, which strengthens the credibility of 
the analysis process (Danielson, 2017). Example of meaning unit, code, subcategory and 
category that emerged during the content analysis are presented in Table 1.  
 

 
Table 1. Example of the analysis process 
Meaning unit Code 

 
Subcategory Category 

“It is our duty 
as nurses to 
meet the 
patient’s needs, 
regardless of 
what kind of 
need.” 
 

 
Responsibility 
 
 
 

 
Care values within the 
nursing profession 
 

 
Recognition of 
professional 
responsibilities in 
providing spiritual care  
 

 
 
Ethical Considerations 
The World Medical Association [WMA] (2013) states in the Declaration of Helsinki that 
no human who is capable of giving informed consent ought to be included in a research 
without a voluntary consent. Freely-given informed consent was received from all the 
participants before the interviews (Appendix C). In accordance with Helgesson (2015), a 
comprehension of the meaning to participate was established through verbal and written 
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adequate information about the study, covering the study’s aim and method as well as the 
right to regret and discontinue the participation during the whole study, without any 
consequences for the participant or explanation needed. The interviews were audio-
recorded with the purpose to minimize the risk to unintentionally modify the participants 
answers due to subjective thoughts and assumptions. The participants voluntary decided if 
the interview were to be recorded or not after being informed about its purpose. 
 
All research related to human must always protect the participants’ life, health, dignity, 
integrity, autonomy, privacy and confidentiality (WMA, 2013). In accordance with 
Helgesson (2015), eventual risks for the participants were evaluated and precautions were 
made before and during the study in order to minimize the risks for participation. The 
confidentiality of the participants was an ethical consideration in focus throughout the 
study. To maintain confidentiality of the participants all collected data was stored out of 
reach from unauthorized people, only the authors were authorized, the audio-recorded 
interviews were erased after being transcribed as well as the transcriptions after finishing 
the study (Polit & Beck, 2017). Furthermore, the participants personal information was not 
presented in the study, nor the name or location of the hospital where the participants were 
recruited from to minimize the risk for recognition of the participants. The both authors 
had reflected and talked about the cultural differences, but the author who conducted the 
interview have the same culture as the participants which was not a barrier. 
 
The aim to generate new knowledge from research ought to be evaluated and balanced 
with the rights and interest of the study participants, the interest of research can never be 
prioritised over the interest of the participants (WMA, 2013). The benefits and risks was 
considered in order to legitimate the study, in accordance with the Swedish Research 
Council (2017), the participants’ effort and time spent participating in the study was 
balanced with a method which answered the aim of the study. 
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FINDINGS 
 
The final categories and subcategories are presented in Table 2. The findings in this study 
are presented under three categories and six subcategories. The categories found were 
Recognition of professional responsibilities in providing spiritual care, Integrating 
spiritual care into clinical practice and Impact of spiritual care. The categories and 
subcategories are presented under separate headings. 
 
Table 2. Categories and subcategories  
Subcategories Category  
Caring the whole person 
Care values within the nursing 
profession 

Recognition of professional responsibilities in 
providing spiritual care 

Recognition of spiritual needs 
Meeting spiritual needs 
Challenges faced in providing 
spiritual care 
Experience and resources to provide 
spiritual care  

Integrating spiritual care into clinical practice   

 
Impact of spiritual care  

 
Recognition of professional responsibilities in providing spiritual care  
 
Caring the whole person  
The participants emphasised the importance of providing holistic care and explained their 
responsibility as seeing a person as a whole and meeting all needs of the patient. Holistic 
care was recognised by the participants as integral care, where the physical, psychological, 
social, emotional and spiritual parts of the patient are included and always needs to be 
respected and taken in consideration when caring for patients.  
 

               “I think that it [spiritual care] is included and is part of it [holistic care], because 
holistic care is everything, complete, where spiritual care comes in, so it cannot be 

separated.” 
 
In order to respect the patient’s integrity and right to decide how they view and express 
their spirituality, the participants expressed the need to be sensitive toward patients’ 
spirituality. If patients wanted to talk about spiritual concerns, the participants emphasised 
the importance to be careful and give thoughtful answers in order to gain the patient’s trust. 
 

              “Always, always with respect, respect is important, knowing that there are other beliefs 
and other ways of thinking about spirituality or existence. You want to establish a good 

relationship and trust, that's why you have to be careful.” 
 
