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“Every activity, every enquiry, every practice aims at some good”  

MacIntyre, 2007, p. 173 

  

Context 

In April of 2020, a Dutch newspaper headlines “Chaplains at Red Cross Hospital more valued 

than ever” (Bos, 2020). Another newspaper writes “Crisis? Fortunately, there is the chaplain” 

(Van der Rijt, 2020). This is just the start of a steady inflow of news reports in the Dutch and 

American media about the importance of chaplaincy during the Covid-19 crisis, and the result of 

a long process of chaplains’ articulation of their professional mandate and advocation for their 

work (Cadge, 2019).1  

             

Healthcare chaplaincy in the 21st century 

The appreciation of healthcare chaplaincy, however, was and is not always at this level. 

Throughout the development of the chaplaincy profession, chaplains have encountered many 

different challenges in terms of the legitimization of their presence. At present, two significant 

movements in the 21st century sociocultural landscape challenge chaplains’ raison d’être: 

secularization and evidence-based care. Key questions are: How do chaplains define who they are 

and what they contribute, and how do they communicate this understanding in a secularized and 

evidence-based context? An extended exploration of these two movements and their impact on 

chaplaincy is outlined below. In doing so, I will specifically focus on the role outcome research 

plays in responding to these two challenges. I thereby include two contexts in which processes of 

secularization and evidence-based care move at different paces: the Dutch context in which 

secularization more rapidly gained ground, and the American context in which evidence-based 

care picked up its momentum. But first I will take a step back to better understand the 

background of healthcare chaplaincy today. 

  

 

 
1 Chaplains go by different names in different contexts, like pastoral caregiver or spiritual caregiver. In this 

dissertation the word chaplain is used, unless another name is appropriate to the context. 
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A brief history of healthcare chaplaincy 

Chaplains are the spiritual care specialists responsible for the religious and spiritual dimension of 

care within the healthcare system, based on a generalist-specialist model of care in which other 

healthcare professionals provide general spiritual care and refer to a chaplain for more extensive 

spiritual support (Vandenhoeck, 2013). The Dutch Association of Spiritual Caregivers defines 

chaplaincy as ‘professional support, guidance and consultancy regarding meaning and belief 

systems’ (Dutch Association of Spiritual Caregivers, 2015, p. 7).  

The intersection of religion, spirituality and healthcare knows a long tradition, but modern 

Dutch healthcare chaplaincy can be traced back to the development of the training program for 

professional chaplains Klinische Pastorale Vorming (KPV) after World War II (Goudswaard, 

2006; Zock, 2019). This training program was inspired by its American equivalent Clinical 

Pastoral Education (CPE), born out of a 1920s American reformation movement within 

Protestant theological education to bring students out of the classroom into real-life situations 

(Cadge, 2012; Ford & Tartaglia, 2006; Tartaglia, 2015). Through “learning by doing”, ministers 

would be better equipped to serve patients in the “growth of souls at a time when pain, sorrow, 

frustration and surprise bring experiences that invite a new start in life.” (Cabot & Dicks, 1936, p. 

48; Tartaglia, 2015).  

            From the 1960s onwards, Dutch healthcare chaplaincy, as a new distinct profession, was 

characterized by further professionalization (Zock, 2019). In 1963, chaplains organized 

themselves in a professional organization, a predecessor of the in 1971 founded Association of 

Spiritual Caregivers (Vereniging voor Geestelijk VerZorgers). Their legitimization was further 

boosted by a statement of the National Hospital Council in 1972, declaring chaplaincy an integral 

part of the total care each hospital has to offer, and subsequently by the Care Institutions Quality 

Act in 2006, mandating healthcare institutions to provide chaplaincy care for patients who stay 

for more than 24 hours (De Vries, 2006; Rebel, 2006). The first Handbook of Chaplaincy was 

published in 1996 (Doolaard (ed.), 2006), followed by the first Standards of Practice in 2002 

(Dutch Association of Spiritual Caregivers, 2002).  

American healthcare chaplaincy colleagues tread a similar trajectory. In the 1930s, the 

first paid American healthcare chaplains were appointed (Cadge, 2012). They organized 
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themselves in a chaplaincy organization in the 1940s, since 1998 called the Association of 

Professional Chaplains (APC; Cadge, 2012, 2019). The American Hospital Association published 

a statement in the 1960s, calling chaplains a necessary part of providing total patient care (Cadge, 

2012). Standards of Practice for American chaplains in acute care were published in 2009, 

followed by overarching standards in 2015 (APC, 2009; 2015).  

 

Secularization 

This short history illustrates that major steps have been taken to advocate for the new profession 

of chaplaincy. However, as we enter the 21st century, questions around legitimization continue. 

As indicated, a contemporary challenge for chaplains is the increasingly secular context in which 

they work compared to modern chaplaincy’s beginnings. Before World War II, the vast majority 

of Dutch and Americans called themselves Christian (CBS, 2009; Gallup, 2021). At present, the 

religious landscape has changed radically with more than 50% Dutch and 23% Americans calling 

themselves unaffiliated (PEW, 2015; Schmeets, 2016). As a chaplain remarks: “Chaplaincy is no 

longer the “ministry” many of us thought we were entering”, as chaplaincy seeks to transform 

from a religious ministry to a new identity suited to a secular age (Nolan, 2021, p.1; Zock, 2019). 

Not just on the level of “the falling off of religious beliefs and practices” (Taylor, 2007, p. 

2) chaplains’ context has changed, they are also challenged on another level of secularization: the 

separation of churches and the modern Western state. Public spaces have been “emptied” of God, 

religion has largely become a private matter (Taylor, 2007, p. 2). In healthcare this has been 

visible in the secularization of healthcare institutions throughout the second half of the 20th 

century (Cadge, 2012, Zock, 2019). Where healthcare institutions were originally grounded in a 

specific faith tradition, for the Netherlands and the United States generally a Christian tradition, 

many institutions have now let go of their religious affiliations.  

Finally, chaplains are affected by a third level of secularization, that of “a move from a 

society where belief in God is unchallenged and indeed, unproblematic, to one in which it is 

understood to be one option among others” (Taylor, 2007, p. 3). In the Netherlands and the 

United States, religious belief, and which type of belief, are increasingly seen as a choice an 

individual can make among a wider array of possibilities. This includes an increase in religious 
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diversity through the growth of minority faiths by processes of globalization, a growing interest 

in spirituality since the 1990s, a rising number of people with multiple religious belongings and a 

blurring of boundaries between meaning and belief systems with people combining elements 

from different religious and non-religious worldview traditions (Liefbroer, 2020; Nolan, 2021; 

Zock, 2019).  

In summary, the contemporary context of modern professional chaplaincy compared to 

when the profession first came into existence, is one of a declining Christian population and a 

growth of worldview diversity. Chaplaincy, with its roots in a Christian background, is affected 

in the sense that chaplains’ presence is no longer evident. They have to ask themselves the 

question: do they only serve the shrinking affiliated (Christian) population, or do they also take 

care of the unaffiliated and people from other worldview traditions? Following the 

individualization of meaning-making and the secularization of healthcare institutions, chaplains 

are confronted with questions about their presence in public space, and their financing with 

public money (Zock, 2019). Answering on whose (religious) authority a chaplain works is more 

obvious when healthcare institutions, colleagues and chaplains share the same religious 

backgrounds (Cadge, 2012). In secular healthcare organizations, accommodating colleagues and 

clients from a wide range of worldview traditions, chaplains have to find new ways of 

legitimizing their care rather than solely religious arguments (Cadge, 2012). 

Of course, questions around chaplains’ identity and legitimization in an increasingly 

secular society are not entirely new for the 21st century. An example of chaplaincy for people 

outside the church is the rise of Humanist chaplaincy in the Netherlands since the 1960s 

(Schuhmann, Wojtkowiak, Lierop & Pitstra, 2021). In the 1970s, through changes in the Dutch 

healthcare structure, chaplains were required to work for all patients, not only for those belonging 

to their own faith/worldview group (Zock, 2019). Furthermore, at the end of the 1980s, the 

growth of Dutch patients with other religious backgrounds through immigration resulted in a 

chaplaincy conference titled ‘Confessing color, changing chaplaincy care in a multicultural health 

care system’ (Kleur bekennen, een veranderende geestelijke verzorging in een multiculturele 

gezondheidszorg, Van Buuren & Van Dijk, 2006). In the United States, a similar debate about 
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interfaith or multifaith chaplaincy started in the 1980s, with chaplains arguing they should serve 

all patients independent of their religious background (Cadge, 2012).  

Although the questions are not new, they are still very much alive after the turn of the 

century. For example, in 2000, the first Dutch academic programs for non-denominational 

chaplaincy were developed, followed in 2015 by the possibility of a non-denominational 

endorsement (Ten Napel-Roos, Mathijssen, Smeets & Zock, 2021). In the United States, 

chaplains have started conversations about changes in educational and board certification 

requirements, since currently only chaplains who have a theological degree and are endorsed by a 

religious group are eligible for certification, making it hard for unaffiliated people to become 

chaplains (LaRocca-Pitts, 2018). This year, the first special issue on secular chaplaincy of the 

Journal of Health and Social Care Chaplaincy opened with the question: Religious, Spiritual, 

Pastoral … and Secular? Where Next for Chaplaincy? (Nolan, 2021). 

  

Evidence-based care 

The second challenge for chaplaincy in the 21st century is the new context of evidence-based 

healthcare. This movement grew out of evidence-based medicine, originating in the 1980s when a 

group of clinical epidemiologists in Canada published a series of articles about how physicians 

could evaluate scientific evidence (Thoma & Eaves, 2015). The key components of evidence-

based medicine are: (1) consideration of the patient’s expectations (wishes), (2) physicians’ 

clinical skills, and (3) the best evidence available (Sackett, Rosenberg, Gray, Haynes & 

Richardson, 2000). Before the inclusion of research as a new form of authority, clinical decisions 

were mainly based on the first two components. The integration of patient values with clinical 

expertise and research evidence has shaped Dutch and American healthcare from the 1990s 

onwards. Paramedic fields, like psychology or social work followed suit.  

            Apart from the good intentions of evidence-based care, the further development of its 

discourse has received much criticism. Namely, an increasing emphasis has been placed on the 

evidence component relative to the other components. A Dutch report from the Council of Public 

Health and Society (2017) summarizes: “As a result, the reliance on a consensus within a 

specialist discipline has had to make way for reliance on statistics and numbers’’ (p. 7). 
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Furthermore, not all evidence is equally valued, portrayed in the well-known pyramid of evidence 

(Murad, Asi, Alsawas & Alahdab, 2016). In the pyramid, ‘weaker’ study designs are represented 

at the bottom, followed by case-control and cohort studies in the middle, then randomized 

controlled trials (RCT’s), and systematic reviews and meta-analysis at the top. This model favors 

knowledge that is quantifiable and suited to be studied in preferably RCT’s. However, there is 

important knowledge that cannot be quantified, nor studied in large scale experiments. Finally, 

governmental bodies, health insurers and disciplinary colleges have embraced evidence-based 

care principles to structure, finance, and control healthcare interventions, favoring again 

interventions that are more easily researched (The Council of Public Health and Society, 2017). 

In the marketization of healthcare in the Netherlands and the United States, this means that 

healthcare interventions are evaluated on the basis of their effectiveness, proven by high levels of 

evidence, and subsequently financed (Zorginstituut, 2019).  

As research gets important in making care decisions, the necessity to become a research-

informed profession grows. But not just research to inform clinical decisions becomes key, 

professionals also have to demonstrate the added value of their interventions through empirical 

evidence because the funding of care is increasingly evaluated on the basis of its outcomes. 

Outcome research thus becomes an important focus for professions. There is no consistent 

definition of outcome research, generally it points to research that is concerned with the end 

results, the outcomes, of certain healthcare practices (Jefford, Stockler & Tattersall, 2003). 

Outcomes can be studied with a variety of methodologies (non-experimental and experimental), 

but within the evidence-based care paradigm, evidence from experimental designs is mainly 

requested (Murad et al., 2016). Chaplains are not exempt from this imperative, they too are 

challenged to become a research-informed profession and demonstrate their contributions within 

the healthcare system (Cadge, 2012, Handzo, Cobb, Holmes, Kelly, & Sinclair, 2014).  

 

Healthcare chaplaincy outcome research 

As a response to both movements of secularization and evidence-based care, chaplaincy research 

begins to play an increasingly central role in the development of the profession (Handzo et al., 

2014; VGVZ, 2014; Zock, 2019). Chaplains start minimizing their role as religious authorities 
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and begin seeking authority on the basis of research about patients’ needs and chaplains’ 

effectiveness in addressing those needs. Chaplaincy leaders specifically start calling for outcome 

research. Through outcome research, they hope to expand the justification of the profession from 

religious arguments to arguments of empirical evidence. For example, in the Netherlands, 

inpatient chaplaincy was mandated in 1996 on the grounds of article 6 of the constitution about 

the right to profess one’s religion freely. With this legitimization under pressure through a 

growing unaffiliated population, one of the priorities of the Dutch Association of Spiritual 

Caregivers is to shift chaplaincy’s funding base from a merely legal to an empirical basis (2014). 

As another example, the Dutch Association of Spiritual Caregivers underscores research into 

identifying the effect and effectiveness of chaplaincy as a high priority for the coming years 

(2014, 2018). In the United States, a call for outcome research is issued because the future of 

chaplaincy depends, among others, on evidence of its contributions (Handzo et al., 2014). 

Some chaplains appreciate this turn to a more research-informed and outcome-oriented 

profession. Other chaplains are cautious, fearing that chaplaincy will lose its soul or identity 

(Burton, 2002). What has namely faded into the background in the evidence-based care 

development, is an understanding of the care relationship as singular, concerning each patient in 

his or her unique situation. A focus on research, with quantitative research considered the 

optimum, brings to the foreground an understanding of care as universally applicable, impersonal 

and standardized (The Council of Public Health and Society, 2017). For chaplains, the 

relationship with their clients is at the heart of their practice, a subject of lively debate is therefore 

whether a focus on research, particularly outcome research, might distort chaplaincy’s core 

values. Furthermore, chaplains wonder to what extent the dialogical, highly contextual, and even 

transcendent chaplaincy practices can be captured by this type of research (Burton, 2002; Zock, 

2019).  

 

Research question 

Based on the above outline of the context of chaplaincy in the 21st century, the rationale for this 

dissertation is to examine the role outcome research can play for healthcare chaplaincy in a 

secular and evidence-based care context. With two major sociocultural developments that move 
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chaplaincy towards outcome research, but with an ambivalent stance towards this type of 

research, the question arises in what sense outcome research will be fitting for chaplaincy. The 

central question this dissertation addresses is therefore: How can outcome research support 

healthcare chaplaincy in the 21st century? I explore this question in three steps: 

1.     By identifying research priorities for healthcare chaplaincy 

2.     By setting the stage for chaplaincy outcome research 

3.     By doing research to explore different aspects of outcome research 

In the studies I employ both theoretical as well as qualitative and quantitative empirical research 

methods. The appropriate methods are chosen in accordance with the aim of the study. More 

detailed descriptions of the methods are provided in each article.  

 

Outline  

Part I of the dissertation includes two articles in which the research priorities for the coming 

years for healthcare chaplaincy are identified. Since the turn of the century, research into 

chaplaincy has grown substantially. Spurred by this growth, and with increased pressure to prove 

chaplaincy’s added value, several researchers have stressed the need for a research agenda to 

strategically plan research priorities. While opinions about the research agenda of chaplaincy 

leaders are available in the literature, there is no information about the views of chaplains in 

general. To understand what chaplains prioritize to support chaplaincy for the coming years, 

colleagues and I asked healthcare chaplains in the United States and the Netherlands for their 

priorities. 

In Part II, we set the stage for conducting chaplaincy outcome research. We begin with 

arguments pro and against chaplaincy outcome research. As indicated, some chaplains believe 

that outcome research will bring the profession forward, but others express reservations fearing 

that this type of research will distort chaplaincy’s core values. Based on chaplains’ arguments, we 

propose four questions that can help researchers align the design of outcome studies with 

chaplaincy values. This specifically requires an understanding of the goals chaplains aim to 

achieve, in the fourth article we therefore focus on the question what the overarching chaplaincy 

goal for 21st century chaplaincy could look like. Through theoretical research we explore 
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philosophical rather than theological underpinnings that can encompass the variety of chaplaincy 

practices for people from different worldview backgrounds. In the fifth article we review the 

goals that chaplains describe in the Dutch chaplaincy literature.  

Part III includes several empirical studies into healthcare chaplaincy that explore different 

aspects of outcome research. In articles six, seven and eight, we validate a spiritual well-being 

instrument and investigate who might be in need of chaplaincy care. Article six studies a 

commonly used instrument, the FACIT-Sp-12, for its feasibility for the Dutch context. In article 

seven we employ the FACIT-Sp-12 to explore the levels of spiritual well-being and its predictors 

and associations for Dutch patients with advanced cancer. Article eight looks into the prevalence, 

predictors and associations of religious and spiritual struggles of American palliative patients. In 

articles nine and ten, we focus on what chaplains contribute to healthcare. Article nine explores 

what chaplaincy colleagues in palliative care think chaplains’ contribution entails. In article ten 

we study whether patients who receive chaplain care report higher levels of satisfaction with their 

overall hospital care compared to patients who do not receive chaplaincy care.  

The dissertation closes with a summary of the results in response to the central question 

and a broader discussion of the findings. I reflect on the contributions of the ten articles to an 

understanding of the role outcome research can play for chaplaincy, and formulate next steps for 

this type of research within the context of secularization and evidence-based care.  
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Abstract 

Chaplains in the United States and around the world appear to support an evidence-based practice 

approach to chaplaincy. While there continues to be strong growth in spiritual care research, 

several spiritual care researchers have stressed the need for a research agenda for chaplaincy. 

This study investigated the research priorities of chaplains who completed a survey distributed at 

four chaplaincy conferences in 2016. A total of 193 chaplains responded, resulting in 499 

comments. When compared to the findings of existing literature about research priorities for 

chaplaincy, chaplains’ views of research priorities appear to be very consistent with views of 

chaplaincy leaders. Both prioritize research on outcomes of spiritual care, the development and 

testing of the effectiveness of interventions, the development and evaluation of assessment and 

screening tools and research about key subgroups of patients. The chaplains in the survey 

however added to the agenda research about competencies, education and certification and 

research about the chaplain and the team.  
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Introduction 

Recent years have seen strong growth in spiritual care research (Mowat, 2008; Nolan, 2015). 

Since initial calls in the ‘90s to make spiritual care a research informed profession (Gleason, 

1998, 2004; O’Connor and Meakes, 1998; Vandecreek, 1999), there is now a common 

understanding in the field to work towards a more evidence-based practice (see Association of 

Professional Chaplains [APC], 2015, Standard 12; Fitchett, Nieuwsma, Bates, Rhodes, & 

Meador, 2014; Snowden et al., 2017). The number of articles on spirituality and health has been 

substantial enough to warrant several reviews (Fitchett, 2017; Galek, Flannelly, Jankowski, & 

Handzo, 2011; Jankowski, Handzo, & Flannelly, 2011; Kalish, 2012; Lichter, 2013; McCaroll, 

2015; Mowat, 2008; Pesut, Sinclair, Fitchett, Greig, & Koss, 2016; Proserpio, Piccinelli, & 

Clerici, 2011; Morgan, 2015). The time seems ripe for the strategic planning about research 

priorities in spiritual care research. Several spiritual care researchers have already stressed the 

need for a research agenda (Snowden et al., 2017; Jankowski et al., 2011; Puchalski, Vitillo, Hull, 

& Reller, 2014). Following the call of Puchalski and colleagues (2014) that the agenda should be 

based on the priorities of several stakeholders (e.g. clinicians, patients, researchers), we chose to 

survey chaplains about their views of the priorities for research.   

We began with a review of what spiritual care leaders had to say about priorities for 

spiritual care research. We found a modest number of opinions in the literature with five major 

research themes. The most prevalent theme was research on the effectiveness of spiritual care 

(Duffy & Munro, 2005; Fitchett & Grossoehme, 2012; Jankowski et al., 2011; Mowat, 2008; 

Proserpio et al., 2011; Selman, Young, Vermandere, Stirling, & Leget, 2014; Weaver, Flannelly, 

& Liu, 2008). For example Weaver and colleagues (2008) call for research that determines the 

extent to which patient’s needs are being met and the best ways of meeting them. The 

effectiveness of spiritual care is ranked third in the top five priorities in the survey of Selman and 

colleagues (2014) on research priorities in spiritual care in palliative care.   

     Measuring the effectiveness of spiritual care was very closely connected to a second 

theme: research on the outcomes of spiritual care (Fitchett & Grossoehme, 2012; Handzo, Cobb, 

Holmes, Kelly, & Sinclair, 2014; Jankowski et al., 2011; Puchalski et al., 2014; Selman et al., 

2014; Shields & Emanuel, 2014; Weaver et al., 2008). For example Fitchett and Grossoehme 
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(2012) call for the development or selection of measures of key outcomes associated with 

effective spiritual care. Mowat (2008) and Handzo and colleagues (2014) call for more outcome-

oriented research since this has been a neglected area in spiritual care research. 

      A third recurrent theme was the development and testing of spiritual care interventions 

(Fitchett & Grossoehme, 2012; Jankowski et al., 2011; Mowat, 2008; Puchalski et al., 2014; 

Selman et al., 2014). Puchalski and colleagues (2014) state that research should focus on the 

therapeutic and cost effectiveness of interventions or on outcomes of interventions that are in line 

with the mission of the institution. Jankowski and colleagues suggest research on "which 

practices are best for which kinds of patients in what patients' settings" (2011, p.117).  

     A fourth theme was the development and evaluation of spiritual care screening and assessment 

tools (Fitchett & Grossoehme, 2012; Jankowski et al., 2011; Mowat, 2008; Selman et al., 2014; 

Shields & Emanuel, 2014; Weaver et al., 2008). This area was ranked as first priority in the 

research of Selman and colleagues (2014). Fitchett and Grossoehme (2012) suggest that research 

in this area should focus on tools that are able to measure whether spiritual care reduces unmet 

spiritual needs, pain or distress.    

      A fifth theme that stood out was research on key subgroups of patients (e.g. young and 

old, men and women, racial/ethnic groups, different faiths or ‘nones’), focused on possible 

variation in their spiritual needs, resources and distress (Fitchett & Grossoehme, 2012; Flannelly, 

2010; Jankowski et al., 2011; Proserpio et al., 2011; Selman et al., 2014; Shields & Emanuel, 

2014; Weaver et al., 2008).  

      In addition, several other themes were mentioned. Some authors pointed to the need for 

research based conceptualizations and definitions of spirituality (Kalish, 2012; Mowat, 2008; 

Selman et al., 2014) and spiritual care (Jankowski, 2011; Proserpio, 2011; Weaver et al., 2008). 

Others called for a standardized description of chaplain activities (taxonomy) (Fitchett & 

Grossoehme, 2012; Jankowski et al., 2011; Proserpio et al., 2011; Weaver et al., 2008). Shields & 

Emanuel (2014), Fitchett and Grossoehme (2012) and Mowat (2008) suggested research about 

the trajectory over time of patients' and families' religious and spiritual coping with illness. 

Fitchett and Grossoehme (2012) suggested that critical reviews are needed of existing research 

about patient’s religious and spiritual resources, needs and coping mechanisms to see which areas 
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have been covered by high quality research and which areas need additional research. Kalish 

(2012) and Selman and colleagues (2014) call for research on chaplain competencies and 

training. And lastly Puchalski and colleagues (2014) encourage the study of innovative projects 

in spiritual care, following Fitchett (2017) especially in the outpatient context.   

While the above articles describe the opinions about the research agenda for spiritual care 

of leaders in spiritual care and other professions, there is no information about the views of 

chaplains in general on this subject. Thus, the aim of this project was to identify the research 

priorities of chaplains in general. 

 

Method 

A brief written survey was distributed to chaplains who participated in research workshops by 

Fitchett and colleagues at four professional chaplaincy conferences in the winter and spring of 

2016: Neshama: Association of Jewish Chaplains (NAJC), the HealthCare Chaplaincy Network 

(HCCN), the National Association of Catholic Chaplains (NACC) and the Association of 

Professional Chaplains (APC). The participants were asked to complete the survey and return it 

before the workshop began. The survey question read: "Please use the space below to write down 

what you think are the most important areas for chaplaincy research." The survey included space 

to describe three important areas for chaplaincy research followed by some questions about the 

respondents’ background. 

Following the method of open coding, the three authors reviewed the comments and 

individually assigned codes to them.  The authors discussed and combined these codes through 

an iterative process to produce an initial thematic code book.  This code book was used to recode 

the comments; themes and subthemes were added and consolidated until saturation was achieved 

and no new themes emerged.  This final codebook was utilized for another round of independent 

coding, and disagreements were reconciled as a group to finalize our data analysis.   

 

Results 

A total of 193 chaplains completed a survey which resulted in a total of 499 comments about 

research priorities. The vast majority of the respondents worked as healthcare-chaplains, two-
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third in a full time position. The vast majority reported a board certification (BCC) by one of the 

major chaplaincy organizations (APC, NAJC, NACC), and 10 were CPE supervisors. Of 187 

respondents who responded to the question about length of time employed as a chaplain, 52 

chaplains (28%) reported they worked less than 5 years, 100 (53%) chaplains 6 to 20 years and 

35 (19%) chaplains more than 21 years as a chaplain. (A detailed description of the sample is 

contained in Supplementary Table 1.)  

Table 1 presents an overview of the seven major research themes in the chaplains' 

comments (N=499). As can be seen in the table, the vast majority of the comments were about 

outcomes of chaplaincy work (41%). Of these 206 comments, 27% were about outcomes of 

specific interventions, 24% were about research about specific outcomes like satisfaction, quality 

of life, readmission etc., 14% were about outcomes in general, 14% about outcomes for the 

organisation, 13% about outcomes for specific patient or family groups and 8% about outcomes 

in conjunction with chaplain characteristics. 

Another frequently mentioned theme was research about chaplains (17%) including 

characteristics of chaplains and research about important chaplaincy activities (e.g., spiritual 

assessment). Of these 86 comments, 28% concentrated on competencies, education and 

certification, and 27% on assessment and measurement.  

Other often mentioned themes were research on interventions (12%), and the chaplain and 

the team (9%). Research about patients and families (6%), perceptions about chaplaincy (4%) and 

theory (0,4%) was mentioned the least often. The Appendix presents a sample of respondents' 

comments for the major research themes.  

 

Discussion 

The views of research priorities of the chaplains who completed our survey are very consistent 

with views of chaplaincy leaders. Four areas of research score as high priorities for both 

chaplains in the survey and chaplaincy leaders: (a) research about outcomes of spiritual care, (b) 

the development and testing of the effectiveness of interventions, (c) the development and 

evaluation of assessment- and screening tools, and (d) research on key subgroups of patients.  
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aThe subthemes listed are the most common ones, therefore the number and percents do not add up to the total 

number of the theme. 

 

Unique to chaplains in the survey, however, was an emphasis on research about competencies, 

education and certification and on research about the chaplain and the team.  

Some chaplaincy colleagues have asked whether practicing chaplains and chaplain leaders 

differ in their desire for research. There is a small body of evidence by Fitchett and colleagues 

(2014) and Snowden and colleagues (2017) that the vast majority of chaplains think research is 

important and they endorse an evidence-based approach. The findings of this study provide 

further evidence that chaplains are very attuned to the research priorities for the profession that 

have been articulated by its leaders. How can we explain this remarkable alignment between the 

views of chaplains and the leaders of the profession? One possible explanation is that this is not a 

Table 1. Research priorities for healthcare chaplains (N=499) 

Research theme and subthemesa N (%) 

Outcomes associated with chaplain care 

   For specific interventions  

   For specific outcomes (e.g. satisfaction, quality of life, readmission etc.) 

   For specific interventions  

   For outcomes in general   

   For the organisation  

   For specific patient or family groups    

   In conjunction with chaplain characteristics (e.g. BCC, faith concordant etc.)                                                                                                                                       

206 (41) 

55 (27) 

49 (24) 

28 (14) 

28 (14) 

27 (13) 

17 (8) 

Chaplains: who they are, what they do 

   Competencies, education and certification 

   Assessment and measurement 

   Screening and referrals  

   A standardized language of spirituality/ spiritual care 

   Self-care                                      

86 (17) 

24 (28) 

23 (27) 

7 (8) 

6 (7) 

6 (7) 

Interventions 

   Development and description of both general and specific interventions 

61 (12) 

45 (74) 

The chaplain and the team 

   Impact of chaplain care on the team 

   Chaplain integration in the team           

46 (9) 

23 (50) 

10 (22) 

Patients and families 

   Research about patient characteristics, conditions, spiritual needs and distress 

28 (6) 

13 (46)   

Perceptions about chaplaincy 

   Perceptions of patients and staff about chaplains 

19 (4) 

11 (58) 

Theory 2 (0.4) 

Other 4 (1) 

Unable to code 47 (9) 
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representative sample because the respondents were chaplains who self selected to participate in a 

research workshop; the opinions of chaplains who are not interested in research have therefore 

not been included. An alternative explanation is that chaplains are listening to what the leaders of 

the profession and leaders in healthcare in general are saying and are well informed about the 

priorities for research. 

Following from the above, a clear limitation of our research is the selective sample of our 

respondents. Our results are likely biased to chaplains who already have an interest in research. 

Furthermore, the sample is small in comparison to the total number of chaplains working in the 

United States. A larger, more representative sample, focused on those who are currently 

employed as chaplains may lead to other results. The consistency however between the research 

priorities in the literature and the research priorities of the respondents strengthens our findings. 

Further research will be needed to clarify whether participants in this research project are really 

representative of their frontline colleagues. Meanwhile these findings give us hope that 

chaplaincy colleagues understand the importance of research and are ready to join in efforts to 

advance a research informed approach to the profession.  

As we think about developing a research agenda for chaplaincy it is helpful to be aware of 

other models or theories that have been proposed. Fitchett and Grossoehme (2012), inspired by 

Feudtner, propose a three-stage model that outlines steps for developing spiritual care research. 

Their first step is to research the religious and spiritual needs, resources and coping mechanisms 

of patients and families. The second step is to build a theory or model with this data. And the 

third step is to develop and test interventions based on the theory or model. Additional theoretical 

frameworks could be built on the models of Duffy and Munro (2005) or Mowat (2008). Duffy 

and Munro developed a systems diagram that maps the steps needed to measure client centred 

outcomes. Mowat proposes a model based on the patient’s journey in the healthcare system that 

systematically outlines relevant areas for chaplaincy research and offers a frame to assess which 

areas have been researched so far.  

Regardless of the content of spiritual care research we should also be attentive to the 

methods employed in it. This is a point that Galek and colleagues (2011) and Selman and 

colleagues (2014) emphasize, calling for more robust and appropriate research methodologies. 
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Galek and colleagues (2011) particularly highlight the need for more sophisticated statistical 

analyses, hypothesis testing and the use of explanatory models since these are underrepresented 

in the methods in existing chaplaincy research. Lastly, although only two of the 499 comments of 

our survey suggested more research on the theory of chaplaincy (this low number may be because 

the majority of the respondents interpreted the instructions of the survey as naming empirical 

research priorities), we want to acknowledge the importance of the continuing development of 

theory in the profession.  

The next important question is: what will it take for the profession to move spiritual care 

research ahead? This article has identified priorities for these efforts. The task for professional 

chaplains and their professional organisations should be to work together to develop the 

capacities to support these future research endeavours.  
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Supplementary Table 1. Chaplain characteristics  

 N (%) 

Current employment (N = 191)a 

   Full-time healthcare chaplain 

   Part-time healthcare chaplain 

   Otherb 

 

127 (66) 

31 (16) 

33 (17) 

Place of work (N = 175) 

   Teaching hospital (including with specialty) 

   Community hospital 

   Specialty hospital 

   Hospice 

   Nursing home 

   Other in healthcare/other in general 

   More than one of the above 

 

84 (48) 

47 (27) 

22  (13) 

30 (17) 

29 (17) 

21 (12) 

41 (23) 

Certification (N = 170) 

   BCCc 

      APC (BCCI) 

      NACC 

      NAJC 

   Other chaplaincy certificatione 

   CPE supervisors (ACPE) 

      Candidate 

      Associate supervisor/supervisor   

 

133 (78) 

57 (43)d 

36 (27) 

40 (30) 

24 (14) 

13 (8) 

3 (23)f 

10 (77) 

Years worked as a chaplain (N = 187) 

   <5 

   6-10 

   11-20 

   21+ 

 

52 (28) 

42 (22) 

58 (31) 

35 (19) 

Survey distributed in meeting (N = 193) 

   Neshama Association of Jewish Chaplains 

   HealthCare Chaplaincy Network 

   National Association of Catholic Chaplains 

   Association of Professional Chaplains 

 

58 (30) 

25 (13) 

61 (32) 

49 (25) 
a For several variables our total responses are less than 193 due to missing data. 
b Includes: retired (4), student (8), other and unspecified (21). 
c15 indicated certification by more than one of these organizations.  
d Percent of Board Certified Chaplains. 
e Includes: CPSP (2), CASC (2), other and unspecified (20). 
f Percent of CPE supervisors (ACPE).    
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Appendix: Example quotations 

Research themes Example quotations 

Outcomes associated with 

chaplain care 

“Impact of chaplaincy on patient in the Intensive Care Unit.” 

“Study effect on quality of life for similar patients with and 

without benefit of hospice interdisciplinary care (with focus 

on spiritual care).” 

“Value of chaplaincy for hospital bottom line.” 

“What interventions are most effective/ineffective?” 

“Performance/effectiveness of board certified chaplains 

versus those who are not.” 

Chaplains: who they are, what 

they do 

“What kind of education is necessary for chaplains to be 

effective?” 

“Thorough comparison of spiritual assessment models that 

yields evidence of which are the best and should be the 

industry standard.” 

“Developing effective screening tools for spiritual care 

referrals.” 

“Creating common language of chaplaincy, taxonomy, 

spiritual assessments, outcomes.” 

“Learning to identify and honor proper boundaries and self-

care strategies.” 

Interventions “Interventions for those who have dementia.” 

“Life review - tools to empower patients with life limiting 

[illness] ... to reflect, own, pass on [their] life stories.” 

The chaplain and the team “Showing how spiritual care of staff improves staff 

retention.” 

“In hospitals: affirmed, welcomed and respected part of the 

health care team.” 

Patients and families “Family members' coping after death with spiritual distress in 

processing grief.” 

Perceptions about chaplaincy “Value of chaplain from viewpoint of medical staff in ER 

situations." 

Theory “What psychology/sociology theory best serves a chaplain's 

work?” 
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Abstract  

The aim of this study was to identify research priorities for health care chaplaincy in the 

Netherlands according to practicing chaplains and chaplaincy leaders. To this end a two-round 

Delphi study was conducted. The first round in which participants were asked to list at least three 

research priorities was completed by 249 respondents. Through content analysis, the resulting 

811 priorities were merged into 54 research topics in 10 domains. In the second round, 179 

respondents ranked these topics on a Likert scale from 1-5 (low priority - high priority) from the 

perspective of the patient/client, the organization and the profession. Based on the mean score of 

each topic, five research priorities were identified: (a) to investigate the effect of chaplain care 

according to the patient/client; (b) to determine the patients’/clients’ need(s) for chaplaincy; (c) to 

investigate the effect of chaplain care on the patient/client; (d) to identify possibilities for 

chaplaincy practice in outpatient care; and (e) to investigate how to develop a stronger profile for 

chaplaincy in the Netherlands. These priorities resonate with research on this topic from other 

countries and indicate directions for future research efforts to improve chaplaincy care. 

 

 

 

. 
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Introduction 

Chaplaincy leaders worldwide emphasize the need for chaplaincy research and invite chaplains to 

become research literate (Fitchett, 2002; Handzo, Cobb, Holmes, Kelly, & Sinclair, 2014; 

Morgan, 2015; Mowat, 2008; Myers & Roberts (eds.), 2014; Weaver, Flannelly & Liu, 2008). In 

Europe, the European Network of Healthcare Chaplaincy (ENHCC) underlined research as an 

integral part of chaplaincy in the Salzburg Statement, proposing that “some chaplains lead the 

research agenda to ensure that high quality research is conducted into healthcare chaplaincy 

outcomes” (ENHCC, 2014, p. 1). In accordance with this statement, chaplaincy leaders in the 

Netherlands1 have stressed the need to carry out chaplaincy research (Dutch Association of 

Spiritual Caregivers, 2014). 