Care values within the nursing profession 
Relieving patients’ spiritual distress was described as the registered nurses’ main 
responsibility toward spiritual care. The participants perceptions of their responsibility 
within spiritual care was explained as praying with or for the patient, create trust, and 
initiate conversations, listen to the patient, calm the patient with medication if it needed, be 
supportive and give hope.   
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             “Talk to the patient, give support, it may happen that the patient feels anxiety due to the 

situation and then we as nurses should try to relieve the anxiety and explain that it can 
happen to anyone or so.” 

 
The participants explained that if they noticed that a patient need spiritual…If patients’ 
spiritual needs appear overly advanced for the registered nurses to approach, their 
responsibility to involve other professions were recognized. In order to address the right 
skills to meet the needs the patient’s doctor or the chaplaincy of the hospital were involved. 
 

                    “Well, when I see that the patient needs spiritual care, I try to plan my day to be 
able to talk with the patient during the day because time is needed for this and at the same 

time see if it is me who can give that resource or if a contact with the chaplaincy is 
needed.” 

 
Integrating spiritual care into clinical practice  
 
Recognition of spiritual needs 
The first method to identify patients’ spiritual needs was to observe the patient and look for 
symptoms that could indicate that the patient suffered from spiritual distress. The 
participants explained that they observed the patient as a whole, facial expressions, body 
language and the sound of their voice. If the patient was worried or concerned, felt 
anxious, sad or depressed could indicate that they suffered from spiritual distress. If the 
patient was worried or concerned, felt anxious, sad or depressed could be a symptom as 
indicate spiritual distress. The participants emphasised the importance of listening, be 
available and receptive in order to create trust and give the opportunity for the patients to 
talk about their spiritual concerns. 
 
“Well, in my experience, the observation, the observation of the person, if the person looks 

depressed or worried then I make a conversation with the patient and also identify the 
spiritual needs that the patient has. More than everything is the dialogue and 

observation.” 
 
If the patient is going through a difficult experience, for example a severe disease or pain, 
the participants explained that looking for symptoms was not needed because the spiritual 
needs are obvious when the suffering is severe.  
 

         “In my own experience, what I experienced, was for example when I had patients who were 
in advanced pregnancy but due to clinical problems had a miscarriage, I can say that I 

have seen the suffering of the couple up close.” 
 
Meeting spiritual needs 
To meet patients’ spiritual needs, the participants explained that a good relationship and 
communication with the patient are crucial to obtain their trust and reach the patients inner 
thoughts. The participants did not have any specific strategies, since every patient needs to 
be treated individually, but efforts were made to make the patient comfortable enough to 
talk about spiritual concerns through showing kindness and the availability to listen. If the 
registered nurses experienced that a patient had spiritual needs, they tried to make time 
during their working day to talk with the patient. 
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         “Communication, I have no strategies but if the patient needs to talk it is important that we 
listen to them. There is no strategies or protocols to use, it is only your own ability to see 

the whole person and address their needs.” 
 
If there was an opportunity to pray with or for the patient the participants asked the patients 
if they would like to receive this kind of spiritual care, the registered nurses explained that 
almost everyone accepts and even though it does not relieve all the suffering, it usually 
calms the patients and ease their distress.  
 

          “It is difficult to alleviate the patient's distress entirely but through prayer and giving 
words of encouragement and support it can help to diminish.” 

 
Challenges faced in providing spiritual care 
When it comes to meeting patients’ spiritual needs, the participants expressed different 
obstacles which obstructed them from providing spiritual care, the patient’s relatives were 
described as an obstacle for many of the participants. 
 

      “Often the obstacle are the relatives, because not everyone believes or they have another 
belief that do not allow me or makes it difficult for me to find spiritual needs and it is hard 

for me to reach.” 
 
Some participants expressed difficulties in meeting patients’ spiritual needs, specially 
when the patient prefer to not talk or express it, but it can also be that the patient were or 
want not receptive to spiritual care, and it should be respected. It is important to know that 
not all the patients needs spiritual care. 
 

        “The non-believers might not think they have spiritual needs because they don’t see them.” 
 
These situations were experienced as difficult to encounter, the registered nurses felt the 
responsibility to relieve the patient's spiritual distress, regardless of what kind of belief or 
religion they have. 
 

“It does not matter what religion you possess it is important to fill out the emptiness that 
patients feel when they have spiritual needs.” 