      Chaplaincy (or spiritual caregiving, the translation of the Dutch term geestelijke verzorging) 

is integrated in various sectors in the Netherlands. Chaplains can be found in health care, the 

military, prison, law enforcement, and more recently in independent practices2 (Vlasblom, 

Walton, Steen, Van der, Doolaard & Jochemsen, 2014; Zock, 2008). Dutch chaplains work in an 

increasingly secularized society; nowadays, a small majority of the Dutch indicate that they are 

not affiliated to a religious community (Schmeets, 2016). This has led to a shift in the 

understanding of chaplaincy from primarily religious terms to broader terms, evident in the 

description of Dutch chaplaincy as offering “professional support, guidance and consultancy 

regarding meaning and belief systems” (Dutch Association of Spiritual Caregivers, 2015, p. 7). 

The increasing secularization has also led to the rise of humanist chaplaincy (since the 1950s) and 

unaffiliated chaplaincy (since the 1990s). Dutch chaplains are trained in one to three year-long 

academic master programs at several universities in Christian, Humanist, Buddhist, Hinduist, 

Jewish, Islamic, or unaffiliated chaplaincy. 

 In the past couple of years, it has become increasingly clear that further 

professionalization of chaplaincy will require strategic and high-quality outcome research. 

Chaplains, like many other professionals, are expected to demonstrate their added value to health 

care (Handzo et al., 2014). The Dutch Association of Spiritual Caregivers, therefore, underscores 

 
1 That is, chaplaincy researchers, educators, and board members of the Dutch Association of Spiritual Caregivers. 
2 That is, chaplaincy practitioners who run their own private chaplaincy practice. 
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research in identifying the effect and effectiveness of chaplaincy as a high priority for the coming 

years to strengthen the evidence-based justification of the profession and to expand the scientific 

knowledge base (Dutch Association of Spiritual Caregivers, 2014). Following this imperative to 

work towards an evidence-based practice of chaplaincy, this study aims to determine research 

priorities to inform the future Dutch chaplaincy research agenda and investigate whether Dutch 

chaplains are in agreement with what chaplaincy leaders are proposing.    

 Two other research priority studies have been conducted in the past years: an international 

study on research priorities in spiritual care according to palliative care researchers and clinicians 

(Selman, Young, Vermandere, Stirling, & Leget, 2014) and a study on research priorities 

according to chaplains in the United States (Damen, DeLaney & Fitchett, 2018). Key priorities 

listed in one or both of these studies are research into the effectiveness and outcomes of spiritual 

care; the development and testing of spiritual care interventions; the development and evaluation 

of spiritual care screening and assessment tools; the development and evaluation of conversation 

models; overcoming barriers to spiritual care in staff attitudes; key subgroups of patients; 

chaplain competencies; and finally the chaplain and the team. The research priorities of 

practicing chaplains and chaplaincy leaders in the Netherlands will be the focus of this Delphi 

study.  

 

Method 

The Delphi study is a widely used method to identify research priorities for a specific field in 

order to establish what areas of research should be funded (Keeney, Hasson & McKenna, 2011). 

The purpose of this method is to achieve a convergence of valid expert opinion on a specific real-

world issue (Hsu & Sandford, 2007; Keeney et al., 2011). A Delphi study consists of two or more 

rounds in which participants work through a questionnaire that is returned to the researcher(s) 

between every round. In this way the subsequent rounds build on the results of the previous 

rounds and induce an iterative process that allows the participants to reassess their initial 

judgments when exposed to the perspectives of other participants (Hsu & Sandford, 2007; 

Keeney et al., 2011).   
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 In this Delphi study, experts were defined as “specialists in the field of chaplaincy in the 

Netherlands”. An invitation to participate in the study was sent via email by the Dutch 

Association of Spiritual Caregivers to chaplains. An invitation was also sent to the educators 

from Chaplaincy Master programs and the network of independent chaplain practitioners. 

Because not all invitations were sent by the researchers of this study, the precise number of sent 

invitations is unclear. We estimated that a total of 1,036 invitations were sent to chaplain 

specialists in the Netherlands (986 members of the Dutch Association of Spiritual Caregivers 

(Berghuijs & Liefbroer, 2017) plus approximately 50 invitations sent to educators of the 

Chaplaincy Master programs and independent chaplain practitioners). The Delphi study consisted 

thereafter of two rounds of online surveys that were developed in Survey Monkey. 

  

Delphi Round 1: soliciting of ideas and ranking of statements    

In the first round participants were asked to identify at least 3 and at most 10 research priorities 

for chaplaincy for the coming 10 years. The survey question read: “Which chaplaincy studies do 

you prefer to be conducted within the next 10 years? Please specify at least 3 priorities and write 

your answers down in order of priority.” This question was followed by 23 statements about 

chaplaincy research areas that participants could rank on a Likert scale from 1 to 5 (no priority - 

high priority) or choose ‘no opinion’. The statements were derived from previous studies on 

research priorities for chaplaincy according to chaplains in the United States (Damen et al., 

2018), research priorities for spiritual care in palliative care (Selman et al., 2014) and the white 

paper on Meaning-Making in Health Care of the Dutch Organisation for Health Research and 

Development (ZonMw, 2016). Participants could only enter the second part of the survey after 

finishing the open-ended question to avoid any influence of the statements on their self-reported 

priorities. 

 A thematic content analysis was performed on the comments from the open-ended 

question to produce an initial thematic codebook with themes and subthemes. The comments 

were then recoded and themes and subthemes were added until saturation was achieved. The final 

codebook was used for a last round of recoding. At the end the themes and subthemes of the 

codebook were compared to the mean scores of the 23 statements based on a 5-item Likert scale 



 48 

(1 as no priority - 5 as high priority). Statements with a mean of ≥4 were taken into account but 

already proved to be present in the themes of the final codebook, so no addition to the codebook 

was made. 

 

Delphi Round 2: ranking of statements  

The questionnaire for the second round was developed on the basis of the themes and subthemes 

of the final codebook. Participants were invited to rank the topics on a Likert scale from 1 to 5 

(no priority - high priority) or choose ‘no opinion’. The topics were to be evaluated from three 

different perspectives: the research priority from the perspective of patients/clients, the 

organization and the profession. By specifying these perspectives the researchers expected to 

have more insight into the reasoning behind the ranking of a topic. They furthermore wanted to 

see if the various perspectives would result in different scores. The topics were sent in random 

order to avoid bias by survey fatigue. For the analysis of the comments descriptive statistics were 

used to determine the mean rating, the standard deviation and the median. ‘No opinion’ was 

calculated as missing.  

 

Results 

The first round was completed by 249 respondents. This is a response rate of 24% (249/1,036), if 

our estimation of the target group is correct. Thirty-nine questionnaires were unanswered or 

incomplete and therefore excluded from the analysis, leaving a remaining number of 210 

questionnaires. In the second round 72% (179/249) participants responded. Twenty-four 

unanswered questionnaires were excluded leaving a total number of 155 questionnaires.  

 The demographic characteristics of the participants of the first and second rounds are 

listed in Table 1. The characteristics were very similar in both rounds so no demographic bias is 

expected between the rounds. The majority of the participants were female (61%) and the 

participants’ mean age was 52 years (range 27-72). The mean years of work experience in 

relation to chaplaincy was 13 years (range 0.5-41).  
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Results- research priorities round 1  

The request in the first round to name at least three research priorities resulted in 811 comments. 

These were categorized in 10 domains comprising a sum of 54 research topics. The topics cover a 

wide spectrum of chaplaincy research ranging from the outcomes of chaplaincy and chaplaincy 

interventions to a more general topic such as meaning making in the 21st century. The complete 

list of domains and topics, including the number of comments related to the topic, is presented in 

Table 2. 

 

Results-  research priorities round 2 

The scoring of the comments was analyzed by calculating the median and the interquartile range 

and the mean and the standard deviation. Comments with a median of 5 (high priority), an 

interquartile range of 4 to 5, and a mean of ≥ 4 were considered research priorities. Combining 

the median with the mean is a technique used to show whether convergence has occurred by a 

movement toward central tendency (Holey, Feeley, Dixon, & Whittaker, 2007). The research 

priorities with this definition are proposed by at least 50% of the respondents and have a high 

aggregate judgement. Calculating the mean furthermore allowed for a more detailed 

differentiation as many of the comments fell into the same range. The mean rating of the topics is 

presented in Table 2. The top five topics per perspective and per total is presented in Table 3. No 

significant differences were observed between the means of the research priorities when tested 

for gender, age, denomination, position, area of work, and years of work experience unsing the 

independent t-test, p>.05. 

 

Discussion 

This Delphi study highlights the priorities for future research into chaplaincy according to Dutch 

chaplaincy specialists. The study had an average response rate (24%) for an email survey in the 

first round and a good follow up response rate (72%) in the second round. It demonstrated 

considerable interest among Dutch chaplains to prioritize research priorities and might indicate 

future support for research into chaplaincy. Since chaplaincy has a short research tradition in the  
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Table 1. Demographic characteristics  

 Respondents Round 1  

(N = 210), N (%) 

Respondents Round 2  

(N = 155), N (%) 

Age in years, mean (SD) (N = 210) 

51.4 (10.6) 

(N = 154) 

52.0 (9.9) 

Gender  

   Male 

   Female 

   Unspecified 

(N = 209) 

80 (38.3) 

129 (61.7) 

(N = 154)     

59 (38.3)   

94 (61) 

1 (0.6) 

Denomination        

   Protestant 

   Roman Catholic 

   Humanist 

   Not affiliated 

   Buddhist 

   Muslim 

   Hindu 

   Other 

(N = 209) 

79 (37.8)a 

55 (26.3) 

52 (22.9) 

41 (19.6) 

5 (2.4) 

3 (1.4) 

1 (0.4) 

12 (5.7)c 

(N = 154) 

61 (39.6)b 

45 (29.2) 

36 (23.3)   

25 (16.2)   

3 (1.9)  

2 (1.3)   

1 (0.6)      

11 (7.1)d                  

Current positione 

   Chaplain 

   University/college professor 

   Chaplaincy researcher 

   Head of chaplaincy services 

   Chaplaincy student 

   Other   

(N = 210) 

175 (83.3) 

13 (6.2) 

9 (4.2) 

6 (2.9) 

4 (1.9) 

9 (4.3)f 

(N = 154) 

131 (85.1) 

12 (7.8) 

5 (3.2) 

4 (2.6) 

2 (1.2) 

6  (3.9)g 

Area of workh 

   Elderly care 

   Hospital 

   Independent practitioner  

   Mental health care   

   University/college  

   Mentally disabled care 

   Military 

   Prison 

   Other 

(N = 210) 

71 (33.8) 

55 (26.2) 

26 (12.4) 

17 (8.1) 

12 (5.7) 

8 (3.9) 

9 (4.3) 

4 (1.9) 

15 (7.1)    

(N = 154) 

54 (35.1) 

44 (28.6) 

18 (11.7) 

12 (7.8) 

12 (7.8) 

6 (3.9) 

4 (2.6) 

1 (0.6) 

10 (6.5)j 

Years of work experience in 

relation to chaplaincy, mean (SD) 

(N = 202) 

12.7 (8.6) 

(N = 154) 

13.1 (8.2) 

aThe total percentage is more than 100 because 36 respondents chose more than one denomination, of which two 

respondents chose three denominations. The most common combinations were Roman Catholic and not affiliated 

(10), Protestant and not affiliated (8) and Humanist and not affiliated (5).   
bThe total percentage is more than 100 because 27 respondents chose more than one denomination, of which three 

respondents chose three denominations. The most common combinations were Roman Catholic and not affiliated 

(8), Protestant and not affiliated (5), Humanist and not affiliated (4) and Roman Catholic and Protestant (4).  
cOther includes: does not apply (7) and other Christian (5). 
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dOther includes: does not apply (7) and other Christian (4). 
e The total percentage is more than 100 because respondents chose more than one current position. 
fOther includes: staff of the Dutch Association of Professional Chaplains (3), retired chaplains (3), a military 

employee (graduated chaplaincy student) (1), a pastoral psychologist (1) and a health care manager (1). 
g Other includes: staff of the Dutch Association of Professional Chaplains (3), retired chaplains (2) and a health care 

manager (1). 
hThe total percentage is more than 100 because respondents chose more than one area of work. 
iOther includes: applying for jobs (5), the Dutch Association for Professional Chaplains (3), rehabilitation (2), retired 

(2), drug addiction treatment (2) and youth (1). 
j Other includes: rehabilitation (3), the Dutch Association of Professional Chaplains (3), retired (2), drug addiction 

treatment (1) and applying for jobs (1). 

 

 

Table 2. Results Round 1 (N=210 providing 811 comments) and 2 (N=155) 

Domains and categorisation of research topics from Round 1 Round 

1 

Na  

Round 2, patient/ 

organisation/ 

profession, 

meanb 

Outcomes associated with chaplain care 

   The effect of chaplain care for a specific outcome 

   The effect of a specific intervention 

   The effect of chaplain care on specific patients/groups 

   The effect of chaplain care on the patient/client 

   The effect of chaplain care according to the patient/client 

   The effect of chaplain care on an organization 

   The effect of chaplain care compared to other professions 

 

48 

41 

33 

32 

14 

8 

7 

----- + 

183 

 

3.68 / 3.51 / 3.59 

3.31 / 3.52 / 3.58 

3.33 / 3.27 / 3.40 

4.32 / 4.27 / 4.34 

4.36 / 4.16 / 4.27 

2.99 / 3.99 / 3.66 

3.23 / 3.58 / 3.64 

 

Satisfaction about chaplain care  

   Of patients/clients  

   Of physicians and nurses  

   Of administrators  

   Of patients/clients about group work 

   Of family members/loved ones about chaplain care 

 

27 

3 

3 

1 

1 

-----+ 

35 

 

3.69 / 3.71 / 3.67 

3.19 / 3.59 / 3.58 

2.71 / 3.45 / 3.35 

3.02 / 3.01 / 2.99 

3.28 / 3.25 / 3.33 

Chaplaincy interventions  

   Specific interventions 

   The development of methodology 

   Interventions in general (including case-studies) 

   Best practices 

 

87 

32 

8 

5 

-----+ 

132 

 

3.46 / 3.34 / 3.86 

3.29 / 3.13 / 3.72 

3.04 / 2.93 / 3.28 

3.70 / 3.62 / 3.99 

Collaboration and integration  

   Collaboration with other professions 

 

52 

 

3.35 / 3.53 / 3.68 
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   Spiritual care by other professions/volunteers in collaboration 

   with chaplains 

   Integration into the general healthcare offer 

   BIG registration (Individual Health Care Professions register) 

15 

3 

4 

-----+ 

74 

2.94 / 3.14 / 3.21 

3.76 / 3.71 / 3.92 

2.93 / 3.11 / 3.53 

Meaning making and worldview  

   Meaning making of a specific group 

   Meaning making in relation to a specific life issue 

   Meaning making in contemporary society 

 

28 

20 

12 

-----+ 

60 

 

3.03 / 2.75 / 3.01 

3.63 / 3.24 / 3.53 

3.45 / 3.09 / 3.52 

Working fields  

   Possibilities for chaplaincy practice in outpatient care 

   New working fields for chaplaincy 

 

44 

12 

-----+ 

56 

 

4.17 / 3.75 / 4.27 

3.15 / 2.99 / 3.62 

Chaplaincy and worldview  

   The significance of ideological endorsement 

   Chaplaincy in a secular society 

   Not ideologically endorsed chaplaincy 

   Collaboration between denominations 

 

19 

19 

11 

7 

-----+ 

56 

 

2.34 / 2.36 / 3.04 

3.37 / 3.33 / 3.86 

2.31 / 2.33 / 2.87 

2.12 / 2.24 / 2.43 

Perceptions about chaplaincy  

   Developing a stronger profile for chaplaincy 

   Perceptions about chaplaincy 

   What do others know about what chaplains do 

   Reasons for chaplain cutbacks 

   A new legal framework for chaplaincy 

 

34 

9 

4 

1 

1 

-----+ 

49 

 

3.38 / 3.71 / 4.11 

3.36 / 3.53 / 3.38 

2.99 / 3.59 / 3.54 

2.63 / 2.93 / 3.18 

2.52 / 2.93 / 3.18   

The need(s) for chaplaincy  

   The need(s) of a specific group for chaplaincy 

   Patients’/clients’ need(s) for chaplaincy 

   The need for spiritual/religious rites 

   The need of patients/clients for a chaplain of the same 

   denomination 

 

21 

12 

2 

1 

-----+ 

36 

 

3.71 / 3.47 / 3.59 

4.35 / 4.08 / 4.19 

2.96 / 2.69 / 2.96 

2.26 / 2.17 / 2.29 

Other  

   The difference between chaplaincy and other professions 

   Uniform quality indicators, competencies, education 

   Appropriate research methods for chaplaincy 

   Chaplaincy in relation to the concept of positive health 

 

20 

15 

10 

8 

 

2.97 / 3.38 / 3.59 

2.88 / 3.17 / 3.54 

2.74 / 2.82 / 3.55 

3.64 / 3.84 / 3.93 
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   A new name for chaplaincy 

   Spiritual assessment tools 

   Bridging the language gap between chaplains and others 

   Indications for referral to chaplaincy 

   Development of a body of knowledge 

   Chaplaincy documentation in electronic medical records 

   Online chaplaincy 

   Chaplaincy as critical stance against market-led thinking 

   The spirituality/drive/values of chaplains 

   Benchmarks for chaplaincy departments 

   Specialization within chaplaincy 

   The willingness to change of chaplains 

7 

7 

7 

5 

5 

5 

4 

3 

3 

2 

1 

1 

-----+ 

103 

2.79 / 2.84 / 3.02 

2.93 / 2.93 / 3.42 

2.89 / 3.61 / 3.76 

3.74 / 3.86 / 3.99 

2.73 / 3.12 / 3.38 

2.82 / 3.13 / 3.21 

2.77 / 2.63 / 2.80 

2.53 / 2.72 / 2.86 

2.46 / 2.40 / 2.90 

2.95 / 3.27 / 3.34 

2.56 / 2.73 / 3.05 

2.14 / 2.58 / 2.82 

Unable to code  27  
aTotal number of comments is in bold. 
bMeans>4 are in bold 

 

Netherlands, and there is a hearty debate whether research into chaplaincy is a valuable route to  

follow, this is a promising sign for future research endeavours.  

 The first priority, to investigate the effect of chaplaincy care according to the patient/client,  

as well as the third priority, to investigate the effect of chaplaincy care on the patient/client, are  

very attuned to the research priorities proposed by the Dutch Association of Spiritual Caregivers  

(2014). As mentioned in the introduction, its policy plan underscores research into the effect and  

effectiveness of chaplaincy as a high priority for the coming years. The priorities defined in this  

study also resonate with a global emphasis within health care for outcome research following the  

principles of evidence based medicine. In the Netherlands only care interventions that have  

proven to be effective become part of the health insurance package, so that outcome research is a  

crucial gateway to financing care (The Council for Public Health and Society, 2017). However,  

research into outcomes of chaplaincy care is also controversial as there is an ongoing discussion  

within the field about the possibility and desirability of an outcome-oriented approach to  

chaplaincy care (Handzo et al, 2014; Jorna, 2005; Nolan, 2013, 2015). A few critical comments  

against outcome research were voiced in the survey's commentary fields. Skepticism regarding  

research into outcomes is related to the profession’s strong focus on relationship, presence, and  

the uniqueness of the Other, which are values that are not easily translated into demarcated  
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interventions and, therefore, difficult to study within the framework of predictable and replicable  

outcome research (Handzo et al., 2014; Nolan, 2015; Schuhmann, 2016). In light of the limited  

level of research literacy among chaplains due to the short chaplaincy research tradition, the  

question may be raised whether chaplains are fully informed about the principles and conditions  

of outcome research and truly ready to embrace its requirements. 

 The second priority, to determine the patients’/clients’ need(s) for chaplaincy, is a self-

evident research priority to improve care. If we look at the connection of this priority to the first 

and third priority, the assessment of needs is the first step in models that outline steps for the 

development of outcome research (Duffy & Munro, 2005; Fitchett & Grossoehme, 2012; Mowat, 

2008; Van Yperen, Veerman & Bijl, 2017). This priority may also be linked to the transformation 

of the profession following the secularization of Dutch society in the past decades. Not only were 

chaplains challenged to answer questions concerning the relevance of their services for secular 

patients, they also had to legitimize their profession in modern secular health care organizations 

in which attention for meaning making and worldview became curtailed from the public space to 

the private sphere (Van de Geer & Leget, 2012; Schuhmann & Damen, 2018). Through exploring 

patients’/clients’ needs for spiritual care, research can provide an answer to this dual question of 

legitimacy.  

 The fourth priority, to identify possibilities for chaplaincy practice in outpatient care 

(including its funding), is in line with a trend within (Dutch) health care toward outpatient care. 

Ongoing technological advancements within health care result in shorter hospital stays and more 

possibilities for outpatient treatments. In long-term care, the Dutch government has initiated a 

shift by promoting patients to be cared for at home, thereby delegating financial and 

organizational responsibilities to local communities. This shift in the locus of health care 

provision challenges chaplains to reorganize their work to reach outpatients and find new ways of 

funding outside of institutional funding (Dutch Association of Spiritual Caregivers, 2014). For 

new ways of funding, for example through health insurance packages, research into the outcomes 

of chaplaincy is a prerequisite, connecting the fourth priority to the first and third priorities.   
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Table 3. Research priorities 

 Research priorities 

patients/clients 

x̄ 

 

Research priorities 

organisation 

x̄ 

 

Research priorities 

profession 

x̄ 

 

Research priorities 

total 

x̄ 

 

1 To investigate the 

effect of chaplain 

care according to the 

patient/client 

4.36 To investigate the 

effect of chaplain 

care on the 

patient/client 

4.27 To investigate the 

effect of chaplain 

care on the 

patient/client 

4.34 To investigate the 

effect of chaplain 

care according to the 

patient/client 

4.36 

2 To determine 

patients’/clients’ 

need(s) for 

chaplaincy 

4.35 To investigate the 

effect of chaplain 

care according to the 

patient/client 

4.16 To identify outpatient 

possibilities for 

chaplaincy 

4.27 To determine 

patients’/clients’ 

need(s) for 

chaplaincy 

4.35 

3 To investigate the 

effect of chaplain 

care on the 

patient/client 

4.32 To determine 

patients’/clients’ 

need(s) for 

chaplaincy 

4.08 To investigate the 

effect of chaplain 

care according to the 

patient/client 

4.27a To investigate the 

effect of chaplain 

care on the 

patient/client 

4.34 

4 To identify 

possibilities for 

chaplaincy practice 

in outpatient care 

4.17   To determine 

patients’/clients’ 

need(s) for 

chaplaincy 

4.19 To identify 

possibilities for 

chaplaincy practice 

in outpatient care 

4.27 

5     To investigate how to 

develop a stronger 

profile for chaplaincy 

in the Netherlands  

4.11 To investigate how to 

develop a stronger 

profile for chaplaincy 

in the Netherlands 

4.11 

aSince research priority 3 had a higher standard deviation than research priority 2, this priority is ranked lower although the mean is the same. 
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 Finally, the fifth priority, to investigate how to develop a stronger profile for chaplaincy, 

might be a response to the marginalization of chaplaincy in the past years (Dutch Association of 

Spiritual Caregivers, 2014). A small body of research shows that patients, clinicians and 

managers are either not aware of the existence of chaplaincy, or have misconceptions about what 

chaplains do, relating their work for example mainly to religious activities (Anbeek & 

Palmboom, 2014; Molenaar, 2016). This invisibility of chaplaincy could be a partial explanation 

for their marginalization, and an incentive for developing a stronger profile for chaplaincy.  

 If we compare the Dutch research priorities to international research priorities in the U.S. 

and Europe, we can see great similarities. Research into the effect of chaplaincy care is also a 

priority proposed by the European Network of Health Care Chaplaincy (2014), by spiritual care 

researchers and clinicians in an international priority study by Selman et al., (2014) and U.S. 

chaplains (Damen et al., 2018). A recently published article about the state of science in 

spirituality and palliative care research stresses the need for “hypothesis-driven outcomes 

research based on a priori specification of the spiritual dimensions under investigation and their 

longitudinal relationship with key palliative outcomes, the use of validated measures of 

predictors and outcomes, and rigorous assessment of potential confounding variables” 

(Steinhauser et al., 2017, p. 428). The second priority, research into the patients’/clients’ need(s) 

for chaplaincy, is also mentioned by Selman et al. (2014), Damen et al. (2018) and in the state of 

science in spirituality and palliative care research part II by Balboni et al. (2017), phrased 

however as the development and testing of spiritual screening and assessment tools to measure 

the needs for spiritual care. This difference in phrasing can be explained by the unfamiliarity of 

Dutch chaplains with the use of screening and assessment tools. The third and fourth priority, 

research into possibilities for chaplaincy practice in outpatient care and the development of a 

stronger profile for chaplaincy, are not mentioned in other research priority studies but do come 

up in several chaplaincy articles (Cadge, Calle & Dillinger, 2011; Donahue et al., 2017; Fitchett, 

2017; Gomez-Castillo et al., 2015; King, Jarvis & Schlosser-Hall, 2006), indicating that these 

themes are also not restricted to the Netherlands. Research priorities that score high in other 

studies but are less prioritized in this study are: the development and evaluation of conversation 

models and overcoming barriers to spiritual care in staff attitudes (Selman et al., 2014); research 
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into key subgroups of patients; research about competencies, education and certification; and 

research about the chaplain and the team (Damen et al., 2018; Balboni et al., 2017). The 

similarities between the Dutch, European and U.S. research priorities indicate that the challenges 

chaplaincy faces transcend national borders. International cooperation to inspire and learn from 

each other’s research efforts may be an important opportunity to advance further 

professionalization of the profession.  

 A limitation of this study is the self-selection of chaplains because they were reached by 

invitation. The sample might therefore predominantly include chaplains that are interested in 

research. On the other hand, the sample is similar to the demographic characteristics of the 

members of the Dutch Association of Spiritual Caregivers in mean age (54 years), gender (64% 

female) and denomination (Protestant 42%, Roman Catholic 30%, Humanist 12%, Muslim 2,3%, 

Buddhist 1,4%, Jewish 0.7%, Unaffiliated 18%), with the exception that the sample has a higher 

number of humanist respondents (about 23%) (Berghuijs & Liefbroer, 2017). This considerable 

representation of Dutch health and social care chaplains indicates a reduced self-selection bias 

and strengthens the representativeness of the findings. A second limitation is the analysis of the 

qualitative data of the first round by only one researcher. Although the analysis has been done 

carefully, the design of the second round would have increased validity if the qualitative data 

from round one was analyzed by more than one researcher. This limitation was mitigated against 

by discussing the analysis of the data with relevant advisors before designing the second round. A 

third limitation is the second round’s long list of topics that had to be rated according to the three 

perspectives of patient/client, organisation and profession. A few respondents noted that they 

pulled out because of the amount of questions and/or the haziness of responding from the 

different perspectives of patient/client, organization and profession. Since the means between the 

three perspectives showed no major differences, we conclude that the perspectives should be 

omitted or designed differently in subsequent studies. 

 This is the first study to explore the research priorities according to Dutch chaplaincy 

specialists. Five research priorities were identified, of which the first three priorities were similar 

to international research priorities, and research priority four and five could be a relevant addition 

to the international agenda. For the future development of a research agenda for chaplaincy in the 
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Netherlands, these five priorities should be taken into account, bearing in mind that the 

respondents might not have been fully aware of the consequences of their choice due to a limited 

level of research literacy. A research agenda should therefore preferably be developed with 

continual feedback from practicing chaplains.  

 

Acknowledgments 

The authors extend their appreciation to all the chaplains who completed the survey.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 59 

References 

Anbeek, C. W., & Palmboom, G. (2014). De levensbeschouwelijke professional in transitie.

 Handelingen 3: 5-19. 

Balboni, T.A., Fitchett, G., Handzo, G., Johnson, K.S., Koenig, H., Pargament, K., … 

 Steinhauser, K.E. (2017). State of the science of spirituality and palliative care 

 research part II: Screening, assessment, and interventions. Journal of Pain and 

 Symptom Management 54(3): 441-453. doi:10.1016/j.jpainsymman.2017.07.029. 

Berghuijs, J., & Liefbroer, A. I. (2017). Religieuze en levensbeschouwelijkediversiteit in het 

 leven en werk van geestelijk verzorgers. Researchreport. Available online: 

 http://docplayer.nl/63963560-Religieuze-en-levensbeschouwelijke-diversiteit-in-het-

 leven- en-werk-van-geestelijk-verzorgers.html 

Cadge, W., Calle, K., & Dillinger, J. (2011). What do chaplains contribute to large academic 

 hospitals? The perspectives of pediatric physicians and chaplains. Journal of 

 Religion and Health 50(2): 300-312. doi:10.1007/s10943-011-9474-8. 

Damen, A.M., DeLaney, A.S., & Fitchett, G. (2018). Research priorities for chaplaincy: views of 

 US chaplains. Journal of Health Care Chaplaincy 24(2): 57-66. 

 doi:10.1080/08854726.2017.1399597. 

Donahue, P.K., Norvel, M., Boss, R.D., Shepard, J., Frank, K., Patron, C., & Crowe, T.Y. 

 (2017). Hospital Chaplains: Through the eyes of parents of hospitalized children. Journal 

 of Palliative Medicine 20(12): 1352-1358. doi:10.1089/jpm.2016.0547. 

Duffy, J., & Munro, G. (2005). Measuring the effectiveness of chaplaincy: What to audit. 

 Scottish Journal of Health Care Chaplaincy 8(2): 9-13. doi:10.1558/hscc.v8.i2.9. 

Dutch Association of Spiritual Caregivers (2014). Policy plan 2014-2018. Available online: 

 https://docplayer.nl/16294710-Beleidsplan-vgvz-2014-2018-vereniging-van-

 geestelijk-verzorgers-in-zorginstellingen.html. 

Dutch Association of Spiritual Caregivers (2015). Professional standard for spiritual 

 caregiving. Available online: https://vgvz.nl/wp-

 content/uploads/2018/07/Beroepsstandaard-2015.pdf. 

https://research.vu.nl/en/persons/christa-anbeek
https://doi.org/10.1080/08854726.2017.1399597
http://dx.doi.org/10.1558/hscc.v8.i2.9
https://vgvz.nl/wp-
https://vgvz.nl/wp-


 60 

European Network of Health Care Chaplaincy (2014). Salzburg Statement of the 13th 

 consultation of the European Network of Health Care Chaplaincy. Available online: 

 http://www.enhcc.eu/2014_salzburg_statement.pdf. 

Fitchett, G. (2002). Health Chaplaincy as a research-informed profession: How we get there. 

 Journal of Health Care Chaplaincy 12(1-2): 67–72. doi 10.1300/J080v12n01_07. 

Fitchett, G., & Grossoehme, D. (2012). Health care chaplaincy as a research-informed 

 profession. In S. Roberts (ed.), Professional spiritual and pastoral care: a practical 

 clergy and chaplain’s handbook. Woodstock, VY: SkyLight Paths Publishing. 

Fitchett, G. (2017). Recent progress in chaplaincy-related research. Journal of Pastoral Care and 

 Counseling 71(3): 163-175. doi: 10.1177/1542305017724811. 

Gomez-Castillo, B., Hirsch, R., Groninger, H., Baker, K., Cheng, J., Phillips, J., … Berger, A. 

 (2015). Increasing the number of outpatients receiving spiritual assessment: A pain and 

 palliative care service quality improvement project. Journal of Pain and Symptom 

 Management 50(5): 724-729. doi:10.1016/j.jpainsymman.2015.05.012. 

Handzo, G. F., Cobb, M., Holmes, C., Kelly, E., & Sinclair, S (2014). Outcomes for 

 professional health care chaplaincy: an international call to action. Journal of Health 

 Care Chaplaincy 20: 43–53. doi: 10.1080/08854726.2014.902713. 

Holey, E. A., Feeley, J. L., Dixon, J., & Whittaker, V. J. (2007). An exploration of the use of 

 simple  statistics to measure consensus and stability in Delphi studies. BMC Medical 

 Research Methodology 7,52. doi:10.1186/1471-2288-7-52. 

Hsu, C., & Sandford, B.A. (2007). The Delphi technique: Making sense of consensus. 

 Practical Assessment, Research and Evaluation 12(10). Available online: 

 https://scholarworks.umass.edu/pare/vol12/iss1/10/. 

Jorna, T. (2005). De geestelijke dimensie in de geestelijke verzorging. Kritische noties bij 

 Bouwers competenties van het vak. Tijdschrift Geestelijke Verzorging 8: 36–46. 

Keeney, S., Hasson, F., & McKenna, H. (2011). The Delphi technique in nursing and health 

 research. Chichester, West Sussex, U.K: Wiley-Blackwell.  

King, S.D., Jarvis, D., & Schlosser-Hall, A. (2006). A model for outpatient care. Journal of 

 Pastoral Care and Counseling 60(1-2): 95-107. doi: 10.1177/154230500606000110. 

http://enhcc.eu/2014_salzburg_statement_dutch.pdf
http://enhcc.eu/2014_salzburg_statement_dutch.pdf
http://www.enhcc.eu/2014_salzburg_statement.pdf
https://doi.org/10.1300/J080v12n01_07
https://doi.org/10.1016/j.jpainsymman.2015.05.012
https://doi.org/10.1080/08854726.2014.902713
https://doi.org/10.1177/154230500606000110


 61 

Molenaar, C.S.A. (2016). Hart voor de zorg en zorg voor het hart. Masterthesis University of 

 Humanistic Studies. Available online: https://research.uvh.nl. 

Morgan, M. (2015). Literature review. Available online: 

 file:///C:/Users/Annelieke/Downloads/SHV+Review+of+Literature+June+2015%20(2

 ).pdf . 

Mowat, H. (2008). The potential for efficacy for health care chaplaincy. Available online: 

 https://docplayer.net/45509282-The-potential-for-efficacy-of-healthcare-chaplaincy-

 and-spiritual-care-provision-in-the-nhs-uk.html.  

Myers, G. E., & S. Robers (Eds.). An invitation to chaplaincy research: entering the process. 

 Available online: https://healthcarechaplaincy.org/wp-

 content/uploads/2021/06/hcc_research_handbook_final.pdf. 

Nolan, S. (2013). Re-evaluating chaplaincy: To be, or not.... Health and Social Care 

 Chaplaincy 1:  49–60. doi:10.1558/hscc.v1i1.49. 

Nolan, S. (2015). Health care chaplains responding to change: embracing outcomes of 

 reaffirming relationships? Journal of Health and Social Care Chaplaincy 3(2): 93-

 109. doi:10.1558/hscc.v3i2.27068. 

Okoli, C., & Pawlowski, S. D. (2004). The Delphi method as a research tool: An example, 

 design considerations and applications. Information and Management 4: 15–29. 

 doi:10.1016/j.im.2003.11.002. 

Powell, C. (2003). The Delphi technique: Myths and realities. Journal of Advanced Nursing 

 41: 376–382. doi:10.1046/j.1365-2648.2003.02537. 

Schmeets, H. (2016). De religieuze kaart van Nederland, 2010-2015. Centraal Bureau voor de 

 Statistiek. Available online: https://www.cbs.nl/nl-nl/publicatie/2016/51/de-religieuze-

 kaart-van-nederland-2010-2015. 

Schuhmann, C. (2016). Counseling in a complex world: Advancing relational well-being. 

 Journal of Constructivist Psychology 29(3): 318-330. 

 doi:10.1080/10720537.2015.1102109.  

Schuhmann, C., & Damen, A. (2018). Representing the Good: Pastoral care in a secular age. 

 Pastoral Psycholoy 67: 405-417. doi:10.1007/s11089-018-0826-0. 

https://docplayer.net/45509282-The-potential-for-efficacy-of-healthcare-chaplaincy-
https://docplayer.net/45509282-The-potential-for-efficacy-of-healthcare-chaplaincy-
https://healthcarechaplaincy.org/wp-
https://healthcarechaplaincy.org/wp-
https://www.cbs.nl/nl-nl/publicatie/2016/51/de-religieuze-
https://www.cbs.nl/nl-nl/publicatie/2016/51/de-religieuze-
https://doi.org/10.1007/s11089-018-0826-0


 62 

Selman, L., Young, T., Vermandere, M., Stirling, I., & Leget, C. (2014). Research priorities 

 in spiritual care: An international survey of palliative care researchers and clinicians. 