 
Some participants expressed that they did not feel comfortable meeting patients’ spiritual 
needs, they often felt reluctant to talk with patients about their spiritual matters due to 
uncertainty regarding the subject and the feeling of not finding the right words. Despite 
this, the registered nurses still thought that talking about spiritual issues with the patient is 
included in their responsibility. Participants who did not feel reluctant to meet patients’ 
spiritual needs explained that they often helped out their colleagues and they recognized it 
as their responsibility.  
 

             “There is nothing that obstruct me to meet the patients’ needs but many of the nurses 
working here find it difficult therefore it is included in my responsibility to help my 

colleagues to meet spiritual needs.” 
 
Experience and resources to provide spiritual care 
The participants explained that knowledge about spirituality is fundamental to give 
spiritual care and most of the registered nurses had received theoretical spiritual care 
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training during their nursing education. All the participants explained that the most 
important knowledge was obtained by practical experiences, either during internships or at 
the time they started to work as registered nurses and interacted with the patients.  
 

            “Yes, I have received knowledge from my education but after my internships I really 
started to understand how important the subject is for the patients, I learned the 

techniques, wear to sit near the patient and how to talk to the patient.” 
 
All the participants emphasised the importance of their own spiritual belief, it was 
commonly explained as the main resource to provide spiritual care. The participants 
explained that their own spiritual belief gave them strength and helped them to talk about 
difficult and sensitive matters with patients. 
 

            “I learned about spiritual care but my own spiritual belief has been my best resource to 
meet spiritual needs.” 

 
Impact of spiritual care 
 
The participants described that they could see patients recovering faster if their spiritual 
needs were met, spiritual care calms the patient and relieves their distress and anxiety. The 
participants also experienced that patients received strength and hope from spiritual care 
which could be used as resources for patients to overcome their disease and to achieve 
well-being.   
 

             “A good spiritual well-being affects how the patient is feeling in general, all parts, if the 
person feels good psychological and are able to get spiritual care, the patient will get 

better faster.” 
 
Many patients also showed their gratitude after received spiritual care, the registered 
nurses often felt appreciated afterwards and they saw that spiritual care made difference 
and helped the patient. 
 

          “From my experiences as a nurse can I see and notice the spiritual care that are given to 
the patients, it is a great help for them, because in the end when they go home they use to 

say thanks a lot señorita I feel better. So in that way I have seen that it helps, a lot the 
spiritual care.” 

 
The participants described that they felt good and satisfied on a professional level when 
they succeeded to meet patients’ spiritual needs. Talking with patients about their spiritual 
matters often established a good relationship built on trust and an opportunity to 
understand the patients better, some participants explained further that it also strengthens 
their own spiritual belief or that they felt the need to strengthen it outside their work, in 
order to give spiritual care. 
 

         “It was mostly from my practical experience that I started to realize that I need to 
recognize my own spiritual belief and strengthen it […], and as a result I received better 
relationships with my patients, because I could understand them better.”   



14 
 

DISCUSSION 
 
Discussion of Findings 
 
The main findings in this study show how holding a holistic view impacted the delivery of 
spiritual care. Spiritual care is seen as a domain within holistic care and not an individual 
entity. This influences how the participants worked in meeting patients’ spiritual needs and 
providing spiritual care. 
 
The findings show that the spiritual dimension of holistic care is viewed as important as 
other dimensions of care, and that the participants view the patient’s spiritual needs as their 
responsibility to encounter. This is in line with O’Brien et al. (2019); Chan (2012) who 
states that spiritual needs ought to be seen and treated as important as other needs of the 
patient. On the other hand, the findings show that patients’ spiritual needs could be 
overlooked due to time limitations and other needs are in these cases prioritized. Research 
show that spiritual needs often are neglected by health care personnel (Rocha et al., 2018), 
not only due to lack of time but also as a result of lack of knowledge regarding spiritual 
care (Battey, 2012). All the participants in this study did receive spiritual care training 
during their nursing education and other research show that registered nurses are more 
likely to perform spiritual care if they received training in it (Mamier et al., 2019). Yet the 
participants could feel reluctant to interact with patients’ spiritual concerns due to the 
uncertainty of being able to give the right answers or find the right words. Research show 
that reluctance of meeting patients’ spiritual needs is common (Leeuwen et al., 2006), on 
the other hand, O’Brien (2019) argue that registered nurses should feel confident meeting 
spiritual needs, considering that answers are not always needed in response to spiritual 
concerns. Listening is often enough to ease patients spiritual distress (Selby et al., 2017), 
and silence encourage patients to reflect upon their inner concerns and to find ways to 
express them (Minton et al., 2018). Thereby, being available and listening can be seen as 
important elements of identifying and meeting patients’ spiritual needs which is confirmed 
by the participants in this study. 
 