 Journal of Pain and Symptom Management 48(4): 518-531. 

 doi:10.1016/j.jpainsymman.2013.10.020. 

Steinhauser, K.E., Fitchett, G., Handzo, G., Johnson, K.S., Koenig, H., Pargament, K., …, 

 Balboni, T.A. (2017). State of the science of spirituality and palliative care research 

 part I: Definitions and taxonomy, measurement, and outcomes. Journal of Pain and 

 Symptom Management 54(3): 428-440. doi: 10.1016/j.jpainsymman.2017.07.028. 

The Council for Public Health and Society (2017). No evidence without context. About the 

 illusion of evidence‐based practice in healthcare. Available online: 

 https://www.raadrvs.nl/documenten/publications/2017/6/19/no-evidence-without-

 context.-about-the-illusion-of-evidence%E2%80%90based-practice-in-healthcare. 

Van de Geer, J., & Leget, C. (2012). How spirituality is integrated system-wide in the  

 Netherlands Palliative Care National Program. Progress in Palliative Care 20(2): 98-

 105. doi: 10.1179/1743291X12Y.0000000008. 

Van Yperen, T., Veerman, W. J., & Bijl, B. (Eds.) (2017). Zicht op effectiviteit. Handboek 

 voor resultaatgerichte ontwikkeling van interventies in de jeugdsector. Rotterdam: 

 Lemniscaat. 

Vlasblom, J.P., Walton, M.N., Steen, J.T. van der, Doolaard, J.J., & Jochemsen, H. (2014).  

 Developments in health care chaplaincy in the Netherlands and Scotland: A content 

 analysis of professional journals. Health and Social Care Chaplaincy 2(2): 235-254. 

 doi:10.1558/hscc.v2i2.20409. 

Weaver, A. J., Flannelly, K.J., & Liu, C. (2008). Chaplaincy research: its value, its quality 

 and its future. Journal of Health Care Chaplaincy 14(1):3-19. 

 doi:10.1080/08854720802053796. 

Zock, H. (2008). The split professional identity of the chaplain as a spiritual caregiver in 

 contemporary dutch health care: Are there implications for the United States? Journal of 

 Pastoral Care & Counseling 62(1-2): 137-139. doi:10.1177/154230500806200113. 

https://www.raadrvs.nl/documenten/publications/2017/6/19/no-evidence-without-
https://www.raadrvs.nl/documenten/publications/2017/6/19/no-evidence-without-
http://dx.doi.org/10.1558/hscc.v2i2.20409
https://doi.org/10.1080/08854720802053796
https://doi.org/10.1177/154230500806200113


 63 

ZonMw (2016). De mens centraal. ZonMW-signalement over zingeving in de zorg. Available  

 online: https://publicaties.zonmw.nl/zingeving-in-de-zorg/. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 64 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 65 

Part II. Setting the stage for chaplaincy 

outcome research 
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Chapter 3 

Can outcome research respect the integrity of chaplaincy? A review of 

outcome studies 
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Abstract 

In recent years, some within chaplaincy have advocated for a stronger focus on outcomes, 

including outcome research, whereas others in the field have questioned an outcome-oriented 

perspective. In this article, existing outcome studies are reviewed in relation to the ongoing 

discussion about a process- or outcome-oriented approach to chaplaincy. A central question 

emerges from this discussion: how can outcome research be designed that respects the integrity 

of the profession of chaplaincy? A literature search in MEDLINE/Pubmed produced twenty-two 

chaplaincy outcome studies that met the inclusion criteria. A review of these studies shows that 

so far most have focused on secondary chaplaincy outcomes (e.g., satisfaction) using quantitative 

designs. To respect the integrity of chaplaincy, it is recommended that future studies should also 

focus on characteristic chaplaincy outcomes, use mixed methods designs, and articulate more 

clearly how their chosen outcomes, outcome measures, and interventions relate to the work of 

chaplaincy. 
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Introduction 

Recent years have seen the growth of research in the profession of chaplaincy. Specifically, the 

importance of research into the outcomes of chaplaincy care has been emphasized by some 

chaplaincy leaders and practicing chaplains. O'Connor (1998) and Peery (2012), for example, 

argue that outcome research is important for quality development within the profession because 

chaplains need to know if the care they deliver results in the outcomes they hope to achieve. 

From another perspective, Handzo and colleagues (Handzo, Cobb, Holmes, Kelly & Sinclair, 

2014) argue for outcome research because, in the context of modern evidence-based healthcare, 

the "funding of interventions and care providers is increasingly evaluated against the data for the 

efficacy of the intervention" (p. 43). They emphasize that chaplains are not exempt from this 

imperative and are required to prove their added value through outcome research. In Europe, the 

European Network of Health Care Chaplaincy issued the Salzburg Statement, calling for high 

quality research into healthcare chaplaincy outcomes in order to provide best spiritual care 

(2014). In a secularized country such as the Netherlands, the Dutch Association of Spiritual 

Caregivers prioritizes outcome research to expand the legitimacy and basis for funding of the 

profession (Dutch Association of Spiritual Caregivers, 2014, p. 8). Finally, in two studies in the 

US and the Netherlands, chaplains describe outcome research as a top research priority for the 

coming years (Damen, Delaney & Fitchett, 2018; Damen, Schuhmann, Lensvelt-Mulders & 

Leget, 2020). 

 Yet outcomes and chaplaincy care are not obvious partners. Historically, the profession 

has valued personal competence, presence, and relationship building (inspired by, for example, 

Sigmund Freud, William James, Carl Rogers and, in the Netherlands, Andries Baart) over 

methods and outcomes (Gleason, 1998; Kruizinga, 2017). From this perspective, chaplaincy is 

often characterized as process- rather than outcome-oriented, and chaplains are mostly familiar 

with thinking about process instead of outcome (Cadge, Calle & Dillinger, 2011; Lyndes et al., 

2012). This began to change at the turn of the 21st century, when some chaplains started 

advocating for a stronger focus on outcomes (for example, see VandeCreek & Lucas, 2001; 

Vandenhoeck, 2007). Following Gleason (1998), Peery refers to a paradigm shift within 

chaplaincy, calling outcome-oriented chaplaincy the "operant paradigm for professional 
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chaplaincy in the twenty-first century" (2012, p. 346). Some chaplains support this shift, as the 

recent calls within the literature demonstrate. Others, more cautious, suggest a critical approach 

towards outcomes (Jorna, 2005; Nolan, 2013; 2015), pointing out that "the question for chaplains 

is whether adapting to the new reality will be at the cost of distorting what we value and believe 

to be important about spiritual care" (Nolan, 2015, p. 94). 

 This article will discuss the role of outcome research in chaplaincy. Our central question 

is: How can outcome research be designed that respects the integrity of the profession of 

chaplaincy? To answer this question, we start with a review of existing chaplaincy outcome 

studies in order to not only discuss the question theoretically but also look at empirical examples. 

We restrict ourselves to quantitative and mixed methods outcome studies. These studies are 

closer to the peak of the evidence-based pyramid (the level of cohort studies and higher), using 

the types of evidence considered to be the most reliable in the healthcare research paradigm 

(Straus, Glasziou, Richardson & Haynes, 2019).   

Second, to get insight into how these studies relate to chaplaincy values, we discuss the 

arguments about process- or outcome-oriented chaplaincy that influence chaplains' outlook on 

outcome research. Third, based on the arguments for or against outcomes in chaplaincy, we 

identify four questions that arise when designing chaplaincy outcome research and then critically 

discuss how to address these questions in order to respect the integrity of the profession. Finally, 

we turn back to the existing studies to examine how they deal with these questions and what we 

can learn for future outcome research. In the conclusion, we answer our central question. 

 

Review of outcome studies: method and results 

Method 

Eligible studies were identified by searching the MEDLINE/PubMed database following the 

PRISMA checklist for systematic reviews (Moher, Liberati, Tetzlaff & Altman, 2009). The final 

search was run on April 24, 2018 with the following keywords: (Chaplain* OR pastor* OR 

"spiritual care*") AND (outcome* OR effect*). No restrictions were made regarding the 

publication date. To supplement the search, review articles of chaplaincy research were scanned 

for relevant studies (Fitchett, 2017; Galek, Flannelly, Jankowski, & Handzo, 2011; Jankowski, 
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Handzo, & Flannelly, 2011; Kalish, 2012; Lichter, 2013; Morgan, 2015; Mowat, 2008; Pesut, 

Sinclair, Fitchett, Greig, & Koss, 2016; Proserpio, Piccinelli, & Clerici, 2011; Steinhauser et al., 

2017). Included articles were (a) peer-reviewed, (b) published in English, and (c) discussed 

outcomes for patients and/or relatives in healthcare. The flow chart of the search is presented in 

Figure 1. 

 

Figure 1. Literature search 
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Results 

Twenty-two articles reporting chaplaincy outcome research were identified. The articles are 

presented in Table 1. When we look at the chosen outcomes for the studies, we see that 

satisfaction with (chaplain) care is the outcome that is used most frequently. Other frequent 

outcomes include quality of life, anxiety, depression, religious coping, and spiritual well-being. 

Most studies focus on patient-reported outcomes from a wide variety of validated questionnaires; 

only four studies focus on other types of outcomes, such as care received at the end of life, 

medical costs, length of stay, and care visits (Balboni et al., 2010; 2011; Iler, Obenshain & 

Camac, 2001; Rabow, Dibble, Pantilat, McPhee, 2004). Many of the studies examine the impact 

of chaplain care by itself. Several of the studies examine the effects of chaplain care as a 

component of a multi-disciplinary intervention (Balboni et al., 2007; 2010; 2011; Daaleman, 

Williams, Hamilton & Zimmerman, 2008; Rabow et al., 2004; Rummans et al., 2006; Sun et al., 

2016; Williams, Meltzer, Arora, Chung & Curlin, 2011). Most studies have a quantitative design; 

three studies add a qualitative component, resulting in mixed methods designs (Berning et al., 

2016; Daaleman et al., 2008; Steinhauser et al., 2016).  

When we look at the findings, nine studies find a higher satisfaction with hospital or 

overall care of patients and relatives who were visited by a chaplain (Daaleman et al., 2008; 

Donohue et al., 2017; Iler et al., 2001; Johnson et al., 2014; Marin, Sharma, Sosunov, Egorova, 

Goldstein & Handzo, 2015; Sharma, Marin, Sosunov, Ozbay, Goldstein & Handzo, 2016; Wall, 

Engelberg, Gries, Glavan, Bradford & Curtis, 2007; Williams et al., 2011; Vandecreek, 2004). 

Three studies find a high satisfaction with chaplain care (Purvis, Crowe, Wright & Teague, 2017; 

Vandecreek, 2004; Wall et al., 2007). Four studies find a positive relationship between 

chaplaincy care and better patient quality of life (Balboni et al., 2007; 2010; Rummans et al., 

2006; Piderman et al., 2017) and four studies show an increase in spiritual well-being 

(Kestenbaum et al., 2017; Piderman et al., 2017; Rabow et al., 2004; Sun et al., 2016). Three 

studies document a decrease in anxiety by patients visited by a chaplain (Berning et al., 2016; Iler 

et al., 2001; Rabow et al., 2004). Two studies find an increase in positive religious coping (Bay, 

Beckman, Trippi, Gunderman & Terry, 2008; Piderman et al., 2017). One study finds a decrease 

in medical costs at the end of life (Balboni et al., 2011); one study a shorter length of stay (Iler et 
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al., 2001); one study better mental well-being (Kevern & Hill, 2015); and one study a decrease in 

dyspnea, primary and urgent care visits, and an increase in sleep quality (Rabow et al., 2004). 

It is clear from the articles that the studies are first attempts to research outcomes of 

chaplaincy care. Most study samples are relatively small; it is often unclear what the chaplain did 

that brought about the effect, and, in the case of the multi-disciplinary interventions, whether the 

effect could be attributed to the chaplain’s intervention. The results should therefore be 

understood as initial indications of outcomes of chaplaincy care. 

 

Outcomes and process in chaplaincy: incompatible views or two sides of a coin? 

The studies previously discussed are viewed with skepticism by some within chaplaincy. 

Understanding these concerns about outcome research will give insight into how research can be 

designed that respects the integrity of chaplaincy. We therefore continue with a critical analysis 

of the central arguments put forward in the discussion about chaplaincy as a process- or outcome-

oriented profession. 

 A first key issue presented by chaplains critical of adopting an outcome-oriented approach 

is the characterization of chaplain activity as 'presence'. Nolan writes: 

"For some, the idea that chaplains are ‘just there’ encapsulates the essence 

of chaplaincy. Being ‘just there’ means chaplains are those healthcare 

professionals who have time for people; those who humanize a healthcare 

system that is driven by the adrenaline of managerialist expediency and the 

testosterone of medical technology.” (2015, p. 95). 

Being there is understood as forging a caring relationship with the other without the confinement 

of protocols, a focus on problem-solving, or any predetermined agenda (Baart, 2002; Madison, 

1998). Elements within the intervention of presence emphasize being instead of doing, person-

centeredness (leaving the agenda in the hands of those being served), and formation of a healing 

relationship as a means of providing effective spiritual care (Baart, 2002; Bouwer, 2003; Handzo 

et al., 2014; Jorna, 2005; Madison, 1998; Nolan, 2015). In summary, a central objection to 

adopting an outcome-oriented approach is that the focus on relationship will shift towards a focus 
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on identifying and solving problems to attain a desired outcome (Baart, 2002; Bouwer, 2003; 

Jorna, 2005; Nolan, 2015). 

Outcome-oriented chaplaincy, rooted in the work of Lucas and colleagues (2001), comprises a 

cyclical model based on assessing another's needs, hopes, and resources; determining appropriate 

interventions; and measuring outcomes (Lucas, 2001). Chaplains also refer to this model as the 

diagnostic or medical model. Those who object to this model say that it places the patient in a 

pathological schema in which something needs to be fixed. It invites stigmatization and 

dehumanization of the patient because the patient is perceived as an object instead of a subject 

(Bouwer, 2003; Nolan, 2015). Moreover, the model encourages standardization, a development 

that runs counter to the centrality of the relationship in chaplaincy practice, in which it matters 

who performs the intervention and in which the unique other in his/her context is the focus of the 

chaplain’s attention. This especially holds true for outcome research, in which standardization is 

required for the predictability and replicability of the results (Nolan, 2015). Standardization could 

furthermore mitigate variance in practice, restrict professional decision-making, and reduce 

whole person care by employing predefined interventions for localized needs (Nolan, 2015). 

Finally, it has been observed that some chaplains fear the model instrumentalizes the spiritual 

that actually transcends us (see Gleason, 1998, p. 10; Smit, 2015). 

 Chaplains who advocate for an outcome-oriented approach counter that all chaplains, 

including process-oriented chaplains, carry out assessments and perform specific interventions 

directed at outcomes because they interpret the other's situation (diagnose) and use this 

information in their response (intervene) to cultivate a relationship (effect outcome) (Bouwer, 

2003). They argue that in focusing solely on process, chaplains may not sufficiently attend to 

their interpretations, responses, and outcomes, forgoing the conscious reflection that increases 

accountability (Bos, 2003; Bouwer, 2003; Peery, 2012).  

Furthermore, pitfalls of the outcome-oriented model can be avoided by developing 

narrative assessments that provide space for unique individual context and a transcendent reality; 

such assessments can be carried out in dialogue with the patient (Bos, 2003; Bouwer, 2003). 

Mackor (2007) proposes to stop talking about standardization in general and start differentiating 

between various standards. The outcome-oriented model should also not be understood as a goal 
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in itself but as a means to better understand the patient (Bos, 2003). A final advantage is that 

speaking about assessments, interventions, and outcomes aligns with the language spoken in 

healthcare and therefore promotes integration of chaplaincy into the healthcare system, 

demonstrating chaplains’ added value to clinical colleagues (Bouwer, 2003; Handzo et al., 2014; 

Lucas, 2001; Peery, 2012). The emphasis on evidence-based chaplaincy (Fitchett, White & 

Lyndes, 2018) may create related concerns for some chaplains. Frequently these concerns are 

based on a misunderstanding of evidence-based practice which includes care informed by the best 

available research but uses clinical judgment to apply that care in light of patient/client unique 

values (APA Presidential Task Force on Evidence-Based Practice, 2006). 

 In order to arrive at a nuanced understanding of what it means to respect the integrity of 

chaplaincy in outcome research, it seems important to take the discussion a step further beyond 

either-or positions. We can find models for this in the domain of psychotherapy - where a similar 

discussion around outcomes is taking place – that support the idea that the focus on process and 

the focus on outcome “should not really be considered as separate, but rather as two sides of a 

coin” (Ardito & Rabellino, 2011, p. 2). An understanding of the connection between processes 

and outcomes in chaplaincy can be advanced by the view that chaplaincy practice – like other 

professions - is directed towards and guided by an aspiration to certain visions of the good 

(MacIntyre, 2007; Schuhmann & Damen, 2018; Sennett, 2009; Taylor, 1989). MacIntyre (2007) 

argues: “every activity, every enquiry, every practice aims at some good” (p. 173).  

Likewise, chaplains aim at effecting some change for the better in their practice. Within 

chaplaincy, goods are the ends that, however implicit, chaplains strive towards, and these goods 

constitute what they see as changes for the better. We may understand outcomes in terms of these 

goods. Chaplaincy practices have a good outcome when they contribute to chaplaincy goods and 

a bad outcome when they do not. So outcomes, informed by visions of the good inherent in 

chaplaincy, necessarily resonate in chaplaincy practices.  

In this view, processes and outcomes are intrinsically connected in chaplaincy; processes 

are directed toward outcomes and outcomes guide processes. This also applies to a process-

oriented approach to chaplaincy. We might say that chaplains who use a process-oriented 

approach work with an “agenda” consisting of visions of the good to which they hope to 
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contribute.  This is not the same as having an agenda of what they wish to achieve in a particular 

encounter. Thinking about the outcomes of chaplaincy is then related to the question of what are 

visions of the goods that guide chaplaincy practices.   

 In order to evaluate the contribution that chaplains make to chaplaincy goods in certain 

situations, we need to translate the concept of chaplaincy goods into concrete standards 

applicable to actual practices. This is where outcome research is important. It involves 

systematically thinking about the question of how to translate visions of the good into 

manageable outcomes that allow for empirical exploration. In the case of chaplaincy this is 

obviously not a straightforward question, bearing in mind the issues raised in the discussion 

about process- and outcome-oriented chaplaincy. Furthermore, chaplaincy goods involve 

concepts like spirituality and transcendence, which are notoriously difficult to define, let alone 

explore empirically. Finally, there is little consensus within the profession about what are 

essential chaplaincy goods and relevant chaplaincy outcomes (Handzo et al., 2014). None of 

these are reasons to give up on outcome research into chaplaincy. These uncertainties do, 

however, necessitate that researchers be precise, thoughtful, and transparent in their choices when 

translating chaplaincy goods into outcomes that can be measured empirically. To clarify these 

requirements for precision, thoughtfulness, and transparency in outcome research, in the next 

section we take a closer look at several of the choices that researchers face when designing 

outcome research in chaplaincy. 

 

Designing outcome studies in chaplaincy: four questions 

Based on the arguments in the discussion about process- or outcome-oriented chaplaincy, we 

have identified four questions that come up when translating chaplaincy goods into a specific 

study design: (a) What is the audience and context of our study? (b) What outcomes do we 

choose? (c) How do we assess these outcomes? (d) Do we choose to study outcomes in the form 

of effects of standardized interventions? The answer to (a) will influence the answers to the other 

three questions. 
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What is the audience and context of our study? 

The first question we need to answer when designing a chaplaincy outcome study concerns the 

audience of our study: whom do we address with our study? In doing empirical chaplaincy 

research, we give an account of chaplaincy practices. Giving an account involves addressing an 

audience, the people to whom we give the account. This audience may just consist of oneself 

when the motive for doing research is the desire to answer the question: do I deliver good care as 

a chaplain? When we publish our research, however, we have a larger audience than just 

ourselves in mind. In chaplaincy research, an obvious audience that we may address is other 

chaplains. If we also have a strategic objective, then we need to ask ourselves whom we want to 

convince of the value of healthcare chaplaincy through this research and what this implies for 

choices in designing an outcome study. 

 The choice of the study audience indicates the inevitable political aspect of outcome 

research: the choices we make when designing an outcome study have a bearing on its status as 

evidence of the value of chaplaincy. In designing outcome research, we cannot avoid issues of 

power: who has power in deciding what counts as good healthcare, as appropriate outcomes, and 

as convincing research. For instance, at present research in healthcare follows the paradigm of 

evidence-based medicine, valuing quantitative research in the form of randomized controlled 

trials (RCTs), systematic reviews, and meta-analyses as the highest levels of evidence (The 

Council for Public Health and Society, 2017). This research follows a positivist natural science 

paradigm. Researchers get to know reality by deducing general laws from empirical observations 

in standardized experiments. With its emphasis on individual processes of meaning-making, 

chaplaincy has a strong connection with the constructivist paradigm, according to which facts 

cannot be separated from interpretation and meaning making (Gergen, 2001). 

The previous section showed that, in line with this difference in paradigms, research 

following the positivist paradigm is often seen as incompatible with chaplaincy values. Taking 

the political aspect of outcome research into account, however, it may be advisable – to be 

accepted in certain contexts - to follow the dominant paradigm in healthcare outcome research 

when designing outcome studies in chaplaincy (Leget, 2017).  

Yet more generally, we may argue that to respect the integrity of chaplaincy we need 
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different narratives regarding the value of chaplaincy, not only in order to have this value 

recognized by different audiences, but also in order to enrich our accounts of chaplaincy. Carl 

Rogers (1963) distinguishes three types of knowing, all of which are required for the scientific 

understanding of practice: objective knowing, involving the measurement of operationalized 

constructs; subjective knowing; and interpersonal knowing (Balkin, 2014). In this view, different 

forms of research add to a better understanding of chaplaincy practice. 

 

What outcomes do we choose? 

The second choice we need to make when designing an outcome study in healthcare chaplaincy 

concerns the outcome itself. Do we want to study characteristic chaplaincy outcomes that 

represent intrinsic chaplaincy goods, or do we want to study secondary outcomes of chaplaincy 

care (e.g. clinical or physiological outcomes)?  

With regard to the first choice, we have already pointed out that there seems to be no 

shared understanding among chaplains of what constitute characteristic chaplaincy outcomes. 

With regard to the second option, when we want to prove the value of chaplaincy in healthcare, 

restricting ourselves to characteristic chaplaincy outcomes may limit the evidential power of our 

studies. Still, secondary outcomes of chaplaincy are often regarded with suspicion by chaplains, 

in particular when these involve hard outcome measures such as cost reduction: “The particular 

outcomes the system now values, especially cost reduction, are also considered by many 

chaplains as antithetical to how the profession has seen itself, because they violate what chaplains 

perceive as their focus on the human spirit as opposed to any alignment with health care being 

perceived as business-related” (Handzo et al., 2014, p. 46). 

It might be helpful to notice that an outcome represents a normative understanding of 

what is seen as important and desirable in a certain context. In particular, outcomes that are 

generally understood to be relevant healthcare outcomes represent specific understandings of 

what is considered good in healthcare. For instance, clinical outcomes represent the value that 

good healthcare cures people; the outcome of cost reduction represents the value that in good 

healthcare, resources are used efficiently.  

Consequently, the question that needs to be addressed with respect to the choice of 
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outcome is: how does the understanding of good healthcare represented by a chosen outcome 

relate to chaplains’ visions of good healthcare? Addressing this question may prevent us from 

evaluating chaplaincy using values and visions that are not consistent with chaplaincy’s own 

values and visions. However, it may also prevent us from too easily writing off outcomes of cost 

reduction or efficiency as purely ‘business-related’ and therefore antithetical to chaplaincy values. 

For example, efficient use of resources may also be understood from the perspective of justice: 

efficiency provides good care to as many people as possible. Therefore, at the level of choosing 

an outcome, respecting the integrity of chaplaincy requires that we explicate the connection 

between the chosen outcome and chaplains’ visions of good healthcare. 

 

How do we assess these outcomes? 

Given a certain choice of outcome, the next choice we face when designing an outcome study in 

healthcare chaplaincy is how to assess the outcome. Assessments of outcomes are attempts to 

capture change that has taken place during a process. What we consider an appropriate method to 

assess outcomes depends on our (explicit or implicit) understanding of change. For instance, 

when the focus is on easily observable changes, e.g. behavioral change or symptom reduction, it 

is more obvious that such change might be measured quantitatively than when we focus on 

complex changes in e.g. experience, relationships, or meaning making.  

Chaplains generally consider themselves to be dealing with extremely complex and 

idiosyncratic change processes, the richness and depth of which is easily lost, especially when 

assessed quantitatively with standardized outcome measures. However, outcome studies into 

chaplaincy do not necessarily need to capture the whole complexity of change that occurs in 

chaplaincy processes. To respect the integrity of the profession does require an explication of the 

kind of change we are attempting to capture and our considerations regarding the choice of 

particular methods and instruments. 

 

Do we choose to establish outcomes in the form of effects of standardized interventions? 

As highlighted earlier, a main objection to outcome research is that it requires standardization to 

make outcomes replicable and predictable (Nolan, 2015). According to this view, standardization 
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runs counter to important chaplaincy values. The rejection of standardized interventions can leave 

chaplain researchers with no description of the substance of their intervention. In this situation 

some have said the substance of the chaplains’ intervention is “a black box” whose contents 

cannot be observed. While this type of research informs us about the effect of a visit by a 

chaplain, it does not clarify what brought about the effect. In light of our previous argument about 

the importance of various research types for creating a rich account of the value of chaplaincy, 

simply ruling out research that looks for replicable and predictable outcomes seems too hasty a 

conclusion.  

Another possibility is to look at chaplaincy practice as consisting of several elements, 

some of which are appropriate for standardized research and others that are not. This requires 

recognition that any standardized intervention does not represent the whole of chaplaincy 

practice. So, in respecting the integrity of chaplaincy, it is important that we explicate how the 

standardized intervention that we choose to research is related to chaplaincy practices more 

generally. 

RCTs probably constitute the most obvious type of standardized outcome research. The 

use of RCTs is a subject of discussion not only in chaplaincy, but also in other types of 

counseling where the issue is whether or not the use of RCTs is at odds with a focus on the 

individual person and the uniqueness of each encounter. Scholl and colleagues (Scholl, Ray & 

Brady-Amoon, 2014) argue that RCTs (and, more generally, quantitative methods in outcome 

research) should not be written off as inevitably dehumanizing. They describe several 

possibilities for designing RCTs so that they do not conflict with respect for the individual 

person. For example, a standardized intervention might include work with the (individual) life 

story. They also discuss the limitations of a restriction to qualitative methods alone and advocate 

the use of mixed methods as the approach to research that is “the most thorough approach to 

research and is also the most theoretically aligned with humanistic principles” (p. 233). 

Following these ideas, when we decide to use standardized interventions in our chaplaincy study, 

we may for instance consider how additional qualitative research might add to an understanding 

of the relation between intervention and outcome in descriptive terms in addition to analysis of 

quantitative data. If possible, we could include this in our design. 
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Table 1. Outcome studies (N=22) 

First author, 

year, journal 

Research 

design 

Sample  Intervention Outcome Outcome measure Results 

Balboni, 2007, 

Journal of 

Clinical 

Oncology 

Cross-

sectional 

survey 

Patients with 

advanced cancer 

(N=230) 

Patient-reported 

level of spiritual 

support from the 

medical team 

(including a 

chaplain) and/or 

religious 

community at study 

entry 

Quality of life McGill Quality of Life 

questionnaire 

Higher spiritual support is 

positively associated with patient 

quality of life 

Balboni, 2010, 

Journal of 

Clinical 

Oncology 

Prospective 

cohort study 

Patients with 

advanced cancer  

(N=343) 

Patient-reported 

level of spiritual 

support from the 

medical team 

(including a 

chaplain) at study 

entry 

Care received at 

end of life 

Quality of life 

Hospice care at end of life 

Aggressive care at end of life (care 

in an intensive care unit, 

ventilation, or resuscitation) 

McGill Quality of Life 

questionnaire 

Spiritual support is associated 

with greater hospice utilization 

and, among high religious copers, 

less aggressive care at end of life. 

It is also associated with better 

patient quality of life near death 

Balboni, 2011, 

Cancer 

Prospective 

cohort study 

Patients with 

advanced cancer 

(N=339) 

Patient-reported 

level of spiritual 

support from the 

medical team 

(including a 

chaplain) at study 
entry 

Medical costs in 

the final week of 

life 

Medical costs in the final week of 

life 

Patients who report that their 

spiritual needs are insufficiently 

supported have increased medical 

costs in the final week of life 

Bay, 2008, 

Journal of 

Religion and 

Health 

Randomized 

controlled 

trial 

Coronary artery 

bypass graft 

patients (N=166) 

Five chaplain visits 

to the intervention 

group, none to the 

control group. 

Visits were 

somewhat 

standardized 

Anxiety 

Depression 

Hope 

Religious coping 

Hospital Anxiety and Depression 

Scale 

Herth Hope Index 

Brief Religious Coping Scale 

Religious Problem Solving Scale 

Chaplain visits are associated 

with increased positive religious 

coping and decreased negative 

religious coping 
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Berning,  

2016, 

Annals of the 

American 

Thoracic 

Society 

Quasi-

experimental 

Mixed 

methods 

Mechanically 

ventilated patients 

in the ICU (N=50, 

of which N=25 

for quantitative 

study and N=26 

for qualitative 

study) 

One visit of a 

chaplain using a 

picture guide for 

spiritual care 

Anxiety 100-mm visual analog scale 

Semistructured interviews 

Chaplain visits using the picture 

guide are associated with a 

reduction in anxiety 

Daaleman, 

2008, Medical 

Care 

Cross-

sectional 

survey 

Mixed 

methods 

Family members 

of decedent 

residents from  

residential 

care/assisted 

living facilities 

and nursing 

homes (N=284) 

Spiritual support 

from multiple 

sources including 

chaplains 

Satisfaction with 

overall care for 

decedent 

Impression of overall care (4 very 

good - 1 poor) for decedents 

Semistructured interviews 

Patients who received spiritual 

support were perceived by family 

members to have had better 

overall care 

 

  

Donahue, 

2017, Journal 

of Palliative 

Medicine 

Cross-

sectional 

survey 

Parents of 

formerly 

hospitalized 

children (N=74) 

One or more visits 

of a hospital 

chaplain 

Satisfaction with 

hospital care 

Investigator-developed survey Chaplains positively influence 

satisfaction with hospital care 

Iler, 2001, 

Chaplaincy 

Today 

Randomized 

controlled 

trial 

Patients with 

COPD (N=49) 

On average 4.2 

visits by a chaplain, 

none to the control 

group 

Anxiety 

Length of stay 

Satisfaction with 

hospital care 

Beck Anxiety Inventory 

Length of stay 

Patient rating of satisfaction 

Chaplain visits are associated 

with a decrease in anxiety and 

length of stay, and a higher 

satisfaction with care 

Johnson, 
2005, 

Critical Care 

Medicine 

Cross-
sectional 

survey 

Family members 
of patients who 

died in the ICU 

(N=118) 

One or more visits 
of a chaplain or 

chaplaincy student 

reporting their 

activities 

Family members' 
satisfaction with 

ICU care and 

decision-making 

Family Satisfaction in the ICU 
questionnaire with an additional 

question about spiritual care 

Chaplain care in general and care 
regarding decision-making 

specifically, is associated with 

increased satisfaction with care 

Kestenbaum, 

2017, 

Journal of 

Pain and 

Symptom 

Management 

Pre-post test Patients with 

advanced cancer 

(N=31) 

Three chaplain 

visits using the 

Spiritual 

Assessment and 

Intervention Model 

(‘‘Spiritual AIM’’) 

Cancer-related 

symptoms 

Religious coping 

Spiritual well-

being 

Spiritual, 

existential and 

social distress 

Depression 

Anxiety 

Edmonton Symptom Assessment 

Scale 

Steinhauser's Are you at peace? 

Brief Religious Coping Scale 

Functional Assessment of Chronic 

Illness Therapy - Spiritual 

Mini-Mental Adjustment to Cancer 

Patient Dignity Inventory 

Center for Epidemiological Studies 

Depression Scale 

Spielberger State Anxiety Inventory 

Chaplain visits are associated 

with significant increases on the 

FACIT-Sp-12 Faith subscale, the 

MiniMAC Fighting Spirit 

subscale, and Mini-MAC 

Adaptive Coping factor. Two 

trends were observed, i.e., an 

increase in Positive religious 

coping on the Brief RCOPE and 

an increase in Fatalism (a 

subscale of the Mini-MAC) 
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Kevern, 2015, 

Primary 

Health Care 

Research and 

Development 

Pre-post test Patients in 

Primary 

Healthcare 

(N=246) 

One or more 

consultations with a 

chaplain 

Mental well-being Warwick and Edinburgh Mental 

Wellbeing Scale 

Chaplain consultations are 

associated with increased mental 

well-being 

Marin, 2015, 

Journal of 

Healthcare 

Chaplaincy 

Cross-

sectional 

survey 

Hospital patients 

(N=8,978) 

Any chaplain visit 

(no/yes) from 

patient EMR 

Satisfaction with 

hospital care 

Hospital Consumer Assessment of 

Healthcare Providers and Systems 

and Press Ganey surveys 

Chaplain visits are associated 

with higher patient satisfaction 

Purvis, 2017, 

Journal of 

Religion and 

Health 

Cross-

sectional 

survey 

Hospital patients 

(N=93) 

One or more visits 

of a student 

chaplain 

Satisfaction with 

chaplain and 

hospital care 

Investigator-developed survey The majority of patients 

appreciated student chaplain visits 

and these encounters may have 

positively influenced their overall 

hospital experience 

Piderman, 

2017, 

Psychooncolo

gy 

Pre-post test 

two follow-

ups 

Patients with 

neurologic 

illnesses and their 

support persons 

(N=32) 

Chaplain-led 

spiritual legacy 

intervention Hear 

My Voice 

Spiritual well -

being 

Religious coping 

Quality of life 

Functional Assessment of Chronic 

Illness Therapy- Spiritual 

Brief Religious Coping Scale 

Linear Analog Scales of 

Assessment 

Improvement on several aspects 

of spiritual well-being, spiritual 

coping and quality of life at first 

follow up and favourable changes 

in peacefulness and positive 

religious coping at both time 

points 

Rabow, 2004, 

Archives of 

Internal 

Medicine 

Randomized 

controlled 

trial 

Palliative care 

outpatients 

(N=90) 

Multi-faceted 1-

year program 

delivered by an 

interdisciplinary 
palliative medicine 

team including a 

chaplain, that 

visited at least once, 

standard care for 

the control group 

Physical 

functioning and 

symptoms 

Anxiety 
Depression 

Spiritual Well-

being 

Quality of life 

Healthcare 

satisfaction 

Rapid Disability Rating Scale – 2 

University of California, San Diego 

Shortness of Breath Questionnaire 

Brief Pain Inventory 
6 sleep items from the Medical 

Outcomes Study 

Profile of Mood States 

Center for Epidemiological Studies 

Depression Scale 

Spiritual Well-being Scale 

Quality of Life Scale – Cancer 

Version 

Group Health Association of 

America Consumer Satisfaction 

Survey 

Improved patient outcomes in 

dyspnea, sleep quality, anxiety 

and spiritual well-being, and less 

primary care and urgent care 
visits 
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Rummans, 

2006, Journal 

of Clinical 

Oncology 

Randomized 

Controlled 

Trial 

Radiation therapy 

patients (N=103) 

Eight-session 

structured 

multidisciplinary 

intervention 

(including a 

chaplain), standard 

care for the control 

group 

Quality of life 

Physical 

symptoms 

Mood state 

Spiritual well-

being 

The Spitzer Quality of Life 

Uniscale Linear Analog Scales of 

Assessment    

Symptom Distress Scale 

Profile of Mood States  - Short 

Form 

Functional Assessment of Chronic 

Illness Therapy–Spiritual 

Quality of life maintained or 

improved in the intervention 

group, control participants 

experienced a significant decrease 

in their quality of life 

Sharma, 2016, 

Journal of 

Healthcare 

Chaplaincy 

Cross-

sectional 

survey 

Hospital patients 

(N=16,478) 

Any chaplain visit 

(no/yes) from 

patient EMR. 