The participants described that they identified spiritual needs by observing the patient and 
looking for signs which indicate that the patient suffers from spiritual distress. This way of 
working in identifying spiritual needs is in line with Daher et al. (2015) who states that 
symptoms of spiritual distress indicate that a person’s spiritual health is at risk, and that 
these symptoms ought to be recognised in order to identify spiritual needs. Other research 
show that these symptoms often emerge from the experience of suffering (Baldacchino, 
2006; Chan, 2010; Ramezani et al., 2014), further the findings in this study show that 
spiritual needs can be identified out of patients’ suffering by seeing beyond the obvious. 
This leads to the reflection that the participants may obtain a holistic approach toward 
patients’ suffering which in line with Braun et al. (2016) helps to recognise and relieve 
patients spiritual distress. 
 
The findings show that praying, with or for the patient, is offered as spiritual care if the 
patient show symptoms of spiritual distress. This is in line with Minton, Isaacson and 
Banik (2016) who argue that nurses with the competence to pray should take advantage of 
it in order to provide broader spiritual care. The participants in this study referred to the 
chaplaincy when the patient needed more skilled spiritual care, this is in accordance with 
Fitch and Bartlett (2019) who further emphasise that registered nurses, who does not 
possess the ability to pray or meet patients’ spiritual needs, should be competent to 
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recognise symptoms of spiritual distress in order to involve another profession with the 
right competence. This could for example be the chaplaincy of the hospital, but it is of 
great importance not to generalise beliefs and spiritual needs, what kind of help and from 
who must be decided of the patient (Minton et al., 2016). This in line with the participants 
who described how they always respected the patients’ ways of expressing their beliefs and 
spiritual needs.  
 
The participants emphasised that patients spiritual distress can ease by prayers and even 
though it may not relieve distress altogether, it can leave the patient with hope (Fitch & 
Bartlett, 2019). On the other hand, research show that patients can experience hope by 
means of the health care personnel’s ability to listen and be sensitive to patients’ spiritual 
needs (Chan, 2010). Research show that unmet spiritual needs can increase patients 
suffering and that hope helps to transcend suffering (Chan, 2010; Mourão et al., 2017), 
which is confirmed by the participants in this study who emphasised that spiritual care 
helps the patients healing. This leads to the reflection that the involvement of spiritual care 
is essential for patients healing, as in line with Egnew (2005) who states that healing is a 
sense of personal wholeness that involves a person’s spiritual dimension.  
 
The findings show that it is difficult to use specific strategies to meet spiritual needs since 
needs always are individual and ought to be encountered with respect for the patients’ 
autonomy. This way of meeting spiritual needs is in line with O’Brien et al. (2019); 
Pedersen and Sivonen (2012) who argue that spirituality should be included in the 
individual care planning, and the focus should be on finding the reason for developing 
spiritual distress, in order to better understand the patient and discover how to meet their 
needs. 
 
The participants in this study may be more aware of the spiritual dimension of care than 
usual since it is an exceptional situation as the participants worked in a religious setting, 
this is confirmed by Leeuwen et al. (2006) who argue that the focus and commitment to 
spiritual care depends on personal experiences of spirituality. Further the findings show 
that personal spiritual beliefs are used by the participants as a main resource to meet 
patients’ spiritual needs, which is in line with Tirrell et al. (2019) who explains that 
spiritual beliefs can be a resource of strength for registered nurses in their working life. On 
the other hand, research show that there is a risk of misinterpreting the patients’ spiritual 
needs by only recognising the patients’ spiritual dimension through one’s own belief 
(Sivonen, 2017). This leads to the consideration that the participants may base their 
knowledge and skills out of their own belief, which could be a barrier in order to recognise 
spiritual needs of patients with other beliefs.  
 
Discussion of Method  
 
The study was carried out as an empirical study due to lack of previous published research 
in the field. A qualitative method with interviews was considered the most appropriate 
method to use, since it enables the opportunity to understand experiences from subjective 
and narrative perspectives (Polit & Beck, 2017). In accordance to Granheim and Lundman 
(2004) the credibility of the study increased by choosing the most appropriate method and 
collect enough data necessary to answer the aim of the study. In order to study the 
phenomenon empirically and unconditionally an inductive approach for the study was 
chosen (Henricson, 2017). However, the claim that research can be inductive has received 
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criticism since it is not possible to be completely unconditional due to previous knowledge 
that creates a pre-understanding of the studied phenomenon (Henricson, 2017).  
 