Chaplains 

documention of  

their interventions 

on a list of 59 

interventions 

Satisfaction with 

hospital care 

Hospital Consumer Assessment of 

Healthcare Providers and Systems 

and Press Ganey surveys 

Chaplain visits in general but 

especially religious/spiritual 

interventions are associated with 

higher patient satisfaction 

Steinhauser, 

2016, 

Palliative and 

Supportive 

Care 

Pre-post test 

two follow-

ups 

Mixed 

methods 

Caregivers of 

patients with 

advanced cancer 

or amyotrophic 

lateral sclerosis 

(ALS) (N=31) 

Three chaplain-led 

Caregiver Outlook  

sessions via 

telephone focusing 

on 1) a relationship 

review, 2) 

forgiveness, and 3) 

legacy 

Quality of life 

Spiritual well-

being 

Mood state 

Depression 

Grief 

Religious coping 

Caregiver burden 

QUAL–E (family) 

Functional Assessment of Chronic 

Illness Therapy - Spiritual 

Brief Profile of Mood States 

Center for Epidemiology Studies 

Depression Scale 

Prolonged Grief Scale 

Brief Religious Coping Scale 

Caregiver Reaction Assessment 
Qualitative evaluation 

Quantitative outcomes were 

stable over time 

Sun, 2016, 

Psycho-

oncology 

Quasi-

experimental 

Lung cancer 

patients (N=475) 

and their family 

caregivers 

(N=354) 

Patients and FCGs 

in the intervention 

group were 

presented at inter- 

disciplinary care 

meetings and 

received four 

educational 

sessions that 

included one 

session focused on 

spiritual well-being 

Spiritual well-

being 

Quality of life 

 
 

Functional Assessment of Chronic 

Illness Therapy- 

Spiritual 

City of Hope Quality of Life Tool 

Patients of the intervention group 

report significant changes on the 

Meaning/Peace subscale. 

Religiously affiliated patients 

report better scores in the Faith 

subscale and items on finding 

strength and comfort in faith and 

spiritual beliefs compared to non-

affiliated patients. Non-affiliated 

patients report better scores for 

feeling a sense of harmony within 

oneself 
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VandeCreek,  

2004, 

Journal of 

Pastoral Care 

and 

Counseling 

Cross 

sectional 

survey 

Hospital patients 

(N=1,440) 

One or more 

chaplain visits 

Satisfaction with 

chaplain and 

hospital care 

Patient Satisfaction Instrument-

Chaplaincy 

Patients are generally satisfied 

with chaplain care, in some 

hospitals more than others. 

Satisfaction with chaplain care is 

associated with greater 

satisfaction with the overall 

hospital stay 

Wall, 2007, 

Critical Care 

Medicine 

Cross-

sectional 

survey 

Family members 

of patients who 

died in the ICU or 

within 24 hrs of 

ICU discharge 

(N=356) 

One or more 

chaplain visits in 24 

hours before death 

Satisfaction with 

chaplain and 

hospital care 

Family Satisfaction in the Intensive 

Care Unit 

Family members are more 

satisfied with spiritual care if the 

chaplain is involved in the last 24 

hours of the patient’s life. In 

addition, there is a strong 

association between satisfaction 

with spiritual care and satisfaction 

with the total ICU experience 

Williams, 

2011, 

Journal of 

General 

Internal 

Medicine 

Pre-post test Hospital patients 

(N=3,141) 

Of the group who 

received spiritual 

care, 61% was 

given by a chaplain 

and 39% by the 

medical team or 

others 

Satisfaction with 

hospital care 

Inpatient Interview Survey 

Discharge Interview Survey  

including questions from the 

Picker-Commonwealth patient 

satisfaction survey 

Spiritual support is associated 

with increased satisfaction with 

hospital care 
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Reviewing existing outcome studies: audiences, outcomes, outcome measures, and 

interventions 

We will now turn back to the existing chaplaincy outcome studies to take a closer look at the 

choices that were explicitly or implicitly made in relation to the four questions just discussed. 

With respect to the first question - what is the audience and context of the study? - we see that the 

studies address roughly two different audiences: clinicians and chaplains. Approximately three-

quarters of the studies were published in medical journals and one-quarter in journals on 

chaplaincy or religion. There is little variation in study designs; the vast majority of the studies 

have a quantitative research design regardless of audience. Only three studies add qualitative 

methods, resulting in mixed methods designs (Berning et al., 2016; Daaleman et al., 2008; 

Steinhauser et al., 2016). We argued that for respecting the integrity of chaplaincy we need 

different narratives from different forms of research for a good understanding of chaplaincy 

practices. Following from the existing studies, extra attention could be paid to mixed methods 

designs. 

Applying the second question - what outcomes do we choose? - we saw before that the 

outcome of satisfaction with (chaplain) care was chosen most frequently. Other outcomes 

included quality of life, anxiety, depression, spiritual well-being, and religious coping. When we 

look at the chosen outcomes specifically in relation to characteristic chaplaincy goods, the 

majority do not appear to be outcomes exclusive to chaplaincy; many could also be considered 

relevant to the work of other healthcare professionals. For example, focusing on patient 

experience  (satisfaction) or well-being is crucial in good healthcare. It is by no means 

incompatible with chaplaincy values but also not unique to the profession.  

The outcomes that seem specific to chaplaincy, for example, spiritual well-being, religious 

coping, and hope, have been studied less frequently. We argued that respecting the integrity of 

chaplaincy in choosing an outcome requires that we explicate the connection between the chosen 

outcome and chaplains’ visions of good healthcare. This explanation is missing in most studies. 

Only a few studies give a brief description in broad terms, explaining, for example, that chaplains 

attend to spiritual/religious needs and psycho-emotional distress and therefore spiritual/religious 

and psycho-emotional measures are a suitable choice. 
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Answering the third question - how do we assess these outcomes? - we see that the chosen 

outcomes were predominantly assessed quantitatively, using a wide variety of patient-reported 

questionnaires. We argued that in choosing a method to assess an outcome, respecting the 

integrity of chaplaincy requires explicating both what kind of change we attempt to capture and 

our rationale for selecting particular methods and instruments. The most frequently researched 

outcome, satisfaction, is an outcome that can only be assessed in hindsight and therefore doesn't 

necessarily give us information about what kind of change is associated with chaplain care.  

The other outcomes in the studies referred to more complex concepts like quality of life, 

anxiety, or depression. Change for these outcomes was assessed with questionnaires developed in 

contexts broader than chaplaincy. In the studies that focus on apparent characteristic chaplaincy 

outcomes such as spiritual well-being, religious coping, and hope, the most often used 

questionnaires are the Functional Assessment of Chronic Illness Therapy-Spiritual (FACIT-SP) 

and the Brief Religious Coping Scale (Brief RCOPE), followed by the Religious Problem 

Solving Scale, the McBride Spirituality Assessment, Steinhauser's 'Are you at peace?’, the 

Spiritual Well-being Scale and the Herth Hope Index. It is outside of the scope of this article to 

discuss if those questionnaires are valid measures for chaplaincy outcomes; it would be 

interesting for further exploration. None of the studies explicate their rationale for using these 

measures in relation to chaplaincy goods. Note that there is a questionnaire specifically 

developed for chaplaincy: the Patient Reported Outcome Measure (PROM) by Snowden and 

colleagues (2017). We are looking forward to further results from this questionnaire. 

When we review the final question - do we choose to establish outcomes in the form of 

effects of standardized interventions?- we see that most studies worked with a “black box” 

design. These studies focus on chaplaincy care as usual, without examining specific predefined 

interventions. It therefore remains unclear which actions of the chaplain brought about a certain 

effect, a problem compounded in studies in which chaplains contribute to multidisciplinary 

interventions.  

Some studies chose to document the activities of the chaplain (Johnson et al., 2014; 

Sharma et al., 2016), giving some information about what could have brought about the effect. 

Several studies examined a predefined structured intervention, in which it was clear what the 
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chaplain was going to do, despite strong resistance within the field to standardizing interventions. 

Interestingly, however, the studied interventions - Spiritual AIM (Kestenbaum et al., 2017), Hear 

My Voice (Piderman et al., 2017) and the Caregiver Outlook (Steinhauser et al., 2016) - offered a 

framework or semistructured protocol while also keeping the content of conversation highly 

individualized, since the interventions are intended to enable clients to relate personal stories. We 

argued that respecting the integrity of chaplaincy requires explicating how the standardized 

intervention is related to chaplaincy practice more generally. All three studies clearly explicate 

how the interventions relate to chaplaincy practice, pointing out that the interventions are 

embedded in the profession's focus on meaning-making, life review, relational well-being, and 

sense of loss and hope. 

 

Conclusion 

In this article we explored the question: how can outcome research be designed that respects the 

integrity of the profession of chaplaincy? We started with a literature search of outcome studies to 

situate these studies in the ongoing discussion about process- or outcome-oriented chaplaincy. 

Twenty-two articles reporting chaplaincy outcomes were identified that met inclusion criteria. 

 Second, we reviewed the discussion about chaplaincy as a process- or outcome-oriented 

profession to get a better understanding of the resistance to outcome research. We stated that 

chaplaincy practice is ultimately guided by certain visions of the good that can also be understood 

as outcomes of chaplaincy. We concluded that chaplaincy is necessarily outcome-oriented 

because it is aimed at supporting some change for the better towards these goods. Hence 

processes and outcomes are connected; processes are directed toward outcomes and outcomes 

guide processes. 

 Third, we developed four questions from our understanding of the resistance to outcome 

research, questions that are relevant when relating chaplaincy outcomes to a specific study 

design: (a) what is the audience and context of the study?, (b) what outcomes do we choose?, (c) 

how do we assess these outcomes?, and (d) do we choose to establish outcomes in the form of 

effects of standardized interventions? We concluded that respecting the integrity of chaplaincy in 

study design means: first, we need various narratives in order to get a rich account of the value of 
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chaplaincy that can be recognized by different audiences. Quantitative as well as qualitative types 

of research can provide this evidence. Second, when choosing an outcome for our study, we have 

to explicate the connection between the chosen outcome and chaplains’ visions of good 

healthcare.  Third, we need to specify what kind of change we attempt to demonstrate in our 

study and explain our rationale for using particular methods and instruments. Finally, because no 

standardized intervention represents the whole of chaplaincy practice, we need to explicate how 

the researched intervention is related to chaplaincy practice more generally. 

 We then reviewed existing outcome studies with the help of these considerations. We 

found that the studies were aimed at two different audiences. Most studies were quantitative, but 

some added qualitative methods, resulting in mixed methods designs. Only a few of the outcomes 

studied could be described as outcomes unique to chaplaincy, for example, spiritual well-being, 

religious coping, and hope. Other outcomes used, such as satisfaction with care, quality of life, 

anxiety, and depression are also relevant for other professions. The outcome measures used were 

developed and validated for broader contexts than just chaplaincy. Most studies did not explicate 

how their outcomes and outcome measures related to chaplaincy practices specifically. Most of 

the research was “black-box” research; that is, the studies examined chaplain care but remained 

unclear what the chaplain did that brought about the effect. A few studies focused on more 

standardized interventions which followed a protocol but invited a highly individualized 

response. These studies did explicate the relation between the standardized interventions and 

practices within chaplaincy.   

To respect the integrity of chaplaincy, it is recommended that future outcome studies more 

often use mixed methods designs in order to give a broader account of the variance in chaplaincy 

practices and to continue reaching different audiences. Furthermore, future studies should focus 

more explicitly on characteristic chaplaincy outcomes than existing studies, which so far mainly 

look at general outcomes of chaplaincy care. As this requires well-founded ideas about what are 

understood as distinctive features of chaplaincy, we want to point out the importance of having a 

thorough and continuing dialogue among chaplains and chaplaincy researchers about what are 

characteristic chaplaincy goods and their related outcomes. Finally, more studies could be 

conducted that focus on opening the “black box” of chaplaincy care. This is an area where the 
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growing body of chaplain case studies may be helpful (Fitchett & Nolan, 2015; 2018).  

Because of the brief history of chaplaincy research and the minimal resources available, 

most studies so far have been opportunistic in that chaplaincy researchers have taken advantage 

of available opportunities. We hope that with growing resources the time may be ripe for more 

intentionally developing chaplaincy outcome research. This would include explicating in research 

designs how the studied outcomes, outcome measures, and interventions relate to the chaplaincy 

profession. 
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Abstract  

In ‘a secular age’ (Taylor 2007), pastoral care is no longer exclusively associated with specific 

religious traditions and communities. Pastoral caregivers who work in secular institutions provide 

care to religious and nonreligious people alike, and in several Western societies the term pastoral 

care is used in relation to nonreligious (humanist) care. In secular contexts, the term ‘pastoral 

care’ is often replaced by the term ‘spiritual care.’ Spiritual care, however, is provided by various 

professionals, so pastoral caregivers face the challenge of developing adequate and convincing 

language to explain what is distinctive about their work. In this article, the authors turn to 

philosophical language in order to develop a conceptual understanding of pastoral care that does 

not depend on the specific worldview - religious or nonreligious - of either pastoral caregivers or 

receivers of pastoral care. Using the work of Taylor (1989, 2007) and Murdoch (1970), we 

explain pastoral care as engaging with people’s attempts to orient in ‘moral space’ and the 

distinctive quality of pastoral care as ‘representing the Good.’ Murdoch associates ‘the Good’ 

with a secular idea of transcendence that is both a movement beyond the ego and an engagement 

with the reality of human vulnerability, suffering, and evil. We argue that pastoral caregivers who 

‘represent the Good’ have the task not only of supporting the existential and spiritual processes of 

individuals but also of promoting dialogue and social justice and of critiquing dehumanizing 

practices in the organizations in which they work and in society at large. 
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Introduction 

Historically, the term ‘pastoral care’ has referred to care offered within Christian and Jewish 

communities (Doehring, 2015). Over time, the term has come to designate care in the context of 

other religious traditions too, including the Muslim, Buddhist, and Hindu traditions. In our 

religiously plural world, the boundaries between religious communities are hazy since people 

generally draw from different religious traditions in their lives (Ammerman, 2010). This 

challenges a narrow understanding of pastoral care as taking place within separate religious 

communities and traditions. These days, we live not only in a world of religious pluralism but 

also - at least in the West - in a secularizing world. Taylor (2007) speaks about a ‘secular age’ 

and explains the shift to secularity in Western societies as “a move from a society where belief in 

God is unchallenged and indeed, unproblematic, to one in which it is understood to be one option 

among others” (p. 3). This raises the question of how to understand pastoral care in a secular age. 

When pastoral care is associated with religion, the value of pastoral care for nonreligious people 

is not obvious and pastoral care may be thought of as an outdated practice. On the other hand, in 

various Western countries the term pastoral care no longer exclusively designates care by 

religious professionals but is also used in relation to nonreligious care provided by humanist 

practitioners. 

Several authors point to the need to develop adequate and convincing language to 

describe the work of pastoral caregivers in a changing world (Harding, Flannelly, Galek & 

Tannenbaum, 2008; Kevern & McSherry, 2015; Lee, 2002; Thorstenson, 2012). In religiously 

plural contexts, the term pastoral care is often dropped altogether and replaced by the term 

spiritual care, which is not associated with a specific religious tradition (Doehring, 2015; Orton, 

2008; Pargament, 2007). Switching to the term spiritual care has advantages in secular contexts, 

too. Spirituality is a complex concept that has been defined in various ways (Hill et al., 2000; De 

Jager Meezenbroek et al., 2012; Lephard, 2015). Some of these definitions refer in the first place 

to personal quests for meaning by individuals (Hill et al., 2000; Walton, 2012). Such descriptions 

do not have a religious connotation, which may have contributed to the increasing attention given 

to spirituality and spiritual care in, for instance, health care contexts (Lee, 2002; Orton, 2008; 

Paley, 2008). However, the haziness of the term spirituality also results in unclarity concerning 
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the question of who is entitled to provide spiritual care to whom in secular contexts. This 

question seems particularly urgent for chaplains who work in secular institutions and 

organizations such as hospitals, prisons, and the military. Chaplains have generally adopted a 

discourse of spirituality instead of religion to describe their work but still struggle to explain and 

legitimize their work (Harding et al., 2008; Lee, 2002; Pesut, 2016; Pesut, Reimer-Kirkham, 

Sawatzky, Woodland & Peverall, 2012). Concerns have been voiced that “chaplains are losing 

their authority with respect to the spiritual realm as other health care professionals claim they can 

and do provide spiritual care” (Harding et al., 2008, p. 115). In a secular age, chaplains face the 

challenge of explaining what is distinctive about the care they provide, especially when receivers 

of this care regard themselves as nonreligious (Nolan, 2016). Some authors argue for a return to 

more explicitly theological instead of spiritual discourse for describing pastoral care (Harding et 

al., 2008), whereas others emphasize that “in a society where the proportion of people who report 

themselves as of no religion is increasing . . . there is need for a discourse on chaplaincy which 

preserves its core value but speaks to people of all religions and none” (Kevern & McSherry 

2015, p. 49). Although spiritual discourse seems too general to express this “core value,” 

theological language does not speak to “people of all religions and none.” 

In this article, we address the question of how to understand the distinctively ‘pastoral’ 

quality of pastoral care in a secular age. We aim for an inclusive conceptual understanding of 

pastoral care, both in the sense of including “people of all religions and none” as potential 

receivers of pastoral care and in the sense of including practitioners of various worldview 

traditions as potential pastoral caregivers—traditional ministers as well as humanist chaplains 

and indigenous caregivers. To that end, we turn to philosophical instead of explicitly theological 

discourse. We particularly draw from philosophical work by Taylor (1989, 2007) and Murdoch 

(1970), who both use terminology that, to a certain extent, reflects theological language. Their 

work therefore seems especially helpful in building bridges between theological and secular 

conceptions of pastoral care. First, we use ideas of Taylor in order to describe pastoral care as 

work in ‘moral space,’ elaborating on the view that pastoral caregivers engage with existential 

processes. We then use Murdoch’s moral philosophy in order to explain the specific pastoral 

quality of this engagement as ‘representing the Good.’ Here, it is important to note that, although 
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the term ‘the Good’ may easily seem to refer to a level beyond the mundane, Murdoch’s rich, 

complex, and subtle understanding of the term does not separate ‘the Good’ from ordinary life. It 

is connected to a secular idea of transcendence that Murdoch explains as a movement beyond the 

ego that is simultaneously a movement towards reality. In particular, transcendence involves 

looking at the reality of human vulnerability, suffering, and evil. We argue that the richness of 

Murdoch’s concept of ‘the Good’ is helpful for specifying the pastoral character of various 

aspects of pastoral care practice. Pastoral caregivers who ‘represent the Good’ not only have the 

task of supporting the existential and spiritual processes of individuals, but they also have a role 

to play in the organizations in which they work and in society at large. Here, it is their task to 

promote dialogue, moral deliberation, and social justice and to critique oppressive or 

dehumanizing practices.  

 

Human existence and the orientation metaphor 

According to Murdoch (1970), developing an understanding of the human condition necessarily 

involves the use of metaphorical language, in particular metaphors of space, of movement, and of 

vision. Several disciplines describe human existence in terms of the spatial metaphor of 

orientation. From an anthropological perspective, Geertz (1973) asserts that experiencing life as 

meaningful requires the ability “to orient ourselves effectively within [life]” (p. 100). 

Psychologist Janoff-Bulman (1992), in her research on trauma, found that traumatic events 

shatter “basic views of ourselves and our external world that represent our orientation towards the 

‘total push and pull of the cosmos’” (p. 4). Park (2010), in her psychological model of meaning-

making, points to the metaphorical character of meaning-making processes and describes these as 

connecting life events to “general orienting systems” (p. 258).  

From a philosophical perspective, Charles Taylor (1989) has elaborated on the spatial 

metaphor of orientation in life in order to give a comprehensive account of human existence. 

Here, the metaphorical space in which processes of orientation in life take place is the space of 

existential questions: questions of how to live our life. Taylor refers to this metaphorical space as 

‘moral space,’ “the space of questions about the good” (Taylor, 1989, p. 41). It is important to 
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note here that Taylor understands ‘moral’ and ‘morality’ in a broad and somewhat 

unconventional way:  

“In fact, I want to consider a gamut of views a bit broader than what is normally 

described as the ‘moral’. In addition to our notions and reactions on such issues as justice 

and the respect of other people’s life, well-being, and dignity, I want also to look at our 

sense of what underlies our own dignity, or questions about what makes our lives 

meaningful or fulfilling. These might be classed as moral questions on some broad 

definition. . . . They concern . . . what makes life worth living.” (1989, p. 4). 

So, moral space comprises not only questions concerning our obligations towards others but also 

questions of how to live a full life and of how to live with dignity. Taylor sees these as 

inescapable, existential questions that human beings necessarily face. Human beings cannot but 

try to find their orientation in the space constituted by these questions. Processes of orienting in 

moral space are existential processes that may be understood as processes of searching for 

meaning in life (Schuhmann & Van der Geugten, 2017).  

Generally, in order to find our orientation we need orienting frameworks by which we can 

judge where we are and in what direction we should go. In moral space, these frameworks are 

made up of what Taylor (1989) calls ‘visions of the good’ - visions of a life worth living - that 

represent convincing answers to questions of how to live. These visions of the good form “the 

horizon within which we know where we stand” (Taylor, 1989, p. 29) and function as orientation 

points that indicate in which direction to go. Taylor stresses that such visions involve what he 

calls ‘strong evaluation.’ This means that they do not depend on “our own desires, inclinations, or 

choices, but rather stand independent of these and offer standards by which they can be judged” 

(Taylor, 1989, p. 4). According to Taylor, the aspiration to move towards and be close to strongly 

valued goods - to feel that these goods are well integrated in our life - is a fundamental human 

craving. He even argues that “we cannot do without an orientation to the good” (Taylor, 1989, p. 

47). We need an orientation towards the good in order to experience our lives as meaningful. 

Furthermore, an orientation to the good is constitutive of our identity and agency. Taylor explains 

this close connection between identity, agency, and orientation in moral space as follows:  
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“My identity is defined by the commitments and identifications which provide the frame 

or horizon within which I can try to determine from case to case what is good, or valuable, 

or what ought to be done, or what I endorse or oppose.” (1989, p. 27). 

Understanding human existence in terms of orientation processes in moral space seems a suitable 

starting point for developing a view of pastoral care as existential work that allows for both 

religious and nonreligious interpretations. Generally, pastoral caregivers meet with people in 

situations that may be understood in terms of disorientation in moral space. People who face loss, 

illness, death, incarceration, or violence may feel that their sense of being close to or moving 

towards ‘the good’ - towards a life worth living or a full life - is challenged or even shattered. 

They face existential questions that they cannot deal with and fail to experience a sense of 

meaning in life (Schuhmann & Van der Geugten, 2017). Sometimes they explicitly describe their 

situation in terms of disorientation: they don’t know where to go or how to go on, they feel lost, 

or they feel they are wandering in the dark. According to Taylor (1989), due to the temporal 

dimension of our lives, experiencing disorientation is not something exceptional. As we live in 

time, “Our place relative to the good . . . is constantly challenged by the new events of our lives, 

as well as constantly under potential revision” (Taylor 1989, p. 47). Generally, we only 

experience minor disorientation, and we manage to reorient in a habitual way that does not 

involve reflection. However, life events may also challenge our orientation to the good in a more 

fundamental way. People who seek support from pastoral caregivers generally feel disoriented in 

a deep and unsettling way and do not easily or quickly manage to reorient. The central concern of 

pastoral caregivers may then be understood as supporting people’s search for (re)orientation in 

moral space (Schuhmann & Van der Geugten 2017). 

This view of pastoral care as work in moral space agrees with the view of pastoral care as 

engaging with the existential struggles of people and their search for meaning (Doehring, 2015; 

Thorstenson, 2012). It also agrees with the widespread view of pastoral care as dealing with 

people’s spiritual issues. In Taylor’s (1989, 2007) broad conception of morality, moral and 

spiritual issues are entangled. Finding our orientation in moral space entails managing to “make 

sense of our lives spiritually” (Taylor 1989, p. 18). Understanding pastoral care in terms of 

orientation processes also fits in with the view of pastoral care as engaging with “embodied lived 
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theologies” (Doehring, 2015, p. 4). The metaphor of orientation emphasizes the fundamental role 

of corporeality in human existence. According to Merleau-Ponty (1960), our orientation in the 

world depends on the perspective determined by our bodily situation. The way in which things 

appear to us and obtain prereflective meaning depends on our bodily orientation. This suggests 

that orientation processes in moral space have a bodily dimension and that pastoral care, 

understood in terms of engaging with orientation processes, involves approaching people as 

corporeal as well as spiritual beings.  

 

The ‘pastoral quality’ of work in moral space 

Understanding pastoral care as work in moral space implies that pastoral caregivers engage with 

people’s attempts to orient towards a good life - a life worth living or a full life. Here, ‘a good 

life’ involves strong evaluation and refers to what is “of crucial importance, or of fundamental 

value” (Taylor, 1989, p. 42) to people and is constitutive of their identity. This description of 

pastoral care as engaging with people’s attempts to orient towards crucial goods does not fully 

capture the unique quality of pastoral care because it applies to other professions as well. For 

instance, social workers, physicians, and psychologists all somehow help people to (re)orient 

towards goods that may be of crucial importance to them, such as (mental) health or well-being. 

What, then, is the characteristic pastoral quality of pastoral caregivers’ engagement with people’s 

orientation processes in moral space?  

For a start, pastoral caregivers do not seem to support orientation towards an obvious 

characteristic ‘pastoral good’ in a way similar to how physicians support orientation towards 

physical health or psychologists towards psychological health. In fact, pastoral caregivers do not 

take any preconceived vision of the good as a fixed starting point of their practice. Work in moral 

space is work in the domain of meaning regarding which visions of the good are of fundamental 

value to someone, at this point in his or her life, given the circumstances (Schuhmann & Van der 

Geugten, 2017). Pastoral caregivers would not presume to know the answer to this question but 

sensitively and attentively support people in searching for and figuring out their own answers 

(Doehring, 2015; Lynch, 2002). In order to understand the distinctive role of pastoral caregivers, 

instead of attempting to identify characteristic pastoral goods, we might also focus on the kind of 
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situations in which the specific character of pastoral care most obviously comes to the fore. The 

role of pastoral caregivers is probably most salient in ‘ultimate’ situations - situations of severe 

disorientation in which our usual visions of the good lose their believability (Schuhmann & Van 

der Geugten, 2017). Ultimate situations may involve experiences of wonder or awe that do not fit 

in with our usual visions of the good and which render these visions of the good inadequate or 

irrelevant. Ultimate situations may also be desperate situations; we may fall fatally ill with no 

prospect of regaining health, or we may be the victim of violence and feel that there is no good 

left in the world. In these situations, we cannot simply reorient towards our original visions of the 

good. We need to search for new visions of the good that have not lost all believability in these 

desperate or awe-inspiring situations. Pastoral care seems specifically salient in situations in 

which people face intense suffering and evil so that the search for believable visions of the good 

seems senseless and hopeless.  

This suggests that pastoral caregivers, independent of their tradition, do not promote a 

specific vision of the good but rather represent the possibility of somehow, eventually, connecting 

to some good that is not rendered utterly meaningless by suffering and evil. In the context of 

chaplaincy, it is said that a distinctive characteristic of pastoral caregivers is that “they represent 

and manifest claims about the nature of reality” (Cobb, Swift & Todd, 2015, p. 2). The precise 

content of these claims depends on the specific (and often religious) tradition represented by the 

pastoral caregiver. In religious contexts, goods that are not undone by suffering and evil are 

related to God. Here, pastoral caregivers represent the possibility of connecting to God, even in 

the most desperate situations. However, the idea of a good that is not rendered meaningless by 

suffering and evil is not restricted to religious traditions only. For instance, existentialist thinker 

Viktor Frankl (1959), on the basis of his experiences in a concentration camp, developed 

logotherapy around the claim that “we may also find meaning in life even when confronted with 

a hopeless situation, when facing a fate that cannot be changed” (p. 112). From a philosophical 

viewpoint, Murdoch (1970) explores the question of how to connect “a clear-eyed contemplation 

of the misery and evil of the world with a sense of an uncorrupted good” (p. 59). She argues that, 

in a world without God, we need to retain an idea of ‘the Good’ as the focus of moral life. We 
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will argue that these ideas are helpful for theoretically underpinning the specifically pastoral 

quality of pastoral care in a secular age.  

 

Murdoch on Good and transcendence 

Like Taylor (1989), Murdoch (1970) develops a broad perspective on morality. She states that 

morality not only concerns the question of how to choose well at certain moments in our life but 

touches upon our lives as a whole: “The area of morals can now be seen as covering the whole of 

our mode of living and the quality of our relations with the world” (Murdoch, 1970, p. 95). 

Human beings are “spiritual creatures, attracted by excellence and made for the Good” (Murdoch, 

1970, p. 100). So, again like Taylor, Murdoch associates spirituality with striving for the good 

and stresses that not just any good we strive for in life can be seen as the focus of a spiritual 

quest. Where Taylor speaks about incomparably higher goods or ultimate goods that involve 

strong evaluation, Murdoch uses the overarching concept of ‘the Good’. Rather than referring to 

specific ultimate goods, ‘the Good’ seems to refer to a specific quality that ultimate goods may or 

may not have.  

Murdoch’s (1970) concept of ‘the Good’ is maybe best understood through her idea of 

transcendence. Transcendence means in the first place transcendence of ego: “Goodness is 

connected with the attempt to see the unself, to see and to respond to the real world” (p. 91). 

Murdoch departs from a view of people as naturally selfish; the moral task that human beings 

face in life is to shift from selfishness to unselfishness. This is not an easy task since we are 

inclined to focus our attention on our “fat relentless ego” (p. 51). Moral development is the 

difficult process of purifying ourselves by turning our attention away from ourselves. So, moral 

development involves transcending our ego and its selfish inclinations. 

Second, Murdoch (1970) associates transcendence with realism. The movement beyond 

the self is at the same time a movement towards reality. Murdoch uses the metaphor of vision to 

elucidate the connection between unselfishness and realism. She argues that looking at reality as 

it is requires a loving, compassionate gaze that is not obscured by our private and often selfish 

fantasies. According to Murdoch, “Human beings cannot bear much reality” (p. 62) and, rather 

than connecting with reality, escape from it by retiring into their private, consolatory fantasy 
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worlds. It requires discipline and dedication to turn away from these comforting fantasies in order 

to look at reality, which is why Murdoch understands realism as a “moral achievement” (p. 64). 

Looking at reality involves looking at the reality of human suffering and “the real existence of 

evil: cynicism, cruelty, indifference to suffering” (p. 95). It also involves looking at the reality of 

“the existence of other people and their claims” (p. 57). 

Third, ‘the Good’ is transcendent in the sense that it is an orientation point that always 

remains distant. It shows us directions in which to go, yet “it lies always beyond, and it is from 

this beyond that it exercises its authority” (Murdoch, 1970, p. 61). Our attempts to see reality as 

it is are never exhaustive due to psychological limitations connected with our selfish nature and 

due to the inexhaustible complexity of reality. In other words, ‘the Good’ refers to a perfection 

that human beings can approach but never achieve. In this regard, Murdoch speaks about the 

nonrepresentability or indefinability of ‘the Good’ and about its mysteriousness. ‘The Good’ 

remains a mystery as reality eventually remains mysterious to us. Here, she uses Plato's metaphor 

of the sun. We cannot look directly at the sun: “We do not and probably cannot know, 

conceptualize, what it is like in the centre” (p. 97). We can attempt to look at things in the light of 

‘the Good’, but we cannot look at ‘the Good’ itself. In particular, Murdoch's account of ‘the 

Good’ and transcendence involves a view of human beings as necessarily imperfect and fallible: 

“Good is mysterious because of human frailty” (p. 96). 

Murdoch’s notion of transcendence makes sense in both religious and nonreligious 

accounts of morality and spirituality. Taylor states something similar: 

“In our religious lives we are responding to a transcendent reality. We all have some sense 

of this, which emerges in our identifying and recognizing some mode of what I have 

called fullness, and seeking to attain it.” (2007, p. 768, emphasis added). 

Psychologist Freeman (2014a, 2014b) uses Murdoch’s ideas on transcendence when presenting 

transcendence as an essential aspect of selfhood and self-realisation of all people. Recently, he 

and other authors have called for a reappraisal of transcendence as a central concept in 

psychology (Freeman, 2014b; Richardson, 2014; Slife & Richardson, 2014). They argue that 

“any viable concept of the self is always ‘more than mere self’” (Slife & Richardson, 2014, p. 

321). Freeman (2014a) relates the transcendent dimension of selfhood to experiences of human or 
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nonhuman ‘otherness,’ of the “felt reality of the Other” (p. 154). He sees the Other as the primary 

source of both existential nourishment and ethical enrichment. Building on the work of Murdoch, 

Freeman emphasizes the ethical dimension of transcendence related to acknowledging the Other 

as fundamentally mysterious, “the Other as a reality whose meaning transcends me” (p. 156).  

 

Representing the Good in practices of pastoral care 

Following Murdoch’s ideas on ‘the Good’ as transcendent, we propose to understand the 

specifically pastoral quality of pastoral care as ‘representing the Good.’ We hope that this offers a 

step towards a shared understanding of ‘pastoral’ that makes sense in different religions and 

worldviews. We realize that the expression ‘representing the Good’ may easily be misunderstood 

when ‘the Good’ is understood in a simplified way, without reference to Murdoch’s subtle and 

complex ideas about ‘the Good’. We therefore emphasize that ‘representing the Good’ should not 

be confused with imposing a specific vision of the good on others or claiming that one is ‘Good’ 

oneself. ‘The Good’, as Murdoch understands it, is something we can only strive for but never 

arrive at, something which eventually remains mysterious. We cannot grasp ‘the Good’ or be 

‘completely good,’ let alone prescribe ‘the Good’ to others. ‘The Good’ is not associated with 

invulnerability but with human vulnerability and imperfection and with what Nussbaum (2001) 

calls ‘the fragility of goodness.’ In particular, representing ‘the Good’ does not agree with 

perspectives on pastoral care that emphasize a kerygmatic orientation in which the proclamation 

of one specific vision of the good is the central concern. Representing ‘the Good’ is rather to be 

understood as representing the faith that some good remains believable in ultimate situations, that 

it makes sense to keep searching for such a good even though it remains to some extent 

mysterious. This is in line with the widespread view of pastoral caregivers as ‘agents of hope’ 

(Capps, 1995; Drescher & Foy, 2010; Nolan, 2011). So, whether or not pastoral caregivers work 

from a religious inspiration, their work involves a kind of faith: faith that it makes sense not to 

give up on goodness even though goodness is fragile. Freeman (2014a) also points to the 

connection between transcendence and ‘a kind of faith’: “To invoke realities beyond the 

perimeter of the self is inevitably to bring faith, of a sort, into the picture” (p. 154).  
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Let us now explore how the idea of representing ‘the Good’ translates to pastoral care 

practice and how it fits in with existing perspectives on pastoral care. We will do so by 

consecutively zooming in on three aspects of pastoral care practice: the pastoral relationship with 

clients, the pastoral response to stories of clients, and the pastoral role in organizations and 

society at large. With respect to all three aspects, Freeman’s (2014a, 2014b) conception of 

transcendence as acknowledging the mysteriousness of the - human or nonhuman - Other is 

helpful. Concerning the pastoral relationship, representing ‘the Good’ means recognizing the 

mysteriousness of clients as Others. This underlines the relevance of Levinas’s work to 

understanding the pastoral relationship (Doehring, 2015; Dueck & Goodman, 2007; Dueck & 

Parsons, 2007; Lynch, 2002). Doehring (2015), for instance, explains, “According to Levinas we 

choose life when we become open to the mystery of the other” (p. 47). Murdoch’s ‘Good’, 

however, is not just mysterious and distant but also involves a sustained effort of moving towards 

it by compassionately looking at reality. So, representing ‘the Good’ entails not only recognizing 

the alterity of clients but also making a sustained effort to connect with them. Building on the 

work of Levinas, among others, Butler (2005) offers an ethical perspective on the relational 

dynamics of recognizing the irreducible alterity of others and simultaneously attempting to 

understand them. She proposes rethinking recognition as a process of desiring to know the other 

while keeping this desire alive at all times. In this perspective, an ethical address of the other 

consists of “asking the question ‘Who are you?’ and continuing to ask it without any expectation 

of a full or final answer” (p. 43). Butler argues that in this way we “let the other live” (p. 43); an 

ethical address sustains and promotes life. Butler's work seems promising for theoretically 

underpinning the pastoral relationship in practices of representing ‘the Good’. 

With respect to the pastoral response to stories of clients, recognizing the mysteriousness 

of the Other refers in the first place to the otherness of the client. As representatives of ‘the 

Good’, pastoral caregivers look with compassion and love at their clients’ reality and thus listen 

carefully to their stories. Furthermore, they realize that their attempts to see the reality of their 

clients are never exhaustive, that there is always more to see, to hear, and to know about them. 

So, they need to attune their response to the particularity of a client’s story instead of giving 

ready-made answers and at the same time keep listening for what has not been said so far and 



 

 114 

also for what cannot be said and remains unarticulated. So, practices of representing ‘the Good’ 

are client-centered; the visions of the good of the client are the primary focus of attention, not 

those of the pastoral caregiver. This applies in particular when the client’s story involves severe 

suffering and tragedy. As representatives of ‘the Good’, pastoral caregivers cannot respond to 

suffering and tragedy by moving away from it, for instance by offering consoling stories that 

cover up the other’s suffering. Their response needs to be embedded in efforts to genuinely 

engage with the suffering other. Second, recognizing the mysteriousness of the Other when 

responding to a client also refers to ‘others’ involved in the life of the client. Representing ‘the 

Good’ involves looking with love and compassion at all of reality, not just at the reality of a 

particular client. So, client-centeredness does not imply that pastoral caregivers take an ‘anything 

goes’ stance with respect to the visions of the good that people commit themselves to - even when 

people see these as spiritual or sacred visions. Taylor (1989) remarks that culturally sanctified 

goods may well be “incompatible with justice or human dignity” (p. 66). According to Pargament 

(2007), “‘Spirituality’ is not a synonym for ‘goodness’” (p. 129). And Lynch (2012) points out 

that “sacred forms . . . have the capacity to legitimate oppressive social orders, violence, and the 

breach of basic human rights of freedom and well-being” (p. 114). Pastoral caregivers would 

certainly not support visions of the good that involve violence, oppression, or injustice. In 

particular, when clients reduce others to objects in self-centered stories, representing ‘the Good’ 

includes taking the ethical stance that these others - like the client - are unique beings who are too 

complex to grasp. It is important to emphasize this ethical aspect of pastoral care because people 

not only may and do suffer as a result of actions of others but themselves may and do inflict 

suffering on others, as well. For instance, pastoral caregivers working with prisoners regularly 

need to respond to stories in which damage has been inflicted both on and by clients 

(Schuhmann, 2015). 

Finally, understanding pastoral care in terms of representing ‘the Good’ highlights the 

role of pastoral caregivers in the organizations in which they work and in society at large. Taylor 

(1989) explains that orienting in moral space is never a purely individual process. We do not 

invent our own visions of the good but adopt them from our sociocultural contexts. What counts 

as good depends on the context: “A vision of the good becomes available for the people of a 
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given culture through being given expression in some manner” (Taylor, 1989, p. 91). So, when 

pastoral caregivers support people’s search for (re)orientation in moral space, they need to 

address the question of which visions of the good are available to whom in a given situation. Here 

representing ‘the Good’ implies in the first place supporting and contributing to efforts of 

creating and strengthening visions of the good that represent an aspiration for ‘the Good’. 

Practices of representing ‘the Good’ include promoting dialogue and including marginalized or 

easily overheard voices in the dialogue. For instance, pastoral caregivers may initiate moral 

deliberation in the organizations in which they work. In public space, they may contribute to 

various current public discussions on the good life. This points to the political dimension of 

pastoral care that has also been emphasized by LaMothe (2014). 

Second, representing ‘the Good’ means taking a critical stance towards dominant visions 

of the good in organizations and society and challenging these visions when they include 

stereotyping or become prescriptive, oppressive, and dehumanizing. Similarly, Doehring (2015) 

describes social justice as an important goal of pastoral care. Furthermore, representing ‘the 

Good’ implies challenging dominant visions of the good that present life as fully comprehensible 

and thus rule out mysteriousness, vulnerability, and fallibility. When, for instance, a specific 

vision of the good is presented as an exhaustive representation of ‘the Good’, or when human life 

is evaluated in medical, juridical, psychological, economic, or financial terms, the mystery of life 

disappears from view and ‘the Good’ is lost. Pastoral caregivers represent the view that “no 

completely adequate and comprehensive worldview is possible, and behind all the pretense to 

absolute and ultimate knowledge, the sense for the irrationality of human life, for the fact that it is 

unlimitable, remains” (Geertz, 1973, p. 139). Following Geertz (1973), we might conclude that 

recognizing “the hollowness of human pretensions to religious or moral infallibility is perhaps 

the surest sign of spiritual maturity” (p. 140).  

 

Brief recapitulation and concluding remarks 

In this paper, we have used the philosophical work of Taylor (1989, 2007) and Murdoch (1970) 

to address the question of how to conceptually understand pastoral care in a secular age. As 

explained in the introduction, the challenge here is to come to an understanding of pastoral care 
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that includes practitioners of different worldview traditions and that pictures pastoral care as 

relevant for people of “all religions and none.” Following the work of Taylor, we have developed 

a view of pastoral care as work in ‘moral space.’ In this view, pastoral care is in the first place 

existential work since, as Taylor emphasizes, orienting in moral space is part and parcel of 

people’s existence. It is also spiritual work as the question of what people perceive as ultimately 

good or sacred is a central issue. All human beings may, at some point in their lives, get 

disoriented and need spiritual care when attempting to reorient. As different health care 

professionals claim authority to provide this care, pastoral caregivers face the challenge of 

explaining the unique quality of the spiritual care that they provide. Following the richness of 

Murdoch’s ideas on ‘Good’ as transcendent, we conceptualized this unique quality as 

‘representing the Good.’ The notion of representation indicates that not all spiritual care counts as 

pastoral care. Pastoral caregivers represent a view of reality as ultimately mysterious and the faith 

that it makes sense not to give up on goodness. This requires of pastoral caregivers not only that 

they have knowledge of the diverse traditions of the good that are of importance to potential 

clients but also that they keep exploring their own position with respect to existing traditions and 

keep fostering a living relationship with ‘the Good’ that involves an acute awareness of ‘the 

fragility of goodness.’ 

In our conceptual explorations, we did not aim for a completely new view of pastoral care 

but for a perspective that contributes to an inclusive theoretical underpinning of existing pastoral 

care practice in all its variety. Throughout the paper, we have indicated connections between our 

perspective and ideas in the existing literature on pastoral care. In particular, the perspective that 

we have developed connects to the idea that meaning-making in the face of existential struggles 

should play a central role in the contemporary understanding of pastoral care (Doehring, 2015; 

Thorstenson, 2012). Given the close connection between orienting processes in moral space and 

processes of searching for meaning in life (Schuhmann & Van der Geugten 2017), we would 

rather use the notion of searching for meaning in life than the term meaning-making. Speaking of 

searching for meaning in life highlights the existential and sociocultural (and not just the 

psychological) dimensions of processes of searching for meaning. Whereas the term meaning-

making suggests that meaning can be actively created, the notion of searching for meaning in life 
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emphasizes the vulnerability of human beings and the role of receptivity in and the fallibility of 

our attempts to orient in life. 

Obviously, in order to legitimize pastoral care in secular contexts, an inclusive theoretical 

understanding of pastoral care is not sufficient. For health care chaplains in particular, there is an 

increasing demand for legitimation through research evidence: “In order to build the case that we 

are productive members of the health care team, we have to provide evidence for the beneficial 

effects of the care we provide” (Fitchett, 2011, p. 4). Such research requires a sound theoretical 

basis: “From a professional perspective, chaplains need to be able to define what is unique about 

their input” (Snowden et al., 2012, p. 3). While we hope that this description contributes to an 

understanding of the unique input of pastoral caregivers, we also want to point out that, if 

recognition of mysteriousness lies at the heart of pastoral care, empirical research on pastoral care 

practices requires a critical view of (dominant) research strategies that rule out mysteriousness. 

The perspective on pastoral care that has been developed in this article highlights not only 

the existential and spiritual dimensions of pastoral care but also its ethical and political 

dimensions. Practices of representing ‘the Good’ have an ethical dimension because striving for 

‘the Good’ involves an effort to look with love and compassion at human - and nonhuman - 

‘otherness.’ Representing ‘the Good’ also involves addressing the political question of which 

visions of the good are available to whom. In our globalizing, complex world, the ethical and 

political dimensions of pastoral care seem to deserve special attention. These days, it is painfully 

clear that people’s opportunities for voicing and acting upon their aspirations for a good life are 

far from equal (Appadurai, 2004). Furthermore, because people are interrelated on a global scale, 

their attempts of pursuing the good interfere in complex ways that inevitably at times lead to 

tension and conflict (Gergen, 2009; Hermans & Hermans-Konopka, 2010). In particular, 

processes of orienting in moral space are globally intertwined; one person’s quest for a strongly 

valued good may both thwart and be thwarted by others’ quests for what they perceive as 

strongly valued goods (Schuhmann, 2016). If pastoral care is conceived of in terms of 

representing ‘the Good’, then pastoral caregivers need to take this into account - even in 

situations where they work with just one client - and cannot ignore the ethical and particularly the 

political aspects of their work. 
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When ‘pastoral’ and ‘secular’ are understood as opposites, pastoral care may seem an 

obsolete phenomenon in a secular age. When, however, we go along with Taylor’s (2007) idea 

that people in a secular age still respond to transcendent reality by attempting to orient towards 

ultimate goods, then pastoral care, in the sense of supporting these attempts, seems just as 

relevant today as it was in the presecular age. In a secular age, the self-evidence of religious 

orienting frameworks is lost. According to Taylor (1989), we live in a world in which there is “no 

ultimately believable framework” (p. 17) that guides us through moral space. In a globalizing 

world, we come into contact with “myriad traditions of the good” (Gergen, 2009, p. 358) 

springing from myriad different relational contexts. All this does not facilitate the orientation 

processes of contemporary people. In a way, we might say that disorientation in moral space is a 

condition of our time. Similarly, Gilligan (2014) argues that “the search for moral truth” (p. 101) 

has become a complex affair in a postmodern age. Rethinking pastoral care as a practice of 

supporting people, organizations, and societies in dealing with the complex task of searching for 

moral truth reveals the enormous potential of pastoral care in a secular age.  
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Abstract 

A substantial number of (mostly health care) chaplaincy articles have emphasized the need for 

chaplaincy outcome research. In this study we contribute to formulating intrinsic chaplaincy 

outcomes by first identifying chaplaincy goals. To this end, we have performed a scoping review 

of Dutch chaplaincy literature. We have focused on articles, books, and dissertations published 

between 2014 and 2019. Six distinct goals of chaplaincy were identified, using 86 fragments 

found in 33 sources: worldview vitality and plausibility, processing life events, deepening 

spirituality, relational affirmation, well-being, and exercising freedom of religion. Several of 

these main goals could be subdivided into more specific goals. Future research is needed to 

examine whether the found goals apply equally within the different types of chaplaincy and to 

examine their interrelations. In addition, future research should examine how these goals are 

pursued in practice and how they relate to client needs. 
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Introduction 

During the last two decades, a substantial number of (mostly health care) chaplaincy articles have 

emphasized the need for chaplaincy outcome research (e.g., Damen, Delaney, & Fitchett, 2018; 

Damen, Schuhmann, Lensvelt-Mulders, & Leget, 2020; Dutch Association of Spiritual 

Caregivers, 2014; European Network of Health Care Chaplaincy, 2014; Handzo, Cobb, Holmes, 

Kelly, & Sinclair, 2014; O’Connor & Meakes, 1998; Peery, 2012). Among the main motives for 

this emphasis are accountability and better-quality chaplaincy services, summarized by Swift 

(2004) as “How is it of benefit, and how do we know if it continues to do any good?” (p. 7).  

In response to this emphasis, a steady growth of chaplaincy outcome studies can be 

observed (see for a review Damen, Schuhmann, Leget, & Fitchett, 2020). When we look more 

closely at these studies, one thing is notable: most outcomes (e.g., satisfaction, well-being, 

anxiety and depression reduction) don’t seem specific to chaplaincy but could also be relevant to 

other health care professions. Only a few studies focus on outcomes that could be characterized 

as intrinsic or unique to chaplaincy (e.g., spiritual well-being, religious coping, hope). We 

hypothesized a couple of reasons for this. First, - in the words of Handzo and colleagues - “there 

has been little consensus within the profession about what constitutes relevant chaplaincy 

outcomes” (2014, p. 46). Second, only a few measures exist that were developed specifically for 

chaplaincy. So, researchers have to rely on measures developed for other professions, possibly 

because those in the field do not agree on what are relevant chaplaincy outcomes. Third, 

chaplains have examined outcomes that are broadly important in the health care context; and 

finally, they have taken advantage of data that was relatively easily available instead of collecting 

their own data. 

In this study we contribute to formulating intrinsic chaplaincy outcomes by first 

identifying chaplaincy goals. What do chaplains say what they, as a profession, try to contribute 

to the lives of their clients? When it is clear what chaplains want to contribute, it also becomes 

much clearer what might constitute relevant outcomes, namely, those that indicate whether 

chaplains achieve their goals. In this endeavor, we are inspired by MacIntyre’s (2007) ideas about 

practices and their ‘internal goods’. According to MacIntyre, a practice is a form of socially 

established activity that is characteristically aimed at realizing specific goods internal to the 
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practice. These internal goods are also referred to as the goals of the practice. MacIntyre contrasts 

internal goods with external goods. External goods might be achieved by engaging in the 

practice, but might also be achieved in other ways.  

MacIntyre notes the historical dimension of practices and their goals: “Practices never 

have a goal or goals fixed for all times . . . but the goals themselves are transmuted by the history 

of the activity” (MacIntyre, 2007, p. 225). For that reason, we examine chaplaincy goals for the 

Dutch context as described in publications from 2014 onward. In that year Dutch chaplaincy 

changed significantly. Since the 1960s, due to the process of depillarization in the Netherlands 

(that is, the dismantling of the structure of Dutch society that was separated into pillars based on 

religion and associated political beliefs), chaplaincy started a process of professionalization (Van 

de Geer & Leget, 2012). Chaplaincy became publicly funded in 1969. This process has 

stimulated the organization of chaplains into interfaith teams which soon came to include not 

only Protestant and Catholic chaplains, but also humanist, Jewish, Muslim, Hindu, Buddhist and - 

since 2000 - non-denominational chaplains. In 2014, non-denominational chaplaincy was 

recognized as an official ‘sector’ of the Dutch Association of Spiritual Caregivers (Zock, 2019). 

This recognition has created a shift in thinking about the nature of chaplaincy. Whereas before 

2014 most publications about chaplaincy focused on its activities in religious terms and on 

discussions about the role of endorsement by a religious or worldview1 institution, from 2014 

onward more secular language was used to describe chaplaincy. 

The inter- or even supra-religious organization of chaplaincy, however, raises the question 

of how to describe chaplaincy, particularly in public institutions and in a strongly secularized 

society, because chaplains can no longer draw on the language offered by their religion or 

worldview to describe their activities (Schuhmann & Damen, 2018a). Instead, they might risk 

drawing on technical, managerial, or medical language that is foreign to their profession (Handzo 

et al., 2014; Swift, 2004). Outlining chaplaincy goals helps chaplains to further develop their own 

‘language system’, thereby mitigating the risk of legitimizing chaplaincy within an evidence-

based context on the basis of criteria set by other professions. It also allows for exploration of 

 
1Throughout the article, the word worldview is used in the sense of a religious, spiritual, or secular comprehensive 

conception of the world (Smart, 1989, 1996, 2008). 
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how chaplaincy goals and outcomes are related to goals and outcomes that are central in other 

professions, thus enhancing dialogue between chaplains and other professionals.  

 

Materials and methods  

Literature search 

Literature was gathered in various ways. The initial inclusion criteria were: (a) publication about 

Dutch chaplaincy (in English or Dutch) in 2014 or later, and (b) discussion of the goals of 

chaplaincy in general or in a particular subfield (i.e., a particular denomination or sector). We 

have focused on chaplaincy for individuals. Publications on group support or ritual services were 

excluded, to reduce potential heterogeneity in the goals. First, a search was conducted on 

Worldcat Discovery using the Dutch versions of the keywords “spiritual care” OR “spiritual 

guidance” OR “pastoral care” OR counseling OR “humanist counseling” OR chaplaincy2. This 

yielded 115 hits, of which 11 were selected based on the title. Second, Dutch chaplaincy journals 

that are not indexed (particularly, Tijdschrift Geestelijke Verzorging, Handelingen, Religie & 

Samenleving, and Waardenwerk) were examined for relevant articles. This resulted in the 

addition of 39 articles. Third, doctoral dissertations, inaugural and farewell speeches, books, and 

journal articles in the researchers’ personal collections that had not yet been found were 

examined. Eighteen sources were added. Fourth, the professional standards of the Dutch 

Association of Spiritual Caregivers (2015), the Humanist Association (2019), the division of 

Islamic spiritual care of the Custodial Institutions Agency (Ajouaou, 2019), and of Buddhist 

chaplaincy (Boeddhistische Zendende Instantie, 2019) were added. Finally, the reference lists of 

the various sources were examined. This yielded no further sources. Thus, a total of 72 sources 

were found based on title (see Figure 1). 

 

Selection of fragments 

The 72 sources were divided among the researchers. Each researcher then searched for text 

fragments containing an answer to the following question: To what end do chaplains provide 

 
2“Geestelijke verzorging” OR “geestelijke begeleiding” OR raadswerk OR pastoraat. 
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chaplaincy care to individuals? In selecting text fragments, we used an approach based on a 

strand of discourse analysis in which the focus is on recognizing (implicit) value assumptions – 

assumptions about what is good or desirable - in texts (Fairclough, 2003). This allowed us to 

search not only for explicit descriptions of chaplaincy goals by authors, but also for implicit 

assumptions concerning chaplaincy goods or desired outcomes of chaplaincy care. In order to 

detect these implicit assumptions, we looked for signal phrases such as ‘in order to’, ‘which helps 

to’, ‘contributes to’, ‘strives for’ or ‘develops’ (see Fairclough, 2003). Some fragments contain 

more than one goal. If the goals were just listed and not ordered in some kind of hierarchical way, 

the goals were divided over different categories. If, however, the authors did seem to suggest a 

hierarchical ordering of the goals, then the highest-level goal in the description was chosen. For 

example, the following fragment was categorized as ‘Living (in accordance with) one’s 

worldview’ as this seems to be the highest-level goal: “[The goal of chaplaincy is] to support 

people in seeking and finding inspiration and their own answers to questions about life and 

meaning. Through this they can discover coherence and insight into their life experiences and 

their personal ground in life can be clarified and strengthened, so they can (re)shape and give 

meaning to their own style of life.” (Humanist Association, 2019, p.11)  

The selected fragments were written down in a Google Spreadsheet along with the source, 

page numbers, denomination, and sector. Next, the researchers evaluated the selected fragments 

together to reach consensus on whether they described chaplaincy goals. This led to a selection of 

111 fragments from 36 sources. 

 

Categorization 

To come to an overview of the goals of chaplaincy in the Netherlands, each researcher 

independently categorized the 111 text fragments. An inductive approach was taken during this 

analytical step. This resulted in three quite different categorizations. These were placed next to 

each other in a spreadsheet and then the categorization of each fragment was discussed until 

consensus was reached. This categorization was based on 96 text fragments, which were grouped 

in 10 main categories and several subcategories. Fifteen fragments were not included, because, 

upon further examination, they either did not reflect a generalizable goal of chaplaincy or because 
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the wording was too vague to understand which goal was described. For example, chaplains often 

described the goal of chaplaincy in terms of their activities, but did not specify to what end they 

performed this activity: “... counseling of police who are stuck and have lost meaning in their 

work (and in life)” (Zock & Van ‘t Hoog, 2014, p. 11). 

 

Figure 1. Literature search 
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While describing the categories and re-examining the fragments, overlap between the 

categories became apparent. Further discussion among the authors resulted in a final development 

of six distinct main categories, some of which could be further divided into more specific 

subcategories (see Figure 2). Another 10 fragments were excluded in this process, because it was 

unclear what goal(s) they described. Thus, the final categorization is based on 86 fragments, from 

33 sources (see Figure 1). 

 

Results 

Worldview vitality and plausibility 

The first category that we describe is the largest and most complex category (45 fragments). It 

describes chaplaincy goals which center around the worldview of clients. In the fragments, 

various synonyms of the term worldview are used: e.g., life vision, perspective on life, perception 

of life, philosophy of life, orientation framework, meaning framework, and philosophical 

framework.  

Two of the fragments are embedded in more comprehensive theoretical accounts about existential 

processes aimed at living life in accordance with a worldview that provides life with meaning and 

direction (Schuhmann & Damen, 2018b; Smit, 2015)3. These accounts emphasize that this aim is 

never fully or permanently reached: as people’s life circumstances change over time, meaning 

and direction may be lost so that the relationship between life experiences and worldview needs 

to be reattuned. The process of reattunement may involve understanding new life circumstances 

in relation to one’s worldview, but it may also require an adjustment of one’s worldview to the 

new circumstances (following Park, 2010), these processes are referred to as assimilation and 

accommodation, respectively). Smit (2015) coins the term ‘worldview vitality and plausibility’ 

for this process, which he defines as having a worldview from which one derives strength, 

motivation, and direction in one’s current situation (vitality), and which is sufficiently embedded 

 
3Smit’s (2015) account is much more extensive, but there is also a strong overlap between the two theoretical 

accounts; both, for instance, make use of philosophical work on existential processes by Taylor (1989) and the 

psychological meaning-making model by Park (2010). Unfortunately, Smit’s (2015) extensive work on meaning and 

chaplaincy has not yet been translated into English; the article by Schuhmann & Damen (2018b) is based on two 

English articles (Schuhmann & Damen, 2018a and Schuhmann & Van der Geugten, 2017). 
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in one’s socio-cultural context (plausibility). Schuhmann and Damen (2018b) use different 

terminology, inspired by the philosophical work of Taylor (1989), when they understand 

worldviews as ‘orienting frameworks in moral space’ and describe worldview vitality and 

plausibility in terms of finding orientation.4 In Smit, respectively Schuhmann and Damen, 

worldview vitality and plausibility, respectively (re)orientation in moral space, is indicated as the 

characteristic goal of chaplaincy. 

 

Figure 2. Goals of chaplaincy care 

 
  

Five more fragments in this category provide a broad description of the chaplaincy goal of 

worldview vitality and plausibility (Dutch Association of Spiritual Caregivers, 2015; Humanist 

Association, 2019; Janssen in Körver, 2014; Schok & Mooren in Van Iersel, Van Bruggen & De 

 
4The spatial metaphor of searching for orientation is also used in chaplaincy goal descriptions in various of the other 

fragments in this category, but without further explanation. Schuhmann and Damen (2018b) write that one of the 

advantages of understanding existential processes in terms of orientation is that this allows taking the physical realm 

of meaning (embodiment) into account.  
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Boer, 2014; Smeets & Morice-Calkhoven, 2014). Janssen, for example, writes that chaplains 

support people in “searching for and finding a meaningful worldview” (p. 80). Schok and 

Mooren indicate “worldview (re)orientation” (p. 51) as a central chaplaincy goal. Smeets and 

Morice-Calkhoven write: “spiritual care invokes worldviews [in the sense of worldview 

traditions, red] so as to activate powers in people that enable them to form an optimally 

autonomous perception of life, which helps them to discern coherence in their experiences and 

thus enhances their existential problem solving” (p.110-111). The focus on autonomously 

forming one’s worldview, which can be understood as crucial for worldview vitality, is also 

expressed in the fragment from the Professional Standards of the Dutch Association of Spiritual 

Caregivers (2015).   

Several of the fragments we found point to different aspects of this overarching goal of 

worldview vitality and plausibility, which we will describe here as subgoals. We distinguished 

five subgoals: clarifying one’s worldview, personalizing one’s worldview, integrating new 

perspectives into one’s worldview, living (in accordance with) one’s worldview, and finding 

answers to life questions. 

  

Clarifying one’s worldview 

Six fragments describe how chaplains support people in recognizing and articulating the 

worldview from which they derive meaning and direction (Hengelaar, 2018; Humanist 

Association, 2019 – two different fragments; Kamp, 2017; Schok & Mooren in Van Iersel et al., 

2014; Van Iersel in Van Iersel et al., 2014). According to the Humanist Association, “the 

chaplain and the client work together towards clarification of existence” (2019, p. 13). Hengelaar, 

referring to Dollarhide and Oliver (2014), writes that humanist chaplains support people in 

arriving at a personal articulation of their worldview amid a diversity of existing worldview 

perspectives. Van Iersel describes clarification of values that are part of someone’s ‘meaning 

horizon’ as a task of chaplains, at least in the context of military chaplaincy. Schok and Mooren, 

also in the context of the military, explain that chaplains help soldiers to formulate positive 

values, which allows them to experience “orientation in existence” (p. 44). 

 



 

 135 

Clarifying one’s identity. Two fragments suggest that, with the clarification of their worldview, a 

person also clarifies their identity (Humanist Association, 2019; Kamp, 2017). Identity and 

personal worldview seem to be intertwined.5 Kamp writes: “When someone can articulate who 

they are, how they want to position themselves in life and how they see the future, a foundation is 

created to deal with practical problems” (p. 46). The Humanist Association states that chaplaincy 

is directed at “further articulation of personal identity”.   

 

Personalizing one’s worldview  

Four fragments focus on chaplains supporting people in revising their worldview so that it 

matches their individuality (Hengelaar, 2018; Humanist Association, 2019; Körver in Körver, 

2014; Van Iersel in Van Iersel et al., 2014). According to Hengelaar, chaplains support people in 

finding worldviews relevant to their own unique existence. Van Iersel writes that chaplains 

“accompany people in the [...] pragmatic understanding of truth, often in the midst of a 

transformation to an identity that is closer to their existential core, provide them with spiritual 

assistance in the loss of their dysfunctional meaning concepts and illusions [...] and accompany 

them in the search for a revised life story based on a reconstructed worldview” (p. 95). Van Iersel 

points here to the connection between personal worldview and life story. Körver also mentions 

this connection: chaplains “work towards meaning-making and coherence, towards organizing 

and deepening the life story” (p. 156). They both seem to understand the life story as (a reflection 

of) a personalized framework of meaning or a worldview. 

  

Integrating new perspectives into one’s worldview 

The third subcategory consists of ten fragments which describe how chaplains offer new views or 

perspectives to clients, or encourage them to find these (Ajouaou, 2019 – four different 

fragments; Brabers & Gasenbeek, 2014; Hengelaar, 2018; Kamp, 2017; Knibbe, 2015; 

Kosterman, 2014; Zock & Van ‘t Hoog, 2014). Three fragments describe this process in general 

terms (Hengelaar, 2018; Kamp, 2017; Knibbe, 2015). Knibbe, for example, suggests that “new 

 
5Taylor (1989) also suggests that at an existential level identity and worldview are intertwined, as knowing who you 

are corresponds to having an orientation framework in moral space (see Schuhmann & Damen, 2018b).  
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perspectives on relationships, desires and the goal or destiny of existence are discovered” (p. 130, 

paraphrasing Van Praag, 1978, p. 230). 

 

Integrating elements from worldview traditions. Four fragments, all about Islamic chaplaincy in 

penal institutions, indicate that chaplains teach detainees about core values from the Qur’an so 

that those in prison may orient their lives towards God’s path (Ajouaou, 2019). Ajouaou writes: 

“Islamic religious education, in this context, is about the transference of religious knowledge in 

the broadest sense. This happens individually or in groups and aims at supporting religious 

orientation, at mental and societal development, and insight into one’s own thoughts and 

actions.” (p. 16) 

 

Moral development. Three fragments are about moral education in chaplaincy; the goal here is 

that clients integrate moral perspectives into their worldview (Brabers & Gasenbeek, 2014; 

Kosterman, 2014; Zock & Van ‘t Hoog, 2014). For the military, Brabers and Gasenbeek maintain 

that humanist chaplains educate military personnel so that they are able to make morally 

justifiable decisions. According to Kosterman, this includes being able to keep seeing each other 

and the enemy as a human being. Similarly, according to Zock and Van ‘t Hoog, moral 

development is a goal of chaplaincy in the context of the police force. 

  

Living (in accordance with) one’s worldview 

In the thirteen fragments in this subcategory, the focus is on supporting people to live their lives 

in accordance with their worldviews (Ajouaou, 2019; Duyndam, 2018 – two different fragments; 

Duyndam & Frank, 2019 – three different fragments; Humanist Association, 2019 – two different 

fragments; Molenaar, 2018; Van Iersel in Van Iersel et al., 2014). Van Iersel gives a general 

description of this goal: the chaplain “promotes the realization of one's own worldview [by the 

military personnel]” (p. 101). Ajouaou writes that Islamic chaplains support prisoners in applying 

core values that are recorded in the Qur’an to their lives. 

The remaining nine fragments all are from authors with a humanist background and stress the 

importance of autonomy. Molenaar, for example, refers to Van Praag (1978) when she writes that 
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chaplains “activate the ability to autonomously apply a meaningful worldview” (p. 90). The 

Humanist Association also mentions “stimulating critical thinking of clients” (p. 12) as a goal in 

humanist chaplaincy. Critical thinking here seems to be a way of applying the central humanist 

value of autonomy to one’s life. 

 

Existential resilience. The six fragments by Duyndam (2018) and by Duyndam and Frank (2019) 

describe existential resilience as a goal of (humanist) chaplaincy. The notion of existential 

resilience goes back to Van Praag (1978).6 This quality is defined as the ability “... to realize a 

sustainable dignified individuality (autonomy) in thought and action in situations of vulnerability, 

misfortune or pressure for oneself and for others.” (Duyndam, 2018, p. 133). The definition 

shows that existential resilience can be understood as a way of living in accordance with values 

like autonomy and human dignity, especially when these are under pressure. In a footnote to his 

article, Duyndam poses the question whether the notion of existential resilience might be seen as 

a goal of chaplaincy in general, not just of humanist chaplaincy. 

 

Finding answers to life questions 

This final subcategory contains six fragments in which chaplains are understood to support 

people in their search for answers to life questions (Eringa, 2014; Hengelaar, 2018; Jorna, 2014; 

Kamp, 2017; Körver in Körver, 2014; Ubels 2018). We only included fragments in which this 

search was described as part of a general search for meaning and direction in life. When a 

fragment depicted the search for answers to life questions as a search for meaning in relation to a 

specific disruptive life event, the fragment was included in the category ‘Processing life events’. 

In the fragments that were eventually included in the category ‘Finding answers to life questions’, 

the role of worldviews as frameworks providing answers to life questions generally remains 

implicit. Only Ubels explicitly links worldview to life questions: “Chaplains offer support in the 

 
6Jaap van Praag (1911 to 1981) is “a key figure in Dutch humanism. In his main work, Foundations of Humanism, 

Van Praag (1982) developed a theoretical framework for understanding modern humanism as a dynamic, 

multifaceted view on life characterized by the attempt to understand the world and life by appealing to human 

abilities only. Van Praag was a founding father of the Dutch Humanist Association in 1946, of the Humanist 

Educational Institution in 1963 (which in 1989 became the University of Humanistic Studies), and of the profession 

of humanist chaplaincy in health care, prisons, and the army.” (Schuhmann et al., 2020, p. 4).  
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area of orientation on religion and lifeview with a view to the existential and ethical questions 

that come with working in the military” (p. 45). Two fragments indicate clarification of life 

questions as a goal of chaplaincy (Kamp, 2017; Körver, 2014). Kamp adds the search for answers 

to this goal: “supporting in clarifying a question, in searching for an answer” (p. 46). Hengelaar 

and Eringa mention finding answers to life questions as a chaplaincy goal, and stress that these 

have to be personal answers. Eringa states that these personal answers can be found in the life 

story. Körver, similarly, emphasizes the importance of “ordering and deepening the life 

narrative” (p. 156) to arrive at clarification and deepening of existential questions.  

 

Processing life events 

The second main category (20 fragments) we have distinguished describes goals in which one’s 

worldview is invoked to provide meaning and significance to (a) life event(s). As suggested by 

several authors, worldviews inform the meaning and understanding of life events, allowing 

people to process them (Kortekaas, 2019; Smeets & Morice-Calkhoven, 2014; Smit, 2015; Van 

Iersel in Van Iersel et al., 2014). These new meanings may then call for an adjustment of one’s 

worldview, as described in subcategory 1.3.   

Seven fragments speak in a general way about chaplains’ support in processing life events 

(Dutch Association of Spiritual Caregivers, 2015; Hekking in Körver, 2014; Humanist 

Association, 2019; Jorna, 2014; Schok & Mooren in Van Iersel et al., 2014; Vercammen, 2018). 

The Humanist Association, for example, writes that humanist chaplains support people “... to 

give meaning to or process a serious life event” (p. 10). Schok and Mooren note that military 

personnel have to process what they have experienced to assign meaning and significance. 

Smedema (2017) also states that military chaplains support military personnel in looking for 

meaning and significance in their job, in relation to their role and identity at home, their life 

stories, what they do and experience, and their conscience and worldview. Vercammen writes: 

“[The purpose of chaplaincy is] to discover together the meaning of life events. Both their 

content as well as how they are handled” (p. 38). Hekking states that chaplains in elder care help 

residents to obtain renewed meaning by processing difficult experiences, in that way allowing 

them to maintain a sense of control over their lives. He also states that improved coping with 
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positive and negative life experiences is an important goal, which is achieved by gaining more 

insight into these experiences. This process is associated with stimulating resilience (Dutch 

Association of Spiritual Caregivers, 2015; Hengelaar, 2018, Zock & Van ‘t Hoog, 2014). 

Two fragments of Van den Bosch (2014) indicate that the processing of life events 

happens together with coming to terms with reality: “(...) the other person is given the 

opportunity to process the experience of life and to allow more reality (p. 190). In the second 

fragment she writes: “The encounter leads to a 'happening', a receiving of reality that we did not 

have before. In the encounter life has to be able to unfold as it shows itself, if that happens then 

both conversation partners are confirmed in who they are” (p. 196).  

In three other fragments, processing of life events is connected to healing. Van Iersel 

(2014) writes that “chaplaincy can [...] have a healing effect because and insofar it connects the 

ability to make sense of illness and health with the situation of the person” (p. 107). Jorna (2014) 

states: “When we meet the other as a unique other in their division or separation, which is 

experienced as peril, the other will be truly heard. Then, reconciliation and healing can happen in 

a transformative transcendence of the opposing parts.” (p. 204). Vroom (2015) suggests that 

when people are able to name, clarify, and understand their life experiences, these can be formed 

into a somewhat coherent whole that can encompass contradictions. This then brings about an 

interpretation of reality and one’s own existence as meaningful and significant, which contributes 

to healing the person. 

Lastly, two fragments connect processing to correcting mistakes or coming to terms with 

oneself and the past. Vos (Van Iersel et al., 2014) expresses “the calling” and profession of 

military chaplaincy as helping veterans to come to terms with themselves and with the past in 

order to be able to live a good life. Similarly, Ajouaou (2019) suggests that the responsibility of 

Islamic chaplains in prisons is to support inmates in correcting their mistakes.  

 

Deepening spirituality 

The third main category contains twelve fragments that express goals of chaplaincy in relation to 

spirituality. Again, there is a strong connection to developing a worldview and experiencing 

meaning and significance. This category, however, distinguishes itself by a focus on 
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transcendence, interpreted as expanding personal boundaries or reaching out beyond oneself. 

This goal is not just understood as an active process, but could also be experienced as something 

that is granted. Smit (2015) writes: ‘Spirituality is about the motivation to act. It is about 

inspiration and shaping life, being formed and forming. One can speak of existential well-being 

when a person shapes their life from the experienced spiritual call of life itself. When this 

succeeds, I call this spiritual conformity.” (p. 156).  

 

Found inner motivation, trust, hope, inspiration, strength, and zeal 

The aims of chaplaincy to support people in finding inner motivation, trust, hope, inspiration, 

strength, and zeal were mentioned in six fragments (de Fruyt, 2014; Dutch Association of 

Spiritual Caregivers, 2015; Humanist Association, 2019; De Jong & Meijknecht in Körver, 2014; 

Körver, 2017; Smit, 2019). Smit considers an outcome of chaplaincy “that people continue their 

lives with renewed inner motivation, or a strengthened spirituality. 'I want to go on with my life 

because I have hope. I can go on because I have sufficient sources of power and competences. I 

may go on because I get the space and recognition from others to do so. I dare to go on because I 

have confidence’” (p. 28). De Jong and Meijknecht write poetically: “chaplains contribute to the 

incarnation of engineering students by retrieving the faith that moves them, their motivation, [...] 

so it can become a force in their hands that reshapes the world” (p. 94). In another fragment 

Körver stresses the importance of rituals for “creating a space in which people can gain access to 

their core, their trust and hope, to the sacred - without denying or downplaying the reality of 

finiteness, loneliness, lack of freedom, and meaninglessness” (p. 31). The Humanist Association, 

the Dutch Association of Spiritual Caregivers and De Fruyt speak about chaplains’ support in 

finding inspiration (or zeal), to which the two latter sources add strength.  