A convenience sample method was used to recruit the most readily available persons 
willingly to participate. The disadvantage of this sampling method is that those who are 
available may not be able to provide the most information-rich source for answering the 
aim of the study (Polit & Beck, 2017). On the other hand, sampling by convenience is time 
saving and considering the limitation of time for the study’s execution it was the most 
appropriate method to use (Polit & Beck, 2017). Few criteria were used to establish a wide 
variety of experiences (Polit & Beck, 2017), the participants worked in a wide range of 
wards in the hospital. The variations in the participants experiences added to the 
transferability of the results of this study (Granheim & Lundman, 2004). On the other 
hand, all participants were recruited from the same hospital, the workplace’s values and 
guidelines may have affected the participants’ descriptions of their experiences, and the 
participants own belief may also be affected. The authors had reflected about it, and both 
emerged that it is positive to get supported from the hospital leaders by getting lectures and 
knowledge but in the other hand the workplace´s values and guidelines should not affect 
the own´s spirituality.  
 
Both authors participated in each interview, a disadvantage is that it can be disturbing or 
incommode to the participant (Danielson, 2017), but it helped to obtain relevant 
information from the interviews and to minimize the risk of forgetting important words and 
the meaning of what was said (Danielson, 2017). Limits of audio recordings may be that 
the participant becomes nervous or causes the participant to become uncertain about their 
opinion and not dare to speak freely (Polit & Beck, 2017). 
 
The findings in this study reflects the individual nurses’ experiences, and due to the 
exceptional situation conducted this study in Peru, where the religion are connected 
strongly with the culture and that the participants worked in a religious hospital setting, the 
transferability of the study decreased since the participants in the study had knowledge and 
support of spirituality. On the other hand, the findings can be transferred to registered 
nurses in similar contexts where the registered nurses work from the same values as the 
participants in this study (Polit & Beck, 2017). The authors comes from a rather secular 
country with no experience of Christian or religions hospitals, and it has discussed and 
reflected the own view of spirituality, religion in health care between each other, it helped 
to not let the authors preconceived perceptions affect the interviews nor the analysis. The 
authors had also discussed continuously their perceptions of the subject, because of, the 
context of this study differed from the health care context in Sweden, where the religion is 
not prominent in the same way. 
 

The ethical standpoints and aspects that were made in this study were followed by being 
aware of protecting the participants’ identity, integrity and autonomy above all. The 
method was designed to answer the aim of the study which compensated for the 
participants’ effort and time that was given during. The eventual risks for participating in 
the study were evaluated and the risk of intruding their integrity was considered due to 
interview questions regarding their personal spiritual belief. Precautions were made by 
formulating the questions regarding the subject with a sensitive approach and informing 
the participants that all questions are voluntarily to answer. All participants were open 
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about their belief and practices which provided in-depth information about their 
experiences.  
 
Conclusion and relevance for the clinical practice  
 
The aim of the study was to examine registered nurses’ experiences of meeting patients’ 
spiritual needs in a hospital setting. The findings showed that it was difficult for these 
study participants to use specific strategies to meet spiritual needs since needs always are 
individual. Hence, how patients wish to receive spiritual care must always be respected. 
The participants mainly used their own belief as a resource to meet spiritual needs. There 
was a risk of misinterpreting patients’ spiritual needs by only recognising spirituality 
through one’s own belief. Meeting patients’ spiritual needs should always be done with 
respect for the patients’ ways of expressing their spirituality. Being available and listening 
were important elements of identifying and meeting patients’ spiritual needs, as well as 
observing the patient and looking for symptoms of spiritual distress. These symptoms often 
emerged from the experience of suffering. A holistic approach toward patients’ suffering 
helped to recognise and relieve patients spiritual distress. Spiritual care was recognised as 
an inseparable part of holistic care and the involvement of spiritual care is essential for 
patients healing. To summarize, the study has provided understanding of the importance of 
meeting patients´ spiritual needs and provide spiritual care in various hospital settings and 
countries, from a person-centred perspective. 
 