 

Spiritual growth and human flourishing 

Five fragments express an idea of spiritual growth as a goal of chaplaincy. In two fragments the 

Dutch Association of Spiritual Caregivers (2015) refers to promoting development, 

transformation, and growth in humanity and spirituality as a goal of chaplaincy. Other sources 

use different words for this process and are more specific about how it takes place. Jorna (2014) 
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refers to spiritual growth as an inner transformation that allows people to open up to what really 

matters in their lives. Lalbahadoersing (2015) writes that the aim of Hindu prison chaplaincy is 

that Hindu prisoners adopt a lifestyle that facilitates a growth of consciousness that allows them 

to experience connectedness to others and to become aware of the consequences of their actions. 

De Fruyt (2014) states that pastoral care supports people in their quest for a spiritual life that is as 

meaningful as possible.  

In two sources on humanist chaplaincy, the support of human flourishing is mentioned as 

a goal of chaplains (Duyndam & Frank, 2019; Molenaar, 2018). In two fragments, Duyndam and 

Frank write that human flourishing is dependent on critical thinking and living together, because 

then people can cope with the tragedy of life and experience joy, beauty, and connectedness. 

Molenaar (following Van Praag) suggests that humanist chaplaincy is about helping people find 

their full humanness. 

 

Relational affirmation  

The fourth main category was formed from eight fragments. Several authors express that an 

important (if not essential) value in chaplaincy is that the client feels seen and listened to for who 

they are by the chaplain, so that they can flourish in this relationship (Ajouaou, 2019; Humanist 

Association, 2019; Jorna, 2014; Groote Schaarsberg-Visser in Körver, 2014; Rijper, 2014; Van 

den Bosch, 2014; Van Iersel in Van Iersel et al., 2014). The relationship with the chaplain can be 

a sphere in which the person develops ‘relational security’ (Smit, 2015). Smit considers this a 

general goal of chaplaincy. He describes it as a sense of basic trust in other people, the 

transcendent other, and the world. Smit also relates this to worldview vitality and plausibility, 

because he suggests that basic trust is felt when - through their worldview - a person feels 

embedded in a wider culture, tradition, or understanding.  

In many sources found for this study, the experience of being seen and feeling listened to 

is considered conditional on achieving the other goals of chaplaincy described. In the fragments 

in this category, however, this experience is considered a goal in itself. Groote Schaarsberg-

Visser, for example, writes about care for people with multiple disabilities: “Chaplaincy asks for 

(...) recognition of who the client is and what they consider important, that they are seen as a 
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whole human being by the other, and the appeal to stop the suffering from feelings of social 

redundancy” (p. 57). Van Iersel writes: “The chaplain focuses on who someone is and can be” (p. 

106). As indicated under the second category of processing a life event, Jorna (2014) suggests 

that the experience of being truly heard contributes to healing. Van den Bosch stresses the 

reciprocity in this process: through their encounter both the client and the chaplain are affirmed in 

who they are. 

 Two fragments further address a macro level of relationality, referring to a goal of 

chaplaincy as restoring or enhancing connections to society (Ajouaou, 2019; Humanist 

Association, 2019).  

 

Well-being 

Well-being was mentioned as a goal of chaplaincy in six fragments (Ajouaou, 2019; Braakhuis, 

2019; Dutch Association of Spiritual Caregivers, 2015; Schok & Mooren in Van Iersel et al., 

2014; Smeets & Morice-Calkhoven, 2014; Zock, 2019). These authors suggest that this is the 

ultimate goal of chaplaincy, that is, that the above-mentioned goals together or separately 

culminate in well-being. Smeets and Morice-Calkhoven write: “The immediate goal [of health 

care chaplaincy, red] we formulated as promoting communication on worldviews. (...) The 

ultimate goal is to promote patients’ health. This means not so much promoting health in the 

physical sense, but more especially its spiritual dimension.” (p. 110). The Dutch Association for 

Spiritual Caregivers writes: “Through the systematic and methodical attention to meaning and 

lifeviews, spiritual caregivers contribute to the well-being of people in relation to themselves, 

others and their environment.” (p. 9). Ajaouaou writes: “The Islamic chaplain enhances rational, 

emotional, behavioral and/or spiritual well-being (...)” (p. 18). As the fragments show, well-being 

is referred to in general terms. Only Schok and Mooren give a hint about what ‘well-being’ might 

look like: they suggest that the various activities of chaplains help military personnel in the 

direction of fulfillment and happiness. This definition of well-being raises the question, however, 

of how this goal relates to the goals we noted under ‘deepening spirituality’ and ‘relational 

affirmation’. Are they perhaps synonymous? 
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Exercising freedom of religion 

Inpatient chaplaincy is mandated in the Netherlands on the basis of article 6 of the constitution 

about the right to profess one’s religion freely. Two fragments mention facilitating this right as a 

goal of chaplaincy (Dutch Association of Spiritual Caregivers, 2015; Van Iersel in Van Iersel et 

al., 2014). This category is ambiguous in the sense that it is unclear if the sanctuary function of 

chaplaincy should be considered as a goal or as a precondition for good care. Because the authors 

seemed to describe it as a goal of chaplaincy, however, we have included it as a separate 

category. 

 

Discussion 

To map chaplaincy goals in the Netherlands, we have performed a scoping review of Dutch 

chaplaincy literature. Because non-denominational chaplains were officially recognized by the 

Dutch Association of Spiritual Caregivers in 2014/2015, we have focused on articles, books, and 

dissertations starting from that time period to 2019. We have identified six distinct goals of 

chaplaincy, using 86 fragments found in 33 sources. These goals are: worldview vitality and 

plausibility; processing life events; deepening spirituality; relational affirmation; well-being; and 

exercising freedom of religion. Several of these main goals could be subdivided into more 

specific goals (see Figure 2).  

Often, authors related several of the six goals to each other. For example, quite a number 

of authors suggested that worldview vitality and plausibility is important for processing life 

events (Ajouaou, 2019; Kortekaas, 2019; Smit, 2015; Smedema, 2017; Smeets & Morice-

Calkhoven, 2014; Ubels, 2018), and that telling and retelling of a life story facilitated both goals 

(Eringa, 2014; Körver in Körver, 2014; Smedema, 2017; Vos in Van Iersel et al., 2014). Some 

authors also seemed to suggest that worldview vitality and plausibility is (reciprocally) associated 

with spiritual growth and human flourishing (Ajouaou, 2019; Dutch Association of Spiritual 

Caregivers, 2015; Duyndam & Frank, 2019; Jorna, 2014; Molenaar, 2018; Van den Bosch, 

2014). Human flourishing, in turn, seemed related to relational affirmation (Duyndam & Frank, 

2019; Jorna, 2014; Kamp, 2017; Molenaar, 2018; Van Iersel in Van Iersel et al., 2014). The 

whole process might culminate in feelings of well-being (Braakhuis, 2019; Dutch Association of 
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Spiritual Caregivers, 2015; Schok in Van Iersel et al., 2014; Smeets & Morice-Calkhoven, 2014; 

Smit, 2015, 2019; Zock, 2019). Very few authors, however, thoroughly examined and explained 

these associations, pointing to a need for more thorough theory-building in chaplaincy. 

Exceptions, including Smit (2015), Schuhmann and Damen (2018b), and to a lesser degree 

Kortekaas (2019) and Van Iersel (Van Iersel et al., 2014), gave more thorough accounts of the 

nature and associations of these goals, drawing mainly from sources in psychology and 

philosophy.  

All sources were situated either in health care, military, or prison chaplaincy. 

Interestingly, hardly any differences were found between these contexts. The only clear 

difference was that in military and prison chaplaincy, more emphasis was placed on the 

chaplaincy goals of exercise of freedom of religion and on the integration of elements of 

worldview traditions in one’s own worldview. We might explain this in two ways. First, in these 

institutions chaplaincy is still organized along confessional lines, whereas health care chaplaincy 

is mostly organized along geographical or diagnostic lines (territorial). Second, the only sources 

that we found describing goals of Islamic and of Hindu chaplaincy were in prison chaplaincy.   

Overviews of chaplaincy goals do not seem to be lacking only in the Netherlands. Within 

international literature, clear overviews of chaplaincy goals proved difficult to find. We did not 

find overviews through our digital search, but might have overlooked goal descriptions in books. 

Goal descriptions can be read between the lines, however. The American Standards of Practice 

for Professional Chaplains and the Australian Spiritual Health Association, for example, mention 

the promotion of well-being, a goal similar to our fifth category (Standard 2 APC, 2015; SHA 

Strategic Plan 2018-2022). The NHS Chaplaincy Guidelines in the United Kingdom state that 

spiritual care addresses the spiritual, pastoral, and religious needs of patients (NHS, 2015). This 

chaplaincy description can be found in many articles, but lacks a clearly expressed reason to what 

end chaplains address these needs, presumably, however, to fulfill them. It is interesting to note 

that none of the Dutch fragments speak about alleviating spiritual needs as the ultimate goal of 

chaplaincy, possibly because it is uncommon in the Netherlands to speak of spiritual needs. 

Finally, goals of chaplaincy can be gauged from desired outcomes of chaplaincy. Massey and 

colleagues (2015), for example, list intended effects of chaplaincy, such as to align the care plan 



 

 145 

with patients’ values, to build a relationship of care and support, to convey a calming presence, 

etc.7. Goals of chaplaincy could then include: contributing to meaningful and valuable care for 

patients, forming relationships with patients, calming patients, etc. We would be looking forward 

to more detailed and explicitly stated overviews of chaplaincy goals in other countries to further 

evaluate similarities and differences.  

While discussing our findings, we observed several ways worth highlighting in which 

authors describe characteristic chaplaincy goals. We were, for instance, struck by the minimal 

amount of religious discourse that we encountered in these descriptions. In the international 

literature, descriptions of chaplaincy in terms of religious care are increasingly replaced by 

inclusive descriptions in terms of spirituality and spiritual care (Cadge, 2012). In the literature 

that we reviewed, we saw that spiritual discourse is slowly picked up in the Netherlands, but not 

as widely embraced as in English-speaking contexts. It is important to note here that, as Walton 

(2012) points out, the Dutch term ‘spiritualiteit’ does not correspond one-to-one with the term 

‘spirituality’. We also found that there is a lack of a religiously diverse range of voices 

concerning chaplaincy in the Dutch literature. Most of the texts in our review have either a 

Christian or a humanist background; Islamic, Buddhist, Hindu and other chaplaincy perspectives 

are scarce. 

 We were also surprised by the rare use of psychological discourse. ‘Coping’, for 

example, is only mentioned once as a characteristic goal of chaplaincy. Authors often seem to use 

‘everyday discourse’, that is, discourse that is not explicitly grounded in a specific theoretical 

perspective and that may be used by people in everyday life. For instance, several authors speak 

about ‘orientation in life’ or about ‘processing life events’ without providing a theoretical basis 

for these terms. Furthermore, goal descriptions are often vague as they consist of a string of 

different goals, for instance: “The goal is to promote spiritual growth, resilience, hardiness, 

mastery, and to reduce vulnerability” (Dutch Association of Spiritual Caregivers, 2015, p. 10).  

 
7The list continues with: to de-escalate emotionally charged situations, demonstrate caring and concern, establish 

rapport and connectedness, affirm patients’ faith, help someone feel comforted, journey with someone in the grief 

process, lessen anxiety and/or someone’s feelings of isolation, meaning-making, mending broken relationships, 

preserve dignity and respect, and promote a sense of peace (Massey et al., 2015). 
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Generally, we found a strong focus on autonomy and individuality of clients in the goal 

descriptions in all the literature – not only in work based in humanist chaplaincy, where this 

might be expected. A potential explanation may be that the focus on autonomy and individuality 

of clients reflects attempts of chaplains to fit in with the dominant discourses in the institutions in 

which they work, which may center around terms like self-determination or patient-centeredness. 

The focus on autonomy and individuality also seems connected with the influence of humanistic 

psychology in chaplaincy in the second half of the twentieth century (De Groot, 2021). The 

dominant view of human beings as autonomous and rational seen in chaplaincy goal descriptions 

also resonates in two other observations. First, the body or embodiment seems to be absent from 

chaplaincy goal descriptions. Second and surprisingly, despite the dominant notion of chaplaincy 

as not outcome- but relationship-oriented, only a few studies locate the characteristic outcome of 

chaplaincy in the relationship. 

 

Limitations 

This review was limited to goals of chaplaincy in one-to-one contacts. Several authors also 

mentioned goals in group settings or on an organizational or societal level, for example, in terms 

of moral development or reflection. To develop a more comprehensive overview of goals of 

chaplaincy, future research should also examine goals on these levels. In addition, most sources 

concerned chaplaincy for adults without severe cognitive impairments. Future research should 

examine whether the goals we found here also apply to chaplaincy for children and for people 

with severe cognitive impairments. 

 A further limitation in this research is that there is no unified terminology in chaplaincy. 

In analyzing the texts, we found that the educational, professional, and worldview background of 

both the authors we examined and of ourselves often caused discussion about the meaning of 

what was being said. After much conversation we came to agreements about the meaning of 

fragments and the terminology to use, but we may have sometimes deviated from the author’s 

intent. 

 A final limitation is that we might have missed sources that were not digitally available. 

Due to the COVID-19 pandemic we had limited access to libraries and our personal collections. 
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Conclusion 

We found six goals that seem to be central to chaplaincy practice in the Netherlands: worldview 

vitality and plausibility; processing life events; deepening spirituality; relational affirmation; 

well-being; and exercising freedom of religion. Few differences were found between 

denominations and between work contexts, except for a stronger focus on the exercise of freedom 

of religion and on the integration of elements of worldview traditions in one’s own worldview 

when sources were drawn from prison and military chaplaincy, or when sources described Hindu 

and Islamic chaplaincy (within prison chaplaincy). The various goals seem to be interrelated, and 

well-being is suggested by various authors as an overarching goal. Yet there is little theoretical 

reflection offered to explain or support these ideas.  

Future research is needed to examine whether the found goals apply equally within the 

different types of chaplaincy and to explain the bio-psycho-social-spiritual processes underlying 

them. Examining these questions of generalizability and explanation can help to determine 

whether chaplaincy has a ‘central good’ (or goods) that characterizes it. It would also allow a 

more informed reflection on the relationship between chaplaincy and psychosocial disciplines. 

In addition, future research should examine how these goals relate to everyday 

chaplaincy: to what extent and how do chaplains pursue these goals in practice and how do the 

goals relate to the care needs of their clients? Qualitative research designs seem to be important 

to examine these questions, because there might be a considerable gap between the language used 

by chaplains and that used by clients to describe what chaplaincy should achieve. We already 

noted in this study that the professional and religious background of the chaplain also influences 

the terminology that they use to describe their activities. Examining the ‘enactment’ of the goals 

of chaplaincy will facilitate the formulation of outcomes that are relevant for any evaluation of 

the quality of chaplaincy using discipline-specific criteria.  
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Part III. Contributions to outcome research 
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Chapter 6 

Validation of the FACIT-Sp-12 in a Dutch cohort of patients with 

advanced cancer 
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Abstract  

Objective: Although the Dutch Functional Assessment of Chronic Illness Therapy - Spiritual 

Well-Being 12 Item Scale (FACIT-Sp-12) has been used in several Dutch studies, no study has 

assessed the measurement properties of the translation. The aim of this study was to perform an 

item-reduction analysis, confirmatory factor analysis, test of reliability and test of convergent 

validity. Methods: From the baseline data of a cohort study on experienced quality of care and 

quality of life (eQuiPe study), 400 advanced cancer patients without missing values on any of the 

variables were selected. In addition to demographic and religious/spiritual characteristics, study 

measures included the FACIT-Sp-12 and the European Organisation for Research and Treatment 

of Cancer Quality of Life Questionnaire-C30 (EORTC-QLQ-C30). Results: Item reduction 

analysis showed that items 4 and 8 had low correlations to the total scale (<.30). Items 6 and 7, 

and items 9, 10 and 11 were highly correlated (>.75). Confirmatory factor analysis indicated a 

good fit for a 3-factor structure with Meaning, Peace and Faith, and good Cronbach’s α 

coefficients for the total as well as the subscales (.71-.86). The removal of items 4, 8 and 12 

further improved the goodness of fit and Cronbach’s α coefficients. Convergent validity was 

adequate with the EORTC-QLQ-C30. Conclusions: Our analysis of the FACIT-Sp-12 revealed 

serious questions about 3 items and concerns about the Faith subscale. These problematic items 

deserve further attention so should be interpreted with care when using this scale. A future study 

could look into the items and test possible replacements.  
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Background 

Taking care of patients’ spiritual well-being (SWB) is an important aspect of palliative care. 

According to the WHO definition of palliative care, this type of care prevents and relieves 

suffering through the early identification, correct assessment and treatment of physical, 

psychosocial or spiritual problems (WHO, 2020). A widely used scale developed to assess SWB 

in cancer patients is the Functional Assessment of Chronic Illness Therapy-Spiritual well-being 

(FACIT-Sp-12) (Peterman, Fitchett, Brady, Hernandez & Cella, 2002). The scale was developed 

in the 1990’s and addressed the need for a brief measure suitable for patients from diverse 

religious and spiritual backgrounds (Bredle, Salsman, Debb, Arnold & Cella, 2011). 

A translation of the FACIT-Sp-12 into Dutch was certified in 2011 by FACIT.org and 

since then the scale has been used in multiple Dutch studies among patients with cancer (De 

Jager et al., 2012; Kruizinga et al., 2019; Vlasblom, Van der Steen, Walton & Jochemsen, 2015). 

However, no study has yet looked at its measurement properties. Globally, the FACIT-Sp-12 has 

been tested multiple times for various populations (e.g. cancer, HIV/AIDS, elderly) in different 

contexts (e.g. Brazil, Denmark, Korea, Iran, Jordan, Norway, US) (Aktürk, Erci & Araz, 2017; 

Brintz et al., 2017; Haugan, 2015; Jafari et al., 2013; Johnson, Bormann & Glaser, 2015; Kim et 

al., 2003; Kørup et al., 2020; Lazenby, Khatib, Al-Khair & Neamat, 2013; Lucchetti et al., 2015; 

Monod et al., 2015; Murphy et al., 2010; Noguchi et al., 2004; Pereira & Santos, 2011; Peterman 

et al., 2002; Peterman et al., 2014; Rabitti et al., 2020). Nevertheless, we deemed specific testing 

of the FACIT-Sp-12 in the Dutch context to be important. Namely, the Netherlands is a highly 

secularized society, with secularization understood as “the falling off of religious beliefs and 

practices, in people turning away from God, and no longer going to Church” (Taylor, 2007,  p. 

2). This process has been underway for some time as a side effect of Western industrialization 

and modernization, and accelerated after WWII when the religious landscape changed drastically 

by an exodus of believers from their churches (Knippenberg, 1998). The secularized context 

might affect the suitability of the FACIT-Sp-12 to measure SWB, particularly for the subscale 

Faith. Would the FACIT-Sp-12 perform differently in a context in which more than 50% of 

people identify as religiously unaffiliated (and only 14% regularly visit a church) compared to 

23% in the United States in which the scale was first developed (CBS, 2020; PEW, 2021)?  

http://facit.org/
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To assess measurement properties of the FACIT-Sp-12, we used the checklist of the 

COnsensus-based Standards for the selection of health Measurement INstruments (COSMIN) 

(Mokkink et al., 2010). We furthermore employed the 9-step framework of Boateng and 

colleagues (Boateng, Neilands, Frongillo, Melgar- Quiñonez & Young, 2018) that outlines best 

practices for developing and testing scales for health research to help indicate which parts are 

missing for the original American FACIT-Sp-12 and translations, specifically the Dutch 

translation. We will briefly summarize these steps. 

The items of the original American FACIT-Sp-12 were developed based on interviews 

with 45 American cancer patients and 15 oncology specialists (Cella et al., 1993; Peterman et al., 

2002). To assess content and face validity, these items were then evaluated by expert panels that 

included several American hospital chaplains, and target population judges that included over 

200 American and Puerto Rican patients (Peterman et al., 2002). Items were pre-tested by 

respondents in several rounds by verbalizing the mental process involved in providing answers 

(see for an English study of this process Hall & Beatty, 2014 ). At this stage, the Dutch version of 

the FACIT-Sp-12 comes into the picture. It was translated through a rigorous version of the 

double-back-translation method by FACIT.org (Eremenco & Cella, 2005). First, two independent 

professional translators translated the FACIT-Sp-12 and a third translator reconciled their 

versions. Secondly, this version was translated back to English by a native English speaker also 

fluent in Dutch and then reviewed by a representative of FACIT. Finally, three independent 

reviewers, FACIT, and a number of Dutch patients assessed the final version. 

The next steps concentrate on the testing of the scale. With regard to item reduction, some 

studies found problematic items such as the reversed items 4 and 8 (Murphy et al., 2010; Jafari et 

al., 2013; Kørup et al., 2020; Lazenby et al., 2013). Item reduction for the Dutch version was 

performed by FACIT.org, unfortunately data of this process are not available (Eremenco, Cella & 

Arnold, 2005). For the factor analyses, exploratory factor analysis (EFA) originally proposed a 2-

factor structure with an 8-item Meaning/Peace subscale and a 4-item Faith subscale for the 

American FACIT-Sp-12 (Peterman et al., 2002). A subsequent EFA suggested a 3-factor 

structure that has since then been widely accepted (Rabitti et al., 2020; Haugan, 2015; Canada, 

Murphy, Fitchett, Peterman & Schover, 2008). It divided the previous Meaning/Peace subscale 



 

 161 

into two subscales: the subscale Meaning, measuring a cognitive dimension of spirituality, and 

Peace, measuring an affective dimension. The subscale Faith remained unchanged. A 

confirmatory factor analysis (CFA) of the 2- and 3 factor structures showed better goodness-of-

fit-indices for the latter (Aktürk et al., 2017; Brady, Peterman, Fitchett, Mo & Cella, 1999; Brintz 

et al., 2017; Canada et al., 2008; Haugan, 2015; Johnson et al., 2015; Kørup et al., 2020; Murphy 

et al., 2010). No study has performed an EFA nor a CFA for the Dutch FACIT-Sp-12.  

Reported internal consistency with Cronbach’s α coefficient for the FACIT-Sp-12 and its 

different translations was high: between .65 and .93 for the total scale, and the two or three 

subscales (Aktürk et al., 2017; Brintz et al., 2017; Canada et al., 2008; Haugan, 2015; Jafari et al., 

2013; Kørup et al., 2020; Lazenby et al., 2013; Lucchetti et al., 2015; Monod et al., 2015; 

Noguchi et al., 2004; Peterman et al., 2002; Rabitti et al., 2020). For the total Dutch FACIT-Sp-

12 a coefficient of .79-.85 was reported across five samples including two cancer patient samples 

(De Jager et al., 2012). Test-retest reliability was only tested for the Spanish and Portuguese 

translation and was between .67-.70 (Brintz et al., 2017; Lucchetti et al., 2015). Regarding 

criterion validity, concurrent validity testing showed moderate to strong correlations between the 

FACIT-Sp-12 and quality of life (QoL) measures, and inverse correlations with depressive 

symptoms (Brintz et al., 2017; Peterman et al., 2002). Predictive validity testing showed no 

significant associations with hospital length of stay and destination at discharge (Monod et al., 

2015). Regarding construct validity, convergent validity testing showed positive associations 

with mood states, religion and spirituality measures, hope, meaning and self-transcendence; and 

negative correlations with depression, anxiety and spiritual distress (Brintz et al., 2017; Haugan, 

2015; Lucchetti et al., 2015; Monod et al., 2015; Peterman et al., 2002). Discriminant validity 

testing showed weak (positive) associations with social desirability (Peterman et al., 2002). No 

validity tests have been performed for the Dutch FACIT-Sp-12.  

Following gaps in some steps for best practices for the validation of the Dutch FACIT-Sp-

12, the objectives of this study are: a. to perform an item reduction analysis through inter-item 

and item-to-total correlations; b. confirm factors in a CFA; c. perform a test of reliability; and d. 

test convergent validity following the hypothesis that the meaning and peace subscales have high 

correlations, and the faith subscale a low correlation with QoL. As to whether the FACIT-Sp-12 
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performs differently in a highly secular context, results of these analyses will be compared to 

previous analyses in other contexts. This further testing of the Dutch FACIT-Sp-12 will broaden 

the understanding of its usefulness to assess SWB in Dutch patients with advanced cancer.  

 

Methods 

Sample 

For this study we randomly selected 400 patients out of 1,103 patients with advanced cancer from 

the baseline data of a prospective, multicenter cohort study on experienced quality of care and 

quality of life of patients with advanced cancer and their relatives (eQuiPe study, see for the full 

study design Van Roij et al., 2020 ). Guidelines for psychometric research suggest approximately 

300-450 participants as appropriate for factor analysis (Boateng et al., 2018), so selecting a 

random 400 participants gave us more than enough participants for a rigorous evaluation. 

Missing data was handled with listwise deletion because less than 5% of the data was missing 

with an arbitrary missing data pattern. The baseline data were collected from 2017-2020 through 

the departments of medical oncology, pulmonology, and/or urology from 40 hospitals in the 

Netherlands. The inclusion criterium was a diagnosis of a solid metastasized tumor (stage IV). To 

reduce an overrepresentation of participants with a relatively good prognosis, participants with 

breast cancer and prostate cancer were purposefully recruited. Participants had to be older than 18 

years, able to complete a Dutch questionnaire and understand the objective of the study. The 

study protocol was presented to the Medical Ethical Committee of the Dutch Cancer Institute 

(NKI) in Amsterdam, the Netherlands (METC17.1491), and was declared exempt from ethical 

review. Informed consent was obtained from all patients for being included in the study.  

 

Measures 

Sociodemographic and clinical characteristics 

Age, gender, marital status, education, religious affiliation and comorbidities were self-reported. 
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Spiritual Well-being  

Spiritual well-being was assessed with the FACIT-Sp-12 (Peterman et al., 2002). The measure 

comprises 12 questions rated on a 5-point Likert scale from not at all (0) to very much (4). Total 

scores are created from the sum for the items and can range from 0 to 48, higher scores indicating 

higher SWB. For the analyses we reversed the negatively worded items 4 and 8. For the questions 

see Table 2. 

 

Quality of life 

Quality of life was measured using the European Organisation for Research and Treatment of 

Cancer Quality of Life Core Questionnaire version 3 (EORTC-QLQ-C30) (Aaronson et al., 1993; 

Bjordal et al., 2000). The measure consists of 30-items about global health/QoL, functioning and 

symptoms. Of the items on symptoms, we only used the two subscales fatigue and pain. Global 

health/QoL is assessed with scores on a 7-point Likert scale from very poor (1) to excellent (7). 

The scores for the function and symptom subscales are rated on a 4-point Likert scale from Not at 

all (1) to Very much (4). Higher Global Health/QoL scores represent better QoL, higher 

functioning scores represent better functioning, while higher scores on symptoms represent 

higher symptom burden. Scores in Table 1 are the standardized scores through linear 

transformation, ranging from 0-100. In the present study the Cronbach’s α for global health/QoL 

was .87, physical functioning .82, role functioning .87, emotional functioning .84, cognitive 

functioning .64, social functioning .80, fatigue .84 and pain .84. 

 

Statistical analysis 

Descriptive statistics including the mean, standard deviation, frequency, percentage, maximum 

and minimum were calculated for the study variables. To perform an item reduction analysis, we 

used Cronbach’s α coefficient for inter-item and item-to-total correlation analyses. The ideal 

range of average inter-item correlations was set between .15 and .50. The cut-off for acceptable 

item-to-total correlations was ≥ .30 (Boateng et al., 2018).  

For the confirmatory factor analysis (CFA) we replicated the models proposed by Canada 

and colleagues (2008) for comparability. Model 1 consists of the two factors Meaning/Peace and 
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Faith as originally proposed by Peterman and colleagues (2002). Model 2a consists of the three 

factors Meaning, Peace and Faith. Model 2b allows a correlation between the negatively worded 

items 4 and 8. Model 2c allows a correlation between item 1 and 4 because of their similar 

wording. Model 2d allows item 12 to correlate to both factors Peace and Faith due to its double 

loading on both factors. We compared model fit using Satorra- Bentler χ2, root mean squared 

error of approximation (RMSEA), Akaike and Bayesian information criteria (AIC, BIC), the 

Tucker-Lewis index (TLI), the comparative fit index (CFI), and the standardized root mean 

squared residual (SRMR). See for the cut-off criteria Table 3. Models were built in SEM. 

Internal reliability of the final scale was assessed using Cronbach’s α coefficient (Gliem 

& Gliem, 2003). To assess convergent validity between the FACIT-Sp-12 and the EORTC-QLQ-

C30, we used Spearman’s Rho and partial correlations to control for overlap with other factors. 

Data were analyzed using the statistical software STATA (StataCorp, 2019). 

 

Results 

Patient characteristics 

Participant characteristics are reported in Table 1. The sample had an average age of 65 years and 

consisted of slightly more men (52%). The majority (87%) were married or had a partner. 

Approximately a quarter (27%) had no more than a high school education, 42% had a vocational 

degree and 31% a university degree. A fifth (19%) indicated to be churchgoing, either to the 

Protestant or Catholic church, 41% reported being Christian or Catholic but not attending church, 

40% reported another or no affiliation.  

Patients had a mean score of 27.2 (SD 7.6) on spiritual well-being, which indicated that 

they felt somewhat well (range 3-48; 48 would indicate best possible SWB). The mean quality of 

life score for global health status/QoL was 69.1 (SD 18.6; range 8-100; 100 indicates best 

possible health/QoL). The mean score for physical functioning was 72 (SD 21.4; range 0-100; 

100 indicates best possible functioning), falling below the threshold of 83 so indicating a 

clinically important problem (Giessinger et al., 2020); symptom burden was relatively low with 

37.2 (SD 23.7) for fatigue, and 20.6 for pain (SD 24.3; range 0-100; 100 indicates a high level of 

symptom burden), not reaching the threshold for a clinical important problem.  
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Table 1. Sociodemographic and clinical characteristics of patients with advanced cancer 

(N=400) 

Variable N (%)/mean (SD), range 

Age 64.4 (9.8), [31, 88] 

Gender 

   Male 

   Female 

 

208 (52%) 

192 (48%) 

Marital status 

   Married/partnered 

   No partner 

 

346 (87%) 

54 (14%) 

Education 

   High school or less 

   Vocational 

   University degree 

 

107 (27%) 

168 (42%) 

125 (31%) 

Religious affiliation 

   Protestant or Catholic, not churchgoing 

   Protestant and Catholic, churchgoing 

   Other or no affiliationa 

 

164  (41%) 

75  (19%) 

161 (40%) 

Comorbidities 

   0 

   1 

   2 or more 

 

142 (36%) 

157 (39%) 

101 (25%) 

FACIT-Sp-12 

   2 factors 

      Meaning/Peace 

      Faith 

   3 factors 

      Meaning 

      Peace 

   Total 

 

 

22.1 (5), [3-32] 

5 (4.3), [0-16] 

 

12.5 (2.8), [2-16] 

9.6 (3.2), [0-16] 

27.2 (7.6), [3-48] 

EORTC-QLQ-C30 (version 3) 

   Global health status/QoL 

   Physical functioning 

   Role functioning 

   Emotional functioning 

   Cognitive functioning 

   Social functioning 

   Fatigue 

   Pain 

 

69.1 (18.6), [8-100] 

72 (21.4), [0-100] 

65.5 (28.7), [0-100] 

79.4 (19.4), [8-100] 

83.5 (19.7), [0-100] 

79.7 (22.7), [0-100] 

37.2 (23.7), [0-100] 

20.6 (24.3), [0-100] 
a Other or no affiliation includes No affiliation (N=147), Humanist (N=10) and Other (N=4). 
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Item reduction analysis 

The item-to-total correlations were all acceptable (r ≥ .30), except for the reversed items 4 and 8 

(r = .16 and .26, resp.; Table 2). Inter-item correlation analyses showed that the Meaning items 

had fairly ideal correlations to each other. The lowest correlation was between items 3 and 8 (r = 

.21) and the highest between items 2 and 6 (r = .60), just above the cut-off value. The Meaning 

items showed substantial correlations with the Peace items, ranging from r = .21 between items 4 

and 8, to r = .56 between items 5 and 7. Only item 4 (which was reversed) seemed clearly distinct 

from items 2, 3 and 5 (r = .02, .02, and .08 resp.). 

 The correlations between the Peace items ranged from r = .20 between items 4 and 6, to r 

= .52 between items 1 and 7, with the exception of r = .79 for items 6 ‘I am able to reach down 

deep inside myself in order to feel comfort’ and 7 ‘I feel a sense of harmony in myself’, 

indicating potential redundancy. 

 For the Faith items, only item 12 ‘I know that whatever happens with my illness, things 

will be okay’ showed acceptable correlation to the other Faith items, with r ranging from .31 to 

.40. The correlations between the items 9, 10 and 11 far exceeded the cut-off, suggesting 

redundancy. Particularly items 9 and 10 seemed to be highly similar (r = .93). The Faith items 

showed low correlations to the Meaning items, ranging from r = .00 (between items 8 and 12) to r 

= .26 (between items 3 and 12), and to the Peace items, ranging from r = -.01 (between items 4 

and 10) to r = .39 (between items 6 and 12).    

 

Confirmatory factor analysis 

To compare the 2- and 3-factor models, a CFA was conducted (see Table 3). The chi-square 

values for all models were statistically significant, suggesting poor fit. The RMSEA, TLI and CFI 

values showed a good fit for models 2a to 2d. The AIC, BIC and SRMR suggested 2d as the best 

model. This model is presented in Supplementary Figure 1. We performed additional CFA’s in 

which we in turn removed items 4 and 6 to 12 based on the item reduction analysis, and a low 

loading of .40 of item 12 in the CFA (see Supplementary Table 1). Model 3 with item 4, 8 and 12 

removed showed the best fit. 
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Table 2. Inter-item and item-to-total correlations of the FACIT-Sp-12 

No.  Item 2 3 5 8 1 4 6 7 9 10 11 12 13 

Meaning 

2 I have a reason for living 1 .45 .60 .26 .30 .02 .34 .36 .17 .18 .12 .20 .46 

3 My life has been productive  1 .51 .21 .35 .02 .37 .39 .17 .18 .14 .26 .47 

5 I feel a sense of purpose in my life   1 .31 .40 .08 .53 .56 .21 .21 .14 .23 .60 

8 My life lacks meaning and purpose 

(reversed) 

   1 .22 .21 .22 .23 .01 .01 .00 .06 .26 

 Peace 

1 I feel peaceful     1 .26 .45 .52 .17 .19 .09 .28 .51 

4 I have trouble feeling peace of mind 

(reversed) 

     1 .20 .21 -.03 -.01 -.06 .15 .16 

6 I am able to reach down deep inside myself 

in order to feel comfort 

      1 .79 .30 .27 .19 .39 .64 

7 I feel a sense of harmony in myself        1 .28 .29 .21 .38 .67 

 Faith 

9 I find comfort in my faith or worldview         1 .93 .78 .40 .53 

10 I find strength in my faith or worldview          1 .76 .36 .53 

11 Difficult times have strengthened my faith 

or worldview 

          1 .35 .42 

12 I know that whatever happens with my 

illness, things will be okay  

           1 .47 

13 Total             1 
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Table 3. Results of confirmatory factor analysis using SEMa 

Mo

del 

 Satorra-

Bentler 

scaled χ2  

(df) 

RMSEA 

(90% CI) 

AIC BIC TLI_ 

SB 

CFI_ 

SB 

SRMR 

1 2-factor 278.61 

(53)*** 

.110 (.099-

.122)*** 

12154 12301 0.872 0.897 0.088 

2a 3-factor 134.92 

(51)*** 

.070 (.057-

.083)** 

11998 12153 0.950 0.962 0.075 

2b Adjusted model 

2a with 

correlated error 

covariance for 

reverse-worded 

items 

122.87 

(50)*** 

.065 (.052-

.079)** 

11985 12145 0.956 0.967 0.073 

2c  Adjusted model 

2b with 

correlated error 

covariance for 

items 1 and 4 

 114.11 

(49)*** 

.063 (.049-

.076) 

11977 12141 0.960 0.970 0.071 

2d Adjusted model 

2c with path 

from Peace to 

item 12 added 

73.78 

(48)*** 

.042 (.025-

.057) 

11935 12102 0.984 0.988 0.041 

3 3-factor model 

with items 4, 8 

and 12 removed 

38.23 

(24)* 

.045 (.023-

.066) 

8512 8631 0.989 0.993 0.030 

* p < .05; **p < .005; ***p < .001 
a Values for good fit: RMSEA cutoff <0.08; TLI and CFI cutoff >0.95; SRMR cutoff <0.08. 

 

Reliability 

Cronbach’s α coefficient for the full FACIT-Sp-12 was good with .82. For the subscale 

Meaning/Peace the coefficient was also good (.80), and acceptable for Meaning (.71) and Peace 

(.73). The coefficient for Faith was good with .86. When items 4, 8, and 12 were removed the 

Cronbach’s α coefficient for the full scale increased to .83, and for the subscales to .84 for 

Meaning/Peace, .76 for Meaning, .81 for Peace and .93 for Faith. The removal of the items with 

high correlations did not improve the Cronbach’s α coefficient.  
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Convergent validity 

Finally, associations between the total score and 3-factor structure of the FACIT-Sp-12 and the 

EORTC-QLQ-C30 are presented in Table 4. The total score correlated significantly with all the 

subscales of the EORTC-QLQ-C30 (p < .001). The majority of the correlations was due to the 

subscales Meaning and Peace that correlated significantly to all the subscales (p < .001). The 

factor Faith was correlated to global health/QoL (p < .05) and emotional functioning (p < .05). 

As hypothesized, correlations between QoL and Meaning and Peace were higher than the 

correlations between QoL and Faith.  

 

Table 4. Correlations (Spearman) of the FACIT-Sp-12 and EORTC-QLQ-C30  

EORTC-QLQ-C30 (version 3) FACIT-Sp-12 

  Totala Meaning Peace Faith 

Global health status/QoL  .43*** .46*** .49*** .11* 

Functional scales Physical functioning .19*** .27*** .29*** -.05 

 Role functioning .33*** .31*** .40*** .10 

 Emotional functioning .40*** .32*** .57*** .10* 

 Cognitive functioning .25*** .24*** .29*** .08 

 Social functioning .22*** .22*** .32*** .03 

Symptom scales Fatigue -.27*** -.26*** -.40*** -.02 

 Pain -.21*** -.22*** -.28*** -.01 
* p < .05; **p < .005; ***p < .001 
a Bivariate correlation (Spearman’s Rho). 

 

Discussion 

In our examination of the Dutch translation of the FACIT-Sp-12 we found some acceptable but 

also some problematic items in patients with advanced cancer in the secularized context of the 

Netherlands. The item reduction analysis indicated good item-to-total correlations for most items, 

except for the reversed items 4 and 8. The inter-item analysis also showed acceptable correlations 

for most items, except for items 6 and 7, and items 9, 10 and 11 suggesting redundancy. The CFA 

indicated a good fit for the 3-factor structure. After performing additional CFA’s with removing 

in turn the problematic items, and item 12 showing a low loading, we settled for a factor structure 

with items 4, 8 and 12 removed. The Cronbach’s α coefficient was acceptable for the complete 

scale, but better for the scale with the same items removed. Removing these items did not solve 
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the problem of redundancy, however, removing the redundant items caused the subscales to 

become too small and did not improve the fit nor the α coefficient. The scale showed adequate 

convergent validity with QoL items of the EORTC-QLQ-C30.  

The results of this study are comparable to results of other studies testing the FACIT-Sp-12 listed 

in the introduction. Firstly, four other studies also raised concerns about the reversed items (Jafari 

et al., 2013; Kørup et al., 2020; Lazenby et al., 2013; Murphy et al., 2010). Secondly, item 12 

showed unspecific loadings in other studies, sometimes loading on Meaning, sometimes on 

Peace, and sometimes on no scale at all (Brintz et al., 2017; Canada et al., 2008; Haugan, 2015; 

Kørup et al., 2020; Lazenby et al., 2013; Murphy et al., 2010; Rabitti et al., 2020). Murphy and 

colleagues (2010) suggested replacing this item with “My faith or spirituality has helped me 

through my cancer experience”, showing a better model fit. Thirdly, three other studies also 

found high correlations between items 6 and 7 and items 9 and 10 (Brintz et al., 2017; Canada et 

al., 2008; Haugan, 2015). We propose that removing or replacing items 4, 8 and 12 will mean an 

improvement for the Dutch scale. Furthermore, items 6 or 7, and items 9, 10 or 11, could benefit 

from a more in-depth analysis into why Dutch patients understand these items in a similar way, 

and if replacing them could add more depth and variety to assessing SWB.    

This study further confirms a 3-factor structure of the FACIT-Sp-12. Körup and colleagues 

(2020) stratified their sample of Danish cancer survivors and found that a 3-factor structure best suited 

the young and middle-aged groups, and a 2-factor structure the elderly group. Since the Meaning and 

Peace subscales in this study showed substantive correlations, future studies could investigate if there is 

also a difference to be found for Dutch patients of various age groups.  

Canada and colleagues (2008) concluded that because the scores of the three subscales can have 

such different associations with other measures, the total score is functionally useless. This study 

underwrites their conclusion if you look at the different associations of the different subscales to QoL. 

Note that Visser and colleagues (Visser, Garssen & Vingerhoets, 2010) draw attention to overlap 

between the FACIT-Sp-12 and QoL, so correlations should be interpreted with care because they might 

be tautological. In this study, the high correlations between Peace and emotional functioning could point 

towards such an overlap.  
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 Finally, to answer the question as to whether the FACIT-Sp-12 performs differently in a 

highly secular context such as the Netherlands, the results of this study indicate no major 

differences regarding problematic items, factor structure, reliability and validity. On the other 

hand, there is a high correlation between three of the four items of the subscale Faith, indicating 

this subscale does not function well to measure the concept faith. Also, the mean Faith score of 5 

(SD 4.3) in this sample is much lower than scores reported in other samples with patients with 

cancer. Rabitti and colleagues (2020) for example report a mean of 9.7 for terminal cancer 

patients. Unfortunately, studies do not always indicate the religiousness of their sample, so 

further comparisons are difficult to make. However, if we assume the sample of Monod and 

colleagues (2015) is fairly similar with regard to affiliation (in Switzerland, the unaffiliated form 

the largest ‘faithgroup’, PEW, 2021), the Dutch mean is still lower to their 8.1. This points to the 

possible conclusion that the Faith items are not meaningful in the Dutch context. 

  

Study limitations and future research 

The generalizability of this study may be limited because the sample is a convenience sample of 

volunteers. Also, we were not able to investigate the face validity of the scale to assess for 

example whether patients understood the questions or what secular patients were thinking when 

they responded to the items in the Faith subscale. A qualitative approach would have helped to 

discern the overlap between the redundant items indicated above. Furthermore, for criterion and 

convergent validity we were limited to the measures available in the data. Future research could 

study convergent validity with more related measures, such as EORTC QLQ-SWB32. Finally, 

the data did not allow a test-retest, measurement error and responsiveness analysis. Future 

research could focus on these limitations, and on a more in-depth analysis by stratifying age 

groups (see Körup et al., 2020) or affiliations (Lazenby et al., 2013; Noguchi et al., 2004).  

 

Clinical implications 

Our analysis of the FACIT-Sp-12 revealed serious questions about three items and concerns 

about the Faith subscale. Some redundant items limit the conceptual elaborateness of the scale. 

Therefore, since the results of the FACIT-Sp-12 provide limited information regarding SWB in 
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the Netherlands, we recommend using other validated Dutch measures (e.g. the EORTC QLQ-

SWB32). When using the FACIT-Sp-12, we emphasize interpreting the problematic items and 

the Faith subscale with care. A future study could look into possible replacements for items. 

Lastly, SWB is associated with QoL, with distinctive associations between the subscales 

Meaning, Peace and Faith. A growing body of evidence indicates that SWB is an important 

dimension of care and should be integrated into patient care, for example through spiritual 

assessments or collaborations with chaplains.  
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Supplementary Figure 1. Standardized coefficients for model 2d 
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Supplementary Table 1. Factor loadings from the confirmatory factor analysis of the 3 

factor structure of the FACIT-Sp-12  

Meaning  

2. I have a reason for living .68 

3. My life has been productive .61 

5. I feel a sense of purpose in my life .88 

8. My life lacks meaning and purpose (reversed) .36 

Peace  

1. I feel peaceful .57 

4. I have trouble feeling peace of mind (reversed) .23 

6. I am able to reach down deep inside myself in order to feel comfort .85 

7. I feel a sense of harmony in myself .92 

Faith 

9. I find comfort in my faith or worldview .98 

10. I find strength in my faith or worldview .95 

11. Difficult times have strengthened my faith or worldview .79 

12. I know that whatever happens with my illness, things will be okay  .40 
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Abstract  

Context. Palliative care aims to support patients’ spiritual needs with the intention of promoting 

their spiritual well-being (SWB), an important dimension of quality of life. SWB is one of the 

less-studied dimensions of QoL, particularly in a secular country such as the Netherlands. 

Objectives. In this study we aimed to get a better understanding of SWB in Dutch patients with 

advanced cancer. We therefore examined its prominence and associated factors. Methods. We 

used the baseline data of a cohort study on experienced quality of care and quality of life (eQuiPe 

study), which included 1,103 patients with advanced cancer. In addition to sociodemographic and 

religious/spiritual characteristics, study measures comprised the SWB subscales Meaning, Peace, 

and Faith of the revised FACIT-Sp-12, spiritual problems and needs (PNPCsv), quality of life 

(EORTC-QLQ-C30) and satisfaction with healthcare professionals’ interpersonal skills 

(INPATSAT-32). Results. On average, patients experienced quite a bit of Meaning (8.9, SD 2.3), 

a little bit to somewhat Peace (6.8, SD 2.7), and very low levels of Faith (2.9, SD 3.7). Two-

thirds (71%) of patients reported one or more spiritual problems, for which the majority (54%) 

wanted to receive attention. In the final multivariable models, only a few factors were associated 

with SWB, such as greater spiritual needs with lower levels of Meaning and Peace. Conclusion. 

Dutch patients with advanced cancer experience medium to low levels of Meaning, Peace, and 

Faith. More attention for their SWB is warranted.  

 

Key message: This study examined the spiritual well-being (SWB) of 1,103 Dutch patients with 

advanced cancer. The results indicate that patients experience medium to low levels of Meaning, 

Peace and Faith. Lower levels of SWB are associated with more spiritual problems. The majority 

of patients welcomes attention for their spiritual needs. 

 

 

 

 

 

 



 

183 

Introduction 

Patients with advanced cancer often experience lower levels of quality of life (QoL) due to the 

burden of physical symptoms and psycho-social and spiritual concerns (Bai & Lazenby, 2015; 

Drageset, Austrheim & Ellingsen, 2021; Van Roij et al., 2021). Palliative care aims to support 

patients’ physical, psychological, social, and spiritual needs with the intention of promoting their 

QoL (WHO, 2020). QoL is hereby defined as “an individual’s perception of their position in life 

in the context of culture and value system in which they live and in relation to their goals, 

expectations, standards, and concerns” (Verlag, 1994, p43). 

Spiritual well-being (SWB) is one of the less studied dimensions of QoL. There is no 

consensus regarding the definition of SWB, but it is usually described as a multifaced construct 

that points to a human need for transcendence encompassing, for example, a relationship to self, 

others, nature, art, and/or a higher being; a sense of meaning and purpose in life; and inner peace 

and harmony (Bai & Lazenby, 2015; Puchalski, Vitillo, Hull & Reller, 2014).  

Previous studies have indicated that SWB levels are lower for terminal cancer patients in 

comparison to cancer survivors (Munoz, Salsman, Stein & Cella, 2015, Rabitti et al., 2020).  

Known factors associated with lower levels of SWB are being male, unmarried, and/or white; 

having a lower level of education; lacking religious affiliation; and dealing with symptom 

distress and/or physical impairment. Lower SWB is also associated with an expressed wish for 

hastened death, worse communication among patients and families, sadness, anxiety, and 

depression (Hiratsuka et al., 2021; Kandasamy, Chaturvedi & Desai, 2011; Martoni et al., 2017; 

Strada, Homel, Tennstedt, Billings & Portenoy (2013; Wang & Lin, 2016; Yoon et al., 2018). 

Associations between SWB and other dimensions of QoL indicate consistent and independent 

positive associations between SWB and the physical, functional, social, mental, and emotional 

dimensions of QoL (for a more extensive review of the associations between SWB and QoL, see 

Bai & Lazenby, 2015). However, due to construct overlap, some of these associations should be 

interpreted with care (Bai & Lazenby, 2015; Koenig, 2008; Visser, Garssen & Vingerhoets, 

2010) --for example, between ‘inner peace’ and mental and emotional well-being.  

No study has ever assessed SWB and its associations in patients with advanced cancer, 

specifically in a secular context such as the Netherlands, In this study, we understand 
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secularization as “the falling off of religious beliefs and practices, in people turning away from 

God, and no longer going to Church” (Taylor, 2007, p. 2). The spiritual beliefs, experiences, and 

needs might be considerably different in a context in which more than 50% of people identify as 

religiously unaffiliated (and only 14% regularly visit a church) compared to only 23% in the 

United States, where most studies have been conducted (CBS, 2020; PEW, 2015). For example, 

experiencing meaning, a purpose, and inner peace in a more secular context might be similar to 

such experiences in a more religious context, while an experience of faith in a secular context 

might be completely different than one in a more religious setting.  

In this study, we therefore examined whether associations with SWB in the Dutch context 

were comparable to associations found in previous studies among patients with advanced disease 

in more religious contexts. We included sociodemographic and clinical characteristics and QoL 

dimensions known to be associated to SWB (Bai & Lazenby, 2015; Hiratsuka et al., 2021; 

Kandasamy et al., 2011; Martoni et al., 2017; Strada et al., 2013; Wang & Lin, 2016; Yoon et al., 

2018). We furthermore added patients’ spiritual problems and needs for care to gain more insight 

into the association between spiritual needs and SWB in a secular context. Finally, we examined 

the association of SWB with healthcare professionals’ contributions to patients’ interpersonal 

satisfaction with care, considering research that found higher levels of SWB for people who felt 

more socially connected (Gaskin-Wasson, Walker, Shin & Kaslow, 2018). In the midst of dealing 

with serious illness at the end of life, people can feel isolated. Being well-cared for by competent 

health professionals might play a small role in experiencing meaning and inner peace. 

Through a better understanding of levels of SWB and its associated factors, we aim to inform 

healthcare professionals’ aspirations to promote their patients’ QoL. Our research questions were 

as follows: 

1. What are the levels of SWB of patients with advanced cancer in the Netherlands?  

2. What are the associations between patients’ SWB and sociodemographic, medical/clinical, 

religious/spiritual factors, QoL, and satisfaction with interpersonal skills of healthcare 

professionals? 
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Methods 

Study design 

A cross-sectional analysis using baseline data of a prospective, longitudinal, multicenter, 

observational study on quality of care and QoL of patients with advanced cancer and their 

relatives was conducted (eQuiPe study; for the full study design, see Van Roij et al., 2020). The 

study was exempted from medical ethical review according to the Dutch Medical Research 

Involving Human Subjects Act (WMO), declared by the Medical Research Ethics Committee of 

the Antoni van Leeuwenhoek hospital (METC17.1491). 

 

Study population 

Patients with advanced cancer and their relatives were recruited between 2017-2020 from 40 

hospitals in the Netherlands through the departments of medical oncology, pulmonology, and 

urology. Patients had to be age 18 years or older with a diagnosis of a solid metastasized tumor 

(stage IV), able to complete a Dutch self-report questionnaire, and able to understand the 

objective of the study. To reduce an overrepresentation of participants with a relatively good 

prognosis, patients with breast or prostate cancer were purposefully recruited. 

 

Data collection 

Patients were screened for eligibility and self-enrolled or were asked by their physician to 

participate. In total, 1,695 eligible patients were contacted by phone by the research team to 

discuss participation, of which 15% of the patients did not want to participate due to lack of 

interest, bad health, too overwhelming, or lack of time. After giving informed consent, patients 

received questionnaires on paper or online via the Patient Reported Outcomes Following Initial 

treatment and Long-term Evaluation of Survivorship (PROFILES) registry (Van de Poll-Franse 

et al., 2011). Before completing the baseline questionnaire, 20% dropped out for various reasons, 

including declining health or death. A total of 1,103 (65%) patients responded to the baseline 

questionnaire of the eQuiPe study. 
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Measures 

Sociodemographic and clinical characteristics  

Information about the age and gender of the participants was obtained from the Netherlands 

Cancer Registry linked to the eQuiPe data. Information about the marital status, children, 

education, life expectancy (self-reported), cancer type, active/non active treatment, and religious 

affiliation was gathered from the questionnaire.  

Spiritual Well-Being  

Spiritual Well-Being was measured by a revised version of the Dutch Functional Assessment of 

Chronic Illness Therapy - Spiritual Well-Being 12 Item Scale (FACIT-Sp-12) (Brady, Peterman, 

Fitchett, Mo & Cella, 1999; Peterman, Fitchett, Brady, Hernandez & Cella, 2002). The scale 

consists of the three four-item domains--Meaning, Peace, and Faith--and includes statements 

such as, ‘I feel a sense of purpose in my life,’ ‘I feel peaceful,’ and ‘I find strength in my faith or 

worldview’ (for the questions, see supplementary Table 1). The original measure comprises 12 

questions rated on a 5-point Likert scale from not at all (0) to very much (4), with higher scores 

indicating higher SWB. In a previous study, the scale was validated for the Dutch context 

showing acceptable measurement properties except for three items (4, 8 and 12; one item in each 

of the subscales) (Damen et al., 2021). In this study we therefore employed a revised scale with 

these items excluded. The Cronbach’s α coefficient for the revised subscales for the present study 

were .77 for Meaning, .83 for Peace, and .94 for Faith. 

 Previous research has pointed to the limited informative value of the total score of the 

FACIT-Sp-12, as the three subscales can have very different associations to other measures that 

become subsumed under the total score (Canda, Murphy, Fitchett, Peterman & Schover, 2008). 

For example, an association between physical functioning and total SWB may only be associated 

to Meaning and Peace (Canada et al., 2008). The present study therefore looked at the subscale 

scores instead of the total score. Scores for the subscales were created from the sum of the items 

and could range from 0 to 12.  
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Spiritual problems and needs 

Spiritual problems and needs were assessed with the Problems and Needs in Palliative Care 

short version (PNPCsv) subscale spiritual issues (Osse, Vernooij-Dassen, Schadé & Grol, 2007). 

The subscale is composed of four statements to which a patient responds whether there’s a 

problem (no/somewhat/yes, 0-2) and whether the patient would like attention for that problem  

(no/as much as now/yes, more, 0-2). The statements are: difficulties to be engaged usefully, 

uncertainty regarding my significance to others, struggle concerning the meaning of death, and 

difficulty of accepting the disease (translated by the first author, for the original translations, see 

27). Total scores were calculated by adding the numerical scores for the four statements and 

could range from 0 to 8, with higher scores indicating higher problems and needs. The 

Cronbach’s α values in the present study were .75 for the problem aspect and .86 for the need for 

care aspect.  

 

Quality of life 

Quality of life was assessed with the European Organisation for Research and Treatment of 

Cancer Quality of Life Core Questionnaire version 3 (EORTC-QLQ-C30), a measure consisting 

of 30 items about global health/QoL, functioning, and symptoms (Aaronson et al., 1993; Bjordal 

et al., 2000). In this study, we included the functioning scales and the two common and 

distressing symptom scales for many cancer patients (fatigue and pain). They are rated on a 4-

point Likert scale from not at all (1) to very much (4), with higher functioning scores representing 

a higher level of functioning, and higher symptom scores representing a higher symptom burden. 

Through linear transformation, scores were standardized from 0-100. Threshold scores for 

clinical importance were followed from Giesinger and colleagues (2016). In the present study, the 

Cronbach’s α values were .90 for global health/QoL, .83 for physical functioning, .88 for role 

functioning, .86 for emotional functioning, .66 for cognitive functioning, .81 for social 

functioning, .86 for fatigue, and .85 for pain. 

 

 

 



 

188 

Satisfaction with the interpersonal skills of healthcare professionals  

Satisfaction with care was assessed with the interpersonal skills subscale from the adjusted 

European Organisation for Research and Treatment of Cancer (EORTC) IN-PATient 

SATisfaction 32 (items) questionnaire (INPATSAT-32) (Brédart et al., 2005). The original scale 

addresses physicians and nurses separately; we revised the scale to address healthcare 

professionals in general. The items read: their willingness to listen to all of your concerns, the 

interest they showed in you personally, and the comfort and support they gave you. The items 

were scored on a 5-point Likert scale from poor (1) to excellent (5). Scores were standardized 

through linear transformation from 0-100 with higher scores representing higher satisfaction. 

Cronbach’s α for the interpersonal subscale was .92. 

 

Analysis 

Descriptive statistics were calculated for study variables including the mean, standard deviation, 

frequency, percentage, maximum and minimum and the amount of missing data. We used 

hierarchical multivariable linear regression analysis to examine the associations of 

sociodemographic characteristics (model 1), medical/clinical characteristics, (model 2), 

religious/spiritual characteristics (model 3), spiritual problems and needs (model 4), quality of 

life (model 5) and satisfaction with care variables (model 6) to the three subscales of SWB 

(Meaning, Peace, Faith). Because the instances of missing data exceeded 5% for some variables 

(see Table 1), missing data were imputed using Multiple Imputation (Van Buuren, 2021). Data 

were analyzed using the statistical software STATA (StataCorp, 2019). 

 

Results 

Sociodemographic and clinical characteristics 

Of the 1,103 patients with advanced cancer, 51% were men. The average age was 65 years (SD 

9.9). The most common cancer types were lung (30%), colorectal (19%), breast (15%) and 

prostate (12%) cancer. Approximately two-third of the sample was not religiously active, 

indicating to be either Protestant or Catholic but not churchgoing (42%) or unaffiliated (34%); 

18% did go to church (see Table 1).  
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Spiritual wellbeing of patients with advanced cancer 

Patients scored 8.9 (SD 2.3) on Meaning, indicating that on average they experience quite a bit of 

meaning and purpose in their life (see Table 1). Patients scored lower on Peace and Faith, 

respectively 6.8 (SD 2.7) and 2.9 (SD 3.7). Most people who reported being Christian but not 

churchgoing or unaffiliated chose ‘not at all’ on the Faith items. Further analysis found that 

relatively few patients (14%) reported ‘somewhat’ or less (< 2) on all Meaning items. In contrast, 

low levels of Peace and Faith were reported by 45% and 82% respectively (see supplementary 

Table 1).  

 

Spiritual problems and needs 

Somewhat less than one third of the patients reported no spiritual problems (29%), and 71% 

reported one or more spiritual problems. More than half of the patients (54%) wanted to receive 

attention for their spiritual problems, either as much as now or more (see Table 1). Further 

analysis showed that patients mostly struggled with difficulty of accepting the disease (7%). 

Some patients did experience spiritual problems but did not wish for any attention (4-7%) (see 

Table 2).  

 

Quality of life and satisfaction with interpersonal care 

The QoL of patients in all dimensions was significantly lower compared to the normative 

population (Van Roij et al., 2021). The mean score on physical functioning of 70.4 (SD 22.5) was 

below the threshold of clinical importance of 83, indicating some impairment in functioning. 

Regarding healthcare professionals’ interpersonal skills, patients were generally satisfied (70.4, 

SD 21.4) (see Table 1).  
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Table 1. Socio-demographic and clinical characteristics of study population (N=1,103) 

Variable N(%) / mean (SD), 

[actual range] 

Missing N (%) 

Age 65.3 (9.9), [29-93] 4 (0%) 

Gender 

   Male 

   Female 

 

564 (51) 

542 (49) 

0 (0) 

Marital status 

   Partnered 

   No partner 

 

912 (83) 

192 (17) 

2 (0) 

Children 

   Yes 

   No 

 

861 (83) 

171 (17) 

74 (7) 

Educationa 

   Low 

   Medium  

   High 

 

328 (30) 

450 (41) 

314 (29) 

14 (1) 

Religious affiliation 

   Protestant or Catholic, not churchgoing 

   Protestant or Catholic, churchgoing 

   Otherb  

   No affiliation 

 

364 (42) 

196 (18) 

67 (6) 

367 (34) 

12 (1) 

Primary tumor 

   Lung  

   Colorectal  

   Breast  

   Prostate  

   Other 

 

323 (30) 

205 (19) 

168 (15) 

128 (12) 

265 (24) 

17 (2) 

Treatment in the past three months 

   Yes 

   No 

 

809 (73) 

286 (26) 

11 (1) 

Life expectancy according to patient 

      Not communicated/I don’t know 

   >1 year 

   <1 year 

   I don’t want to know 

   Otherc 

 

335 (34) 

283 (28) 

129 (13) 

141 (14) 

108 (11) 

110 (10) 

Spiritual well-being (revised FACIT-Sp-12) 

   Meaning 

   Peace  

   Faith 

 

8.9 (2.3), [0-12] 

6.8 (2.7), [0-12] 

2.9 (3.70, [0-12] 

83 (8) 



 

191 

Spiritual problems 

   0 

   1 

   2 

   3 

   4 

   5 

   6 

   7 

   8 

 

302 (29) 

130 (12.5) 

186 (17.9) 

107 (10.3) 

111 (10.7) 

67 (6.4) 

75 (7.2) 

36 (3.5) 

27 (2.6) 

65 (6) 

Spiritual needs 

   0 

   1 

   2 

   3 

   4 

   5 

   6 

   7 

   8 

 

458 (45.7) 

96 (9.6) 

87 (8.7) 

65 (6.5) 

191 (19) 

36 (3.6) 

37 (3.7) 

13 (1.3) 

20 (2) 

103 (9) 

Quality of Life 

   Physical functioning 

   Role functioning 

   Emotional functioning 

   Cognitive functioning 

   Social functioning 

   Fatigue 

   Pain 

 

70.4 (22.5), [0-100] 

64 (29.9), [0-100] 

78.2 (20.8), [0-100] 

82.2 (20.9), [0-100] 

78.3 (24.1), [0-100] 

38.2 (25.4), [0-100] 

21.9 (25.9), [0-100] 

 

25 (2) 

28 (3) 

25 (2) 

25 (2) 

27 (2) 

26 (2) 

25 (2) 

Satisfaction with interpersonal skills 70.4 (21.4), [0-100] 56 (5) 
a Education levels are categorized according to International Standard Classification of Education guidelines: Low: 

no education, pre-primary, primary, lower secondary education, compulsory education, initial vocational education. 

Medium: upper secondary general education, basic vocational education, secondary vocational education, post-

secondary education. High: specialized vocational education, university/college education, (post)-doctorate and 

equivalent degrees.  
b Other includes Humanist (N=29), Muslim (N=6) and Other (N=32). 
c Other includes not life-threatening (patient N=34; physician N=26). 
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Table 2. Spiritual problems and needs for care (N=1,103)a,  N (%) 

Variable Yes/ 

yes, 

moreb 

Yes/as 

much 

as 

now 

Yes/

no 

Some

what/

yes, 

more 

Some

what/

as 

much 

as 

now 

Some

what/

no 

No/ 

yes, 

mor

e 

No/ 

as 

muc

h as 

now 

No/no 

Difficulties to be 

engaged usefully 

51  

(5) 

57 

(5) 

49  

(4) 

26  

(2) 

138  

(12) 

104 

(9) 

13 

(1) 

109 

(10) 

470 

(42) 

Uncertainty regarding 

my significance to 

others 

51  

(5) 

65  

(6) 

54  

(5) 

19  

(2) 

142  

(13) 

113 

(10) 

13 

(1) 

116 

(10) 

439 

(40) 

Struggle concerning 

the meaning of death 

41  

(4) 

44  

(4) 

43 

(4) 

18  

(2) 

138  

(12) 

100 

(9) 

12 

(1) 

86 

(8) 

518 

(47) 

Difficulties of 

accepting the disease 

73  

(7) 

82  

(7) 

75 

(7) 

21  

(2) 

166  

(15) 

102 

(9) 

11 

(1) 

79 

(7) 

410 

(37) 
a The number of missing per item ranged from 35-59 (3%-5%) for the problems aspect, and 80-95 (7%-9%) for the 

needs aspect. 
b Yes I have a problem/Yes I want more attention. 

 

Factors associated with spiritual well being 

Tables 3 to 5 report the results of the multivariable analyses of the subscales Meaning, Peace, and 

Faith. Only a few sociodemographic factors were associated with SWB, such as being female 

(=.29, p<.001) and having children ( =.54, p<.01) with higher levels of Meaning, and not 

having a partner ( =-.44, p<.05) with lower levels of Meaning. Regarding religious/spiritual 

factors, being Christian and churchgoing ( =.44,  p<.05) was associated with higher levels of 

Meaning, and other affiliation ( =.84, p<.01) with higher levels of Peace. As expected, being 

Christian and churchgoing ( =4.70, p<.001) and other affiliation ( =2.70, p<.001) were 

associated with higher levels of Faith, and being unaffiliated with lower levels of Faith ( =-1.24, 

p<.001). More spiritual problems were associated with lower Meaning ( =-.14, p<.001) and 

Peace ( =-.22, p<.001).  

Of the clinical factors, only breast cancer ( =-.63, p<.01) and a life expectancy of less 

than a year ( =-.66, p<.05) were associated with lower levels of Meaning, and a life expectancy 

of less than a year with a lower level of Faith ( =-.91, p<.01). Of the QoL factors, there were 

small associations between greater physical functioning and higher levels of Meaning ( =.01, 
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p<.001) and greater emotional functioning and higher levels of Meaning ( =.01, p<.05), Peace 

( =.05, p<.001), and Faith ( =.01, p<.05). Finally, greater satisfaction with the interpersonal 

skills of healthcare professionals had small associations to Meaning ( =02, p<.001), Peace ( 

=.01, p<.001), and Faith ( =.01, p<.05).  

 The R2 of the final model of the Meaning subscale did not explain much of the variance 

(.20). The R2 increased after adding the spiritual problems factor (.12) and physical and emotional 

functioning (.18). The final model of Peace explained almost half of the variance (.42). Increases 

in R2 were noticeable after adding spiritual problems and needs (.24) and emotional functioning 

(.41). The R2 of the Faith subscale increased after adding the religious/spiritual factors (.34) and 

stayed at a similar level after adding the other factors (.35). 

 

Discussion 

In this study we investigated SWB of advanced cancer patients using the revised subscales 

Meaning, Peace, and Faith of the Dutch FACIT-Sp-12. On average, the 1,103 patients 

experienced quite a bit of Meaning (8.9, SD 2.3) and a little bit to somewhat of Peace (6.8, SD 

2.7). On average, patients scored ‘not at all’ on the Faith subscale (2.9, SD 3.7), understandable 

because approximately two-thirds of the sample was not religiously active. In the final 

multivariable models, being unaffiliated was associated with lower Faith. Being Christian and 

churchgoing was associated with higher levels of Meaning and Faith, and another religious 

affiliation with higher Peace and Faith. Two thirds (71%) of the sample reported one or more 

spiritual problems for which more than half of the patients (54%) wanted to receive attention. 