Further Studies 
 
This study has provided understanding about registered nurses’ experiences of meeting 
patients’ spiritual needs in a Peruvian context. Considering that it is worldwide a relatively 
unexplored research area, further research is needed. To enhance the knowledge about 
challenges and nursing skills in meeting patients’ spiritual needs, further research is needed 
in various non-religious hospital settings. 
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APPENDIX A 
 
 
 

Stockholm, Sweden 2018 
 
 
 
Dear xxx, 
 
We are two nursing students from Sophiahemmet University in Stockholm, Sweden. We 
are writing you this letter as a request to perform a research for our Bachelor’s thesis at the 
xxx hospital.  
 
The research area for the study is registered nurses’ experiences of meeting patients 
spiritual needs. The concept of spirituality has been carefully studied from a theoretical 
perspective, but spirituality is rarely observed in today's health care. We paid attention to 
the lack of focus on spiritual care during our nursing internships, even though providing 
spiritual care is included in registered nurses’ responsibilities. Due to the lack of focus on 
spiritual care, the objective with our research is to expand knowledge and describe 
strategies for registered nurses to encounter patient’s spiritual needs. 
 
The data for the study will be collected through interviews, the plan is to perform six to 
eight individual interviews with registered nurses. All data will be treated and stored 
confidentially.  
 
Preliminary interview questions: 

• Is spiritual care training included in the nursing curriculum? What are your 
experiences of learning about spiritual care?  

• What are your practical experiences as a nurse of identifying a person’s spiritual 
needs in a hospital setting?  

• How do you feel, meeting patients’ spiritual needs? 
 

The research will be conducted in the end of Mars, 2019. 
 
 
 
Best regards, 
 
Elsa Helg and Brenda Soto 
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APPENDIX B 
 
 
 

Xxx, Peru 2019 
 
 
 
Elsa Helg,  
+46761669226  
elsa.helg@stud.shh.se 
 
Brenda Soto Ticona, 
+46700174038  
brenda.sototicona@stud.shh.se 
 
Supervisor, Marie Tyrell 
marie.tyrell@shh.se 
 
 
 
I hereby approve that Elsa Helg and Brenda Soto Ticona are allowed to perform their 
interviews for their Bachelor’s thesis at the xxx hospital during April, 2019. 
 
 
 
____________________________ 
Place and Date 
 
 
____________________________ 
Signature 
 
 
___________________________ 
Name 
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APPENDIX C 
 
 

Xxx, Peru 2019 
 
 
 
To whom it may concern, 
 
 
 
We are two nursing students from Sophiahemmet University in Stockholm, Sweden. We 
are performing a research for our Bachelor’s thesis at the xxx hospital in Peru.  
 
The aim for the bachelor thesis is to describe registered nurses’ experience of meeting 
patients’ spiritual needs. The objective with our research is to expand knowledge and 
describe strategies for registered nurses to encounter patient’s spiritual needs. The data for 
the study will be collected through interviews with registered nurses, all data will be 
treated and stored confidentially.  
 
 
 
 
I hereby confirm that I have read the information above and that I give my informed 
consent to participate in the research. 
 
 
 
_____________________ 
Place and Date 
 
 
 
_____________________ 
Signature, Registered nurse 
 
 
 
____________________    
Name 
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APPENDIX D 
 

Interview guide 
 
General questions  

- How long have you been working as a registered nurse? 
- What areas of nursing have you worked in before you started here? 
- What type of ward are you working in now? 

 
Meaning of concepts 

- What does the concept “Holistic care” mean for you? 
- What does the concept “Spiritual care” mean for you? 

 
Registered nurses’ responsibility toward spiritual care 

- Can you describe what you think your professional responsibility is as a registered 
nurse regarding spiritual care? 

- Is spiritual care training included in the nursing curriculum? What are your 
experiences of learning about spiritual care? Explain! 

- What are your practical experiences as a nurse of identifying a person’s spiritual 
needs in a hospital setting?  

- What are your practical experiences as a nurse in providing spiritual care? 
 
Experienced feelings regarding spiritual care 

- How do you feel, meeting patients’ spiritual needs? Explain! 
- Do you ever feel reluctant to interact with patients about their spiritual needs? 

Explain! 
- What are your experiences of incorporating your own spiritual beliefs in working 

with persons receiving care in a hospital setting? 
- How do you experience meeting patients’ spiritual needs, when they possess a 

different spiritual belief than yourself?  
 

Additional questions 
- Can you give an example? 
- Can you elaborate? 
- What are your strategies? Explain! 
- How did you feel? 

 
Thank you for participating in this interview. Is there anything that I have omitted to 
ask that you think is relevant to the research subject? 
 
How did you experience this interview? 
 
 
 
 