More spiritual problems were associated with lower Meaning and Peace. Of the demographic 

factors, there were only a few associations to Meaning, such as higher Meaning correlated with 

being female and having children, and lower Meaning correlated with not having a partner. Of 

the clinical factors, only breast cancer and a short life expectancy were associated with lower 

Meaning, and the latter with lower Faith. There were very small associations between the SWB 

subscales, the QoL factors, and interpersonal satisfaction with care, such as greater physical 

functioning with higher Meaning, and greater emotional functioning and satisfaction with higher 



 

194 

Table 3. Multivariable models of Meaning (N=1,103) 

Variable (reference group) Values Model 1  

B (SE) 

Model 2 

B (SE) 

Model 3 

 B (SE) 

Model 4 

 B (SE) 

Model 5  

B (SE) 

Model 6  

B (SE) 

Age   .00 (.01) .00 (.01) .00 (.01) -.00 (.01) -.00 (.01) -.00 (.01) 

Gender (male) Female .29 (.15)* .27 (.15) .38 (.16)* .45 (.16)** .59 (.15)*** .59 (.15)*** 

Marital status (partnered) No Partner -.68 (.20)** -.67 (.20)** -.58 (.20)** -.58 (.19)** -.50 (.19)* -.44 (.19)* 

Children (yes) No .38 (.21) .38 (.21) .44 (.20)* .46 (.20)* .51 (.20)* .54 (.19)** 

Education (low) Medium .41 (.18)* .45 (.18)* .50 (.18)** .32 (.18) .26 (.17) .30 (.17) 

 High .31 (.20) .33 (.20) .45 (.21)* .18 (.20) .04 (.19) .11 (.19) 

Religious affiliation (Protestant or 

Catholic, not churchgoing) 

Protestant 

or Catholic, 

churchgoing 

 .42 (.21)* .41 (.21)* .45 (.20)* .45 (.19)* .44 (.19)* 

 Other  -.19 (.31) -.18 (.32) -.18 (.37) .02 (.30) .12 (.30) 

 No 

affiliation 

 -.16 (.16) -.10 (.16) -.16 (.15) -.22 (.15) -.18 (.15) 

Primary tumor (lung) Colorectal   -.16 (.21) -.18 (.20) -.16 (.19) -.15 (.20) 

 Breast   -.59 (.24)* -.65 (.23)** -.66 (.22)** -.63 (.22)** 

 Prostate   -.31 (.25) -.17 (.25) -.07 (.24) -.05 (.24) 

 Other   .03 (.19) .02 (.18) .04 (.18) .00 (.18) 

Treatment in the past three months 

(yes) 

No   .33 (.16)* .32 (.16)* .27 (.15) .22 (.15) 

Life expectancy according to patient 

(not communicated/I don’t know) 

>1 year 

 

  .25 (.19) .19 (.18) .20 (.18) .15 (.17) 

 <1 year   -.99 (.27)** -.88 (.25)** -.60 (.24)* -.66 (.25)* 

 I don’t want 
to know 

  .24 (.23) .27 (.22) .29 (.22) .23 (.21) 

 Other   .44 (.25) .26 (.25) .21 (.25) .14 (.25) 

Spiritual problems     -.21 (.04)*** -.14 (.04)** -.14 (.04)*** 

Spiritual needs     -.09 (.04)* -.03 (.04) -.01 (.04) 

Physical functioning      .02 (.00)*** .01 (.00)*** 

Role functioning      -.00 (.00) -.00 (.00) 

Emotional functioning      .01 (.00)** .01 (.00)* 

Cognitive functioning      .01 (.00) .01 (.00) 

Social functioning      .00 (.00) .00 (.00) 

Fatigue      .00 (.00) .00 (.00) 

Pain      -.00 (.00) -.00 (.00) 

Satisfaction with interpersonal skills       .02 (.00)*** 

R2 adjusted  .02 .03 .06 .12 .18 .20 

*p<.05, **p<.01, ***p<.001 
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Table 4. Multivariable models of Peace (N=1,103) 

Variable (reference group) Values Model 1  

B (SE) 

Model 2  

B (SE) 

Model 3  

B (SE) 

Model 4  

B (SE) 

Model 5  

B (SE) 

Model 6  

B (SE) 

Age   .03 (.01)** .03 (.01)** .03 (.01)** .02 (.01)** .01 (.01) .01 (.01) 

Gender (male) Female -.04 (.17) -.06 (.17) -.18 (.19) -.03 (.18) .17 (.16) .17 (.16) 

Marital status (partnered) No Partner -.25 (.24) -.24 (.24) -.19 (.23) -.19 (.21) -.19 (.19) -.15 (.19) 

Children (yes) No -.02 (.24) -.02 (.24) .08 (.24) .11 (.22) .14 (.20) .16 (.19) 

Education (low) Medium .30 (.21) .33 (.21) .41 (.21) .04 (.19) -.10 (.17) -.07 (.17) 

 High .87 (.23)*** .86 (.23)*** .98 (.24)*** .31 (.21) .27 (.19) .32 (.19) 

Religious affiliation (Protestant or 

Catholic, not churchgoing) 

Protestant or 

Catholic, 

churchgoing 

 .59 (.23)* .55 (.23)* .63 (.21)** .53 (.19)** .52 (.18) 

 Other  .18 (.36) .19 (.35) .19 (.32) .77 (.28)** .84 (.28)** 

 No affiliation  .10 (.20) .15 (.21) .03 (.19) -.11 (.16) -.08 (.15) 

Primary tumor (lung) Colorectal   .19 (.24) .15 (.22) .29 (.19) .30 (.19) 

 Breast   .02 (.28) -.09 (.25) -.21 (.22) -.19 (.22) 

 Prostate   -.60 (.30)* -.31 (.27) -.19 (.24) -.17 (.24) 

 Other   .01 (.22) -.01 (.20) -.01 (.18) .02 (.18) 

Treatment in the past three months 

(yes) 

No   .48 (.19)* .45 (.18)* .30 (.15) .26 (.15) 

Life expectancy according to 

patient (not communicated/I don’t 

know 

>1 year 

 

  .08 (.22) -.04 (.20) -.01 (.19) -.05 (.19) 

 <1 year   -.85 (.31)** -.63 (.26)* -.26 (.24) -.30 (.24) 

 I don’t want to 

know 

  .33 (.26) .39 (.24) .41 (.21) .36 (.21) 

 Other   .80 (.29)** .44 (.26)** .36 (.24) .30 (.24) 

Spiritual problems     -.42 (.04)*** -.21 (.04)*** -.22 (.04)*** 

Spiritual needs     -.19 (.04)*** -.07 (.04) -.06 (.04) 

Physical functioning      .01 (.00) .01 (.00) 

Role functioning      .00 (.00) .00 (.00) 

Emotional functioning      .05 (.00)*** .05 (.00)*** 

Cognitive functioning      -.01 (.00) -.01 (.00) 

Social functioning      .01 (.00) .01 (.00) 

Fatigue      -.01 (.00) -.01 (.00) 

Pain      -.02 (.00) -.00 (.00) 

Satisfaction with interpersonal 

skills 

      .01 (.00)*** 

R2  .02 .02 .05 .24 .41 .42 

*p<.05, **p<.01, ***p<.001 
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Table 5. Multivariable models of Faith (N=1,103) 

Variable (reference group) Values Model 1 B 

(SE) 

Model 2  

B (SE) 

Model 3  

B (SE) 

Model 4  

B (SE) 

Model 5  

B (SE) 

Model 6  

B (SE) 

Age   .05 (.01)*** .01 (.01) .01 (.01) .01 (.01) .01 (.01) .00 (.01) 

Gender (male) Female .52 (.25)* .29 (.21) .16 (.23) .19 (.23) .23 (.23) .23 (.23) 

Marital status (partnered) No Partner .07 (.32) .13 (.26) .17 (.27) .16 (.27) .18 (.27) .22 (.27) 

Children (yes) No -.46 (.33) -.46 (.28) -.42 (.29) -.41 (.29) -.42 (.29) -.40 (.29) 

Education (low) Medium -.42 (.49) -.01 (.25) .02 (.24) -.04 (.25) -.08 (.24) -.06 (.24) 

 High -.16 (.30) -.14 (.25) -.06 (.26) -.16 (.27) -.19 (.27) -.15 (.27) 

Religious affiliation 

(Protestant or Catholic, not 

churchgoing) 

Protestant or 

Catholic, 

churchgoing 

 4.82 (.27)*** 4.77 (.27)*** 4.77 (.27)*** 4.70 (.27)*** 4.70 (.27)*** 

 Other  2.43 (.40)*** 2.53 (.40)*** 2.53 (.40)*** 2.64 (.41)*** 2.70 (.41)*** 

 No affiliation  -1.24 (.21)*** -1.19 (.21)*** -1.21 (.21)*** -1.26 (.21)*** -1.24 (.21)*** 

Primary tumor (lung) Colorectal   .21 (.29) .18 (.29) .23 (.29) .23 (.29) 

 Breast   .35 (.32) .31 (.32) .28 (.32) .29 (.32) 

 Prostate   -.11 (.35) -.08 (.35) -.03 (.35) -.01 (.35) 

 Other   .47 (.26) .45 (.26) .44 (.26) .47 (.26) 

Treatment in the past three 

months (yes) 

No   .15 (.22) .15 (.22) .08 (.22) .05 (.22) 

Life expectancy according to 

patient (not communicated/I 

don’t know) 

>1 year 

 

  -.29 (.26) -.31 (.26) -.30 (.26) -.33 (.26) 

 <1 year   -1.01 (.32)** -.96 (.34)** -.88 (.34)* -.91 (.34)** 

 I don’t want to 
know 

  -.18 (.34) -.15 (.34) -.14 (.34) -.18 (.34) 

 Other   .20 (.35) .14 (.35) .13 (.35) .08 (.35) 

Spiritual problems     -.10 (.05)* -.05 (.05) -.05 (.05) 

Spiritual needs     .01 (.05) .04 (.06) .06 (.06) 

Physical functioning      -.00 (.01) -.00 (.01) 

Role functioning      .01 (.01) .01 (.01) 

Emotional functioning      .01 (.01)* .01 (.01)* 

Cognitive functioning      .00 (.01) .00 (.01) 

Social functioning      -.00 (.01) -.00 (.01) 

Fatigue      .01 (.01) .00 (.01) 

Pain      -.00 (.00) -.00 (.00) 

Satisfaction with 

interpersonal skills 

      .01 (.00)* 

R2  .02 .34 .34 .35 .35 .35 

*p<.05, **p<.01, ***p<.001 
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Meaning, Peace, and Faith. The R2 of the final multivariable models was somewhat low for 

Meaning and a bit higher for Peace and Faith.  

 Our data showed lower mean scores of Meaning, Peace, and Faith compared to reference 

values for cancer survivors and newly diagnosed cancer patients, 8.9 versus 13.7 and 14, 6.8 

versus 12 and 10.2, and 2.9 versus 11.8 and 7.3 respectively (Munoz et al., 2015). Mean scores 

for the three SWB subscales were close to other studies with Italian palliative patients (Rabitti et 

al., 2020; Martoni et al., 2017), except for Faith, which was significantly lower (the Italian scores 

were 7.4 and 7.9 vs 2.9). Cross-tabulation revealed that patients that were not churchgoing 

Christians or unaffiliated scored low on the Faith items, which might indicate that the Faith 

subscale may be less appropriate for a secular context. Patients may have had little affinity with 

the items asked. This hypothesis is supported by the results of the multivariable analyses, in 

which Faith is positively associated with being a churchgoing Christian and other affiliations and 

negatively associated with being unaffiliated.  

Quite a substantial proportion (71%) of these Dutch patients reported one or more 

spiritual problems, which was associated with lower levels of Meaning and Peace. The majority 

(54%) reported wanting attention for their spiritual problems. This suggests that existential 

questions are independent of religious beliefs, since, in a secular country in which religion is not 

an active part of most peoples’ lives, patients indicate they are struggling with spiritual problems. 

This pattern of spiritual needs for non-religious patients has also been demonstrated in previous 

research (Balboni & Balboni, 2018). Moreover, they would like to receive support around these 

matters. Why is there no association between spiritual problems and Faith? Possibly because this 

subscale does not seem to function well in a secular sample. Furthermore, why does the 

association in the multivariable models between Meaning, Peace, and spiritual needs disappear 

after adding the QoL factors? Probably because spiritual needs are confounded with emotional 

well-being. These are interesting questions for future research.  

 We found similar factors associated to SWB as in other studies with palliative patients, 

such as lower levels of Meaning for patients without a partner (Hiratsuka et al., 2021; Martoni et 

al., 2017), and higher levels of Meaning, Peace, and Faith for churchgoing Christians or 

otherwise affiliated patients (Yoon et al., 2018). Associations to QoL were also similar to other 
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studies, such as higher levels of Meaning to greater physical functioning (Bai & Lazenby, 2015; 

Kandasamy et al., 2011; Martoni et al., 2017; Strada et al., 2013; Yoon et al., 2018) and higher 

levels of Meaning, Peace, and Faith to emotional functioning (Bai & Lazenby, 2015; Kandasamy 

et al., 2011). However, the associations in this study were close to zero and may not be clinically 

relevant; their statistical significance may be due to our large sample (Faber & Fonseca, 2014). 

Moreover, associations between Peace and emotional well-being could be attributed to overlap 

between the concepts. New were the findings that being female, having children, having breast 

cancer, having a life expectancy of less than a year, and being satisfied with interpersonal care 

skills of healthcare professionals impacted levels of SWB. It is hard to interpret the findings 

associated with gender, children, and breast cancer, so they deserve further investigation. The 

association of SWB with a short life expectancy points to the possibility that awareness of the 

closeness of death creates spiritual concerns that may erode SWB. The association of satisfaction 

with interpersonal skills might indicate that feeling listened to, personally attended, comforted, 

and supported aids patients to experience meaning, peace, and faith. 

This study has some limitations. First, the sample is a convenience sample of volunteers, 

so the generalizability may be limited. Second, the Faith subscale appears to be unreliable for a 

secular context, leaving only the Meaning and Peace subscales for further interpretations. Future 

research can focus on an adaptation of Faith items to make the FACIT-Sp-12 more suitable for 

secular contexts. This could include in questions not just referring to faith, but also to meaning-

making. Third, because the data was cross-sectional, causal inferences could not be made. An 

interesting area for future research would be longitudinal studies that permit an investigation of 

trajectories of SWB over time (Canada, Murphy, Stein, Alcaraz & Fitchett, 2019), exploring, for 

example, if levels of SWB elevate, stay the same, or decrease along illness progression.  

 Next to the areas for future research indicated above, future research could study if 

Meaning, Peace, and Faith are states or traits: are they affected, for example, by other QoL 

dimensions such as physical functioning, thereby fluctuating, or are they part of a spiritual 

practice that has been trained or grounded in one’s worldview and therefore stay the same no 

matter the circumstances. Finally, future studies could explore if the subscale Meaning that 

presently includes meaning and purpose may conceal distinctions between these two concepts. 
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For example, palliative patients might experience meaning, but might struggle with notions of 

purpose.  

The results of this study indicate that Dutch patients with advanced cancer experience 

medium to low levels of Meaning, Peace, and Faith. Lower levels of SWB are associated with 

more spiritual problems. The majority of patients welcomes attention for spiritual needs. 

However, of the quarter of Dutch patients who received palliative care in 2015, only 13% 

received support from a spiritual caregiver (Brinkman-Stoppelenburg, Onwuteaka-Philipsen & 

Van der Heide, 2015). Moreover, most palliative care teams indicated that their team lacked 

expertise in spiritual care (Ettema, Wulp, Van Leeuwen & Leget, 2015). In the past years, a 

chaplain-led spiritual care training for hospital staff in the Netherlands has showed promising 

results for staff as well as patients (Van de Geer et al., 2017, 2018). To further improve attention 

to the spiritual dimension, De Graaf and colleagues (De Graaf, Van Klinken, Zweers & 

Teunissen, 2020) suggest the use of spiritual assessment tools to support healthcare professionals 

in discussing spiritual needs with their patients. In the past year, three such tools have been 

developed and tested in the Dutch palliative care context (manuscript in preparation). The 

questions of these tools can easily be integrated into usual conversations with patients so will not 

require much additional effort. Another recently developed tool in this area is the Utrecht 

Symptom Diary-4 Dimensional (USD-4D) in which patients monitor their spiritual well-being on 

a biweekly basis (De Vries et al., 2021). Finally, De Graaf and colleagues (2020) recommend the 

development of a common language for chaplains and other healthcare professionals as a base for 

interdisciplinary collaboration. Such collaborations increasingly find places within palliative care 

teams that more frequently include a chaplain as a spiritual care specialist (Ettema et al., 2015). 

In the Netherlands, the attention to the spiritual dimension of palliative care has been growing in 

recent years; this study supports the importance of this development. 
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Supplementary Table 1. Participant responses for the revised FACIT-Sp-12  

(N=1,103)a,  N (%) 

Item Not at all A little 

bit 

Somewhat Quite a 

bit 

Very 

much 

Meaning 

I have a reason for living 10 (1) 38 (4) 121 (11) 448 (42) 454 (42) 

My life has been productive 30 (3) 66 (6) 205 (19) 488 (46) 274 (26) 

I feel a sense of purpose in my life 26 (2) 79 (7) 203 (19) 474 (44) 284 (27) 

Peace 

I feel peaceful 75 (7) 156 (15) 370 (35) 403 (38) 68 (6) 

I am able to reach down deep into 

myself for comfort 

61 (6) 159 (15) 352 (33) 371 (35) 125 (12) 

I feel a sense of harmony in myself 79 (7) 170 (16) 347 (33) 351 (33) 114 (11) 

Faith 

I find comfort in my faith or 

worldview 

551 (52) 160 (15) 146 (14) 120 (11) 83 (8) 

I find strength in my faith or 

worldview 

555 (53) 148 (14) 148 (14) 116 (11) 89 (8) 

Difficult times have strengthened my 

faith or worldview 

704 (66) 98 (9) 113 (11) 90 (8) 56 (5) 

a The number of missing per item ranged from 33-50 (3%-5%). 
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Abstract  

Context: Religion and spirituality (r/s) are important resources in coping with cancer. However, 

there are aspects of r/s, such as religious and spiritual struggles, found to be associated with 

poorer outcomes. A new measure has been adapted from the Religious and Spiritual Struggles 

Scale (RSS) to assess r/s struggles: the RSS-14. This concise measure allows for the assessment 

of multiple types of r/s struggles for people from different religious backgrounds or none. 

Objectives: The aim of the present study was to examine the prevalence, predictors and correlates 

of r/s struggles as measured by the RSS-14 and its subdomains in a cancer population receiving 

palliative care. Methods: Data were collected from six outpatient palliative care services across 

the US. Inclusion criteria for patients were age 55 or older with a cancer diagnosis. In addition to 

demographic and r/s characteristics, study measures included the Edmonton Symptom 

Assessment Scale (ESAS), the Patient Dignity Inventory (PDI) and the Quality of Life at the End 

of Life (QUAL-E). Results: The study included 331 participants. Some r/s struggle was reported 

by 66%, moderate to high struggle for at least one item was reported by 20% of the patients. In 

bivariate analyses, r/s struggle was associated with greater symptom burden, greater dignity-

related problems and poorer quality of life; in multivariable analyses, dignity-related problems 

remained a predictor of total r/s struggle. Conclusion: R/S struggles may compromise well-being 

for cancer patients receiving palliative care. Clinicians should consider periodic screening for r/s 

struggles and referrals for spiritual care if indicated. 

 

Key message: In this article we describe the prevalence, predictors and correlates of religious and 

spiritual (r/s) struggles for palliative cancer patients. Some r/s struggle was reported by 66%, 

moderate to high by 20% of patients. It was associated with greater symptom burden, greater 

dignity-related problems and poorer quality of life in bivariate analyses, and dignity-related 

problems in multivariate analyses. 
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Introduction 

A substantial body of research has described the importance of religion and spirituality (r/s) in 

coping with cancer and other serious illness (Canada, Murphy, Stein, Alcaraz & Fitchett, 2019; 

Palmer, Paredes, Tsilimigras, Hyer & Pawlik, 2020; Selman et al., 2018). Various dimensions of 

r/s are associated with better physical, emotional, and social outcomes (Jim et al., 2015; Salsman 

et al., 2015; Sherman et al., 2015). However, there is also evidence that some r/s factors are 

associated with poorer outcomes. Numerous studies in clinical and community samples report 

aspects of r/s such as spiritual pain, spiritual distress and r/s struggles to be associated with 

greater physical and psychological distress (for reviews, see for example Ano & Vasconcelles, 

2003; Bockrath et al., 2021; Exline, 2013; Pargament & Exline, in press; Smith, McCullough & 

Poll, 2003). 

 Various types of r/s distress have been described (Schultz, Meged-Book, Mashiach & 

Bar-Sela, 2017) and evidence of their associations with poorer outcomes has been reported. For 

example, spiritual pain has been defined as ‘pain deep in your soul/being that is not physical’, 

assessed with a 1-item screening question (Mako, Galek & Poppito, 2006). One of the first 

studies about spiritual pain was a small qualitative study in which 96% of advanced cancer 

patients reported experiencing spiritual pain (Mako et al., 2006). Subsequent studies in larger 

advanced cancer samples reported a prevalence of more than 40% (Delgado-Guay et al., 2011; 

Delgado-Guay et al., 2016; Pérez-Cruz et al., 2019). Spiritual pain was associated with indicators 

of physical and psychological distress, including higher levels of physical pain, drowsiness, 

anxiety, depression, along with lower self-perceived religiosity and lower spiritual quality of life 

(Delgado-Guay et al., 2011; Delgado-Guay et al., 2016; Mako et al., 2006; Pérez-Cruz et al., 

2019). One approach to assessing spiritual distress included despair, anxiety/dread, meaningless, 

and guilt (Hui et al., 2011). Distress on these and several other domains was found to be present 

in 44% of palliative care in-patients with cancer, with associations to younger age, pain and 

depression. 

 In this study we focused on the concept of r/s struggles. R/S struggles has been described 

as ‘tensions, conflicts, and negative emotions around sacred matters’ (Bockrath et al., 2021). 

Distress related to r/s struggle can persist, but in other cases r/s struggle can lead to r/s growth 
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(Exline, 2013). Three prior studies have examined r/s struggles in a palliative (cancer) 

population. R/S struggle was found to be present for 27-58% of patients, positively associated 

with distress, confusion and depression, and negatively associated with physical and emotional 

well-being, as well as quality of life (Hills, Paice, Cameron & Shott, 2005; Tarakeswar et al., 

2006; Winkelman et al., 2011).  

 Much of the evidence about the association of r/s struggles with poorer outcomes in 

clinical samples comes from studies that used the 7-item negative religious coping subscale of the 

Brief Religious Coping Scale (Brief-RCOPE; Pargament, Feuille & Burdzy, 2011). Items of this 

subscale primarily measure struggles with the divine, but other forms of r/s struggles have been 

identified such as interpersonal and intrapersonal struggles (Exline, 2013). Exline and colleagues 

have developed and validated a self-report measure, the Religious and Spiritual Struggles Scale 

(RSS), that includes these other dimensions (Exline, Pargament, Grubbs & Yali, 2014). The 

original RSS is a 26-item measure but a 14-item version, the RSS-14, has been developed 

(Exline, Pargament, Grubbs & Yali, in prep.). Advantages of this measure are that it is concise, 

assesses 6 different dimensions of r/s struggle and is suitable for use with people from different 

religious backgrounds or none.  

 To date there has been one report about r/s struggles using the RSS-14 in a psychotherapy 

sample (Sandage et al., 2020), but no studies with any medical samples. The aim of the present 

study was therefore to examine the prevalence, predictors and correlates of r/s struggles as 

measured by the RSS-14 and its subdomains in a cancer population receiving palliative care. We 

were interested in a set of demographic, religious and medical predictors, as well as whether, 

consistent with previous findings, the new measure was correlated with outcomes such as dignity 

and quality of life.  

 

Methods 

Sample 

This study employed the baseline data from the study ‘Dignity Therapy RCT led by Nurses or 

Chaplains for Elderly Cancer Outpatients’ (1R01CA200867; Kittelson et al., 2019). Participants 

were recruited from six outpatient palliative care services across the US: Northwestern University 
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Hospital, Rush University Medical Center, MD Anderson Cancer Center, Emory University, 

University of California at San Francisco, and University of Florida Health. Inclusion criteria for 

patients were age 55 or older with a cancer diagnosis, English literate and physically able to 

partake in the study (Palliative Performance Scale score >50; Anderson, Downing, Hill, Casorso 

& Lerch, 1996). Patients were excluded when they had a history of psychosis, were legally blind 

or cognitively impaired (Mini Mental Status Exam score <24; Folstein, Folstein & Mchugh, 

1975). The study was approved by the Institutional Review Boards of all participating sites.  

 

Measures 

Demographic characteristics and time since diagnosis were obtained from interviews or medical 

record review. Income was collapsed to 3 categories: less than $20,000, $20,000-$49,999 and 

$50,000 or more. Other study measures included: 

 

14-item religious and spiritual struggles scale (RSS-14)  

We assessed spiritual struggles with the self-report RSS-14 (Exline et al., in prep.). The scale 

assesses six domains of r/s struggles: divine (negative emotion centered on beliefs about God or a 

perceived relationship with God), demonic (concern that the devil or evil spirits are attacking an 

individual or causing negative events), interpersonal (concern about negative experiences with 

religious people or institutions; interpersonal conflict around religious issues), moral (wrestling 

with attempts to follow moral principles; worry or guilt about perceived offenses by the self), 

doubt (feeling troubled by doubts or questions about one’s r/s beliefs), and ultimate meaning 

(questions about the deeper meaning of one’s life). Questions were rated on a 5-point Likert scale 

from not at all/NA to a great deal (0-4, with a total range of 0-56). The score for the total scale 

and each of the subdomains was created by calculating the mean of the fourteen items or the 

items in each subdomain respectively; higher scores indicate higher levels of r/s struggles. In the 

present study the Cronbach’s α for the total score was 0.79. 
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Religious Characteristics 

Religious involvement was measured with three standard items (Fetzer Institute, 2020). The first 

item asked the patient about their religious preference. Responses were coded in three categories: 

Christian, Other religion (which includes Jewish, Muslim, Hindu, Buddhist and Other religion), 

and No religion (which includes spiritual but not religious). The second item asked if the patient 

carried their religious beliefs over into all other dealings in life (Intrinsic Religiousness), coded 

from strongly disagree (a) to strongly agree (d) with higher scores reflecting higher religiousness. 

The third item asked the patient how often they prayed privately in places other than at a house of 

worship, coded from more than once a day (a) to never (g).  

 

Edmonton Symptom Assessment Scale (ESAS) 

We measured symptom burden with the ESAS, a widely used measure of common symptoms for 

patients with cancer and other serious illness (Watanabe, Nekolaichuk & Beaumont, 2011). The 

9-items of the ESAS assess pain, tiredness, nausea, depression, anxiety, drowsiness, appetite, 

well-being and shortness of breath. Each symptom is rated from 0 “no symptoms” to 10 “worst 

possible symptoms” (the total range is 0-90). We used the sum of the 9 symptoms to measure 

total symptom burden (Davis et al., 2017). In the present study the Cronbach’s α for total 

symptom burden was 0.81.  

 

Patient Dignity Inventory (PDI) 

Patient dignity was assessed with the PDI, a self-report 25-item measure of dignity-related 

distress encapsulating physical, psychosocial, spiritual and existential issues that may influence a 

palliative patient’s sense of dignity (Chochinov et al., 2008). Sample items include: ‘Feeling like 

I am no longer who I was’, or ‘Feeling that my health and care needs have reduced my privacy’. 

The items are rated on a 5-point Likert scale from not a problem to an overwhelming problem (1-

5, the total range is 25-125). Scores for PDI were created by summing the item scores; higher 

scores represented more dignity-related distress. In the present study the Cronbach’s α for the 

PDI was 0.93. 
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Quality of Life at the End of Life (QUAL-E) 

The QUAL-E is a self-report measure that assesses quality of life of palliative patients in five 

different domains (Steinhauser et al., 2002, 2003). For this study we used two domains: 

Completion and Preparation. The 7-item Completion subscale includes items about having been 

able to say important things to loved ones, having been able to make a difference in the lives of 

others, having a sense of meaning in life and feeling at peace, etc. The 4-item Preparation 

subscale includes items about worrying about being a burden, worrying about one’s family, 

financial strain, and regrets about life (reverse scored). The items were rated on a 5-point Likert 

scale from not at all to completely (1-5, the total range for the Completion subscale is 7-35, the 

total range for the Preparation subscale 4-20). Scores for Preparation and Completion were 

created by summing the item scores; higher scores represent better quality of life. In the present 

study the Cronbach’s α for Preparation was 0.66, and for Completion it was 0.81. The correlation 

between the subscales was r=.23, P<.001. 

 

Analysis 

Descriptive statistics were calculated for study variables including the mean, standard deviation, 

frequency, percentage, maximum and minimum and the amount of missing data. We used 

bivariate analyses (independent t test, ANOVA, and correlation test) to examine the predictors 

and correlates of total RSS-14 and its subdomains. We used a series of regression models to 

examine the independent association of demographic and religious predictors and other correlates 

with total RSS-14. Model 1 included only demographical variables, model 2 added religion 

variables, models 3-5 respectively examined the demographically adjusted association of ESAS, 

PDI and the two QUAL-E subscales with total RSS-14. Model 6 examined the association of all 

the covariates with the total RSS-14 score. For the bivariate and multivariate analyses, missing 

data were imputed using Multiple Imputation, where multiple completed datasets were generated 

under fully conditional specification. Inference was performed separately on each imputed 

dataset and then aggregated using Rubin’s rules (Van Buuren & Groothuis-Oudshoorn, 2011). 

For the bivariate analysis, and multivariate analyses we used the Benjamini-Hochberg procedure 

to adjust for multiple testing (Benjamini & Hochberg, 1995). Adjusted p-values are reported with 
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statistical significance set at P<.05. Data were analyzed using the statistical software R (R Core 

Team, 2013). 

 

Results 

The study included 331 participants. Demographic characteristics are reported in Table 1. The 

sample consisted of slightly more women than men with an average age of 66 years. The sample 

was mostly white, married or partnered and with at least some college education. The most 

common cancer types were lung cancer (15%) and breast cancer (12%) (for details, see 

Supplementary Table 1). The sample had high levels of religious involvement. Approximately 

three-quarters reported a Christian religious affiliation. Similarly, three-quarters reported that 

they carried their religious beliefs over into their dealings with life and prayed at least once a day. 

On average, the symptom burden was low with a mean ESAS score of 26.1 (SD 15.7; range 0-73; 

90 would indicate worst possible symptoms). The mean total score of the PDI was 42.4 (SD 13.7; 

range 25-92; 125 would indicate worst possible dignity distress). The score of the QUAL-E 

Preparation subscale was quite high with a total mean of 15.0 (SD 3.4; range 4-20; 20 would 

indicate best possible Preparation). The same is true for the QUAL-E Completion subscale with a 

mean total score of 26.7 (SD 5.3; range 8-35; 35 would indicate best possible Completion). 

 Table 2 shows patient ratings of each RSS-14 item and the total RSS-14. Generally, 

scores on the RSS-14 are positively skewed which is why we treated any elevation in scores as 

meaningful. Approximately 66% reported some r/s struggles ( >2) and approximately 20% 

indicated ‘quite a bit’ or ‘a great deal’ of struggle (>4) for at least one item. The proportions with 

reports of some r/s struggles (with ‘quite a bit’ or ‘a great deal’ of struggles shown in 

parentheses) for at least one item in the subdomains were: 32% (6%) in interpersonal struggles, 

31% (2%) in moral struggles, 28% (4%) in doubt struggles, 28% (5%) in divine struggles, 26% 

(5%) in ultimate meaning struggles, and 17% (6%) in demonic struggles. The individual items 

with highest proportions reporting some struggles were ‘Felt guilty for not living up to my moral 

standards’ (25%), ‘Felt troubled by doubts or questions about religion or spirituality’ (22%), ‘Felt 

angry at God’ (21%) and 'Questioned whether life really matters’ (21%). The items with lowest 

proportions of reporting struggles were ‘Felt hurt, mistreated, or offended by religious/spiritual 
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people’ (12%), ‘Worried that the problems I was facing were the work of the devil or evil spirits’ 

(12%) and ‘Felt as though God had abandoned me’ (11%).  

 

Table 1. Study Participant Characteristics (N=331) 

Variable Missing  

N (%) 

Category N (%)/mean (SD), 

[range] 

Age  0 (0%)  66.4 (7.4), [55, 93] 

Gender 1 (0%) Female 186 (56%) 

  Male 144 (44%) 

Racea 1 (0%) White 237 (72%) 

  Other 93 (28%) 

Marital status 32 (10%) Married/partnered 173 (58%) 

  Single 126 (42%) 

Education 32 (10%) High school or less 73 (24%) 

  Some 

college/vocational 

90 (30%) 

  Bachelors degree 65 (22%) 

  Graduate degree 71 (24%) 

Income 54 (16%) less than $20,000 66 (24%) 

  $20,000-$49,999 69 (25%) 

  $50,000 or more 142 (51%) 

Time since diagnosis (years) 70 (21%)  4.0 (4.6), [0.0, 23.9] 

Religious affiliationb 28 (8%) Christian 233 (77%) 

  Other religion 37 (12%) 

  No religion 33 (11%) 

Intrinsic religiousness 30 (9%) Strongly disagree 23 (8%) 

  Disagree 35 (12%) 

  Agree 115 (38%) 

  Strongly agree 128 (43%) 

Frequency of private prayer 29 (9%) Less than monthly 38 (13%) 

  Monthly-weekly 41 (14%) 

  Once a day 83 (27%) 
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  More than once a day 140 (46%) 

ESAS 9 (3%)  26.1 (15.7), [0, 73] 

PDI 24 (7%)  42.4 (13.7), [25, 92] 

QUAL-E 4 (1%) Preparation 15.0 (3.4), [4, 20] 

 6 (2%) Completion 26.7 (5.3), [8, 35] 
a Other includes Black or African American 73 (22%), Asian 4 (1%), American Indian or Alaska Native 1 (<1%), 

Native Hawaiian or other Pacific Islander 1 (<1%), Multi-racial 3 (1%), and Other or Unknown 11 (3%). 
b Other religion includes Jewish 12 (4%), Buddhist 4 (1%), and Other 21 (7%). 

 

ESAS=Edmonton Symptom Assessment Scale 

PDI=Patient Dignity Inventory 

QUAL-E=Quality of Life at the End of Life
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Table 2. Participant Responses for the Brief Religious and Spiritual Struggles Scale (N=331)a 

Subdomain Item Not at 

all/Does not 

apply 

A little bit Somewhat Quite a 

bit 

A great 

deal 

Average score 

(SD) [range] 

Divine struggles Felt angry at God 260 (79%) 42 (13%) 16 (5%) 8 (2%) 3 (1%) 1.2 ( 0.5 ) [1-4.3] 

 Felt as though God was 

punishing me 
282 (86%) 30 (9%) 13 (4%) 3 (1%) 1 (0%)  

 Felt as though God had 

abandoned me 
291 (89%) 22 (7%) 10 (3%) 3 (1%) 2 (1%)  

Demonic struggles Felt attacked by the devil or 

by evil spirits 
277 (84%) 28 (9%) 8 (2%) 8 (2%) 8 (2%) 1.3 ( 0.7 ) [1-5.0] 

 Worried that the problems I 

was facing were the work 

of the devil or evil spirits 

290 (88%) 21 (6%) 10 (3%) 3 (1%) 5 (2%)  

Interpersonal 

struggles 

Felt hurt, mistreated, or 

offended by religious/ 

spiritual people 

290 (88%) 26 (8%) 7 (2%) 2 (1%) 4 (1%) 1.3 ( 0.5 ) [1-4.7] 

 Had conflicts with other 

people about 

religious/spiritual matters 

276 (84%) 33 (10%) 13 (4%) 4 (1%) 3 (1%)  

 Felt angry at organized 

religion 
263 (80%) 27 (8%) 23 (7%) 7 (2%) 8 (2%)  

Moral struggles Wrestled with attempts to 

follow my moral principles 
279 (85%) 32 (10%) 14 (4%) 3 (1%) 0 (0%) 1.3 ( 0.5 ) [1-4.0] 

 Felt guilty for not living up 

to my moral standards 
245 (75%) 57 (17%) 19 (6%) 5 (2%) 1 (0%)  

Doubt struggles Felt troubled by doubts or 

questions about religion or 

spirituality 

258 (78%) 48 (15%) 14 (4%) 4 (1%) 6 (2%) 1.3 ( 0.6 ) 1-5.0] 

 Felt confused about my 

religious/spiritual beliefs 
275 (84%) 33 (10%) 14 (4%) 5 (2%) 2 (1%)  

Ultimate meaning 

struggles 

Questioned whether life 

really matters 
260 (79%) 44 (13%) 13 (4%) 6 (2%) 5 (2%) 1.3 ( 0.6 ) [1-4.5] 

 Felt as though my life had 

no deeper meaning 
271 (82%) 36 (11%) 15 (5%) 4 (1%) 3 (1%)  

Total scale       1.3 (0.4) [1-3.1] 
a The number of missing per item ranged from 1-4 (0%-1%). 
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The results of the bivariate analysis are displayed in Tables 3 and 4. There was no statistically 

significant association between the total RSS-14 score and any demographic or religious 

variables. Greater symptom burden (ESAS) was positively associated with greater r/s struggles 

(P<.001). Higher scores for total RSS-14 were associated with greater dignity distress (PDI) and 

lower quality of life (QUAL-E) (P< .001).  

   

Table 3. Bivariate correlation of RSS-14 total and subdomain scores with continuous 

predictors and correlates (N=331)a 

Variable Total Divine Demonic Inter-

personal 

Moral Doubt Ultimate 

meaning 

Age -0.12 -0.13* -0.11 0.02 -0.08 -0.15* -0.11 

Education 0.07 0.04 -0.09 0.15* -0.02 0.12 0.07 

Income -0.06 -0.05 -0.12 0.08 -0.05 -0.07 -0.06 

Intrinsic 

Religiousness 
0.02 -0.01 0.09 -0.03 0.03 -0.09 -0.04 

Frequency of 

private 

prayer 

-0.03 -0.01 0.20** -0.17* 0.04 -0.16* -0.07 

ESAS 0.27*** 0.19** 0.23*** 0.06 0.23*** 0.20** 0.30*** 

PDI 0.51*** 0.36*** 0.26*** 0.23*** 0.35*** 0.43*** 0.49*** 

QUAL-E 

Preparation 
-0.34*** -0.18** -0.16* -0.16* -0.34*** -0.27*** -0.36*** 

QUAL-E 

Completion 
-0.30*** -0.24*** -0.14* -0.16* -0.25*** -0.25*** -0.23*** 

a Values are Spearman correlation coefficients. *P  < .05; **P  < .005; ***P  < .001. Adjusted p-values were used. 

 

RSS-14=Brief Religious and Spiritual Struggles Scale 

ESAS=Edmonton Symptom Assessment Scale 

PDI=Patient Dignity Inventory 

QUAL-E=Quality of Life at the End of Life 

 

 The pattern of no statistically significant associations with demographic or religious 

variables persisted for most subdomains of the RSS-14; younger age was associated with higher 

divine and doubt struggles; non-whites had higher demonic struggle; higher education was 

associated with higher interpersonal struggle. Compared to those with a Christian religious 

affiliation, those with other and no affiliation had lower scores on demonic, and higher scores on 
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interpersonal struggle. Higher frequency of prayer was associated with higher demonic, and 

lower interpersonal and doubt struggles. Higher scores for all RSS subdomains were associated 

with higher symptom burden (P<.005) except for interpersonal struggle. Higher scores for all 

subdomains were also associated with greater dignity distress and lower quality of life.  

  

Table 4. Bivariate analyses of the RSS-14 total and subdomain scores with discrete 

predictors (N=331)a 

Variable  Total Divine Demonic Inter-

personal 
Moral Doubt Ultimate 

meaning 

Sex Male 1.24 

(0.36) 

1.15 

(0.38) 

1.31 

(0.80) 

1.23 

(0.49) 

1.33 

(0.56) 

1.26 

(0.56) 

1.30 

(0.61) 

 Female 1.26 

(0.41) 

1.30 

(0.60) 

1.21 

(0.62) 

1.29 

(0.59) 

1.22 

(0.50) 

1.31 

(0.67) 

1.28 

(0.63) 

Race White 1.23 

(0.38) 

1.23 

(0.54) 

1.16 

(0.57)** 

1.27 

(0.54) 

1.26 

(0.55) 

1.30 

(0.63) 

1.28 

(0.58) 

 Other 1.29 

(0.41) 

1.23 

(0.47) 

1.48 

(0.93)** 

1.26 

(0.58) 

1.27 

(0.47) 

1.26 

(0.60) 

1.33 

(0.70) 

Marital 

status 

Married/ 

partnered 

1.21 

(0.38) 

1.18 

(0.46) 

1.20 

(0.64) 

1.25 

(0.54) 

1.23 

(0.54) 

1.25 

(0.60) 

1.25 

(0.56) 

 Single 1.30 

(0.40) 

1.31 

(0.58) 

1.32 

(0.78) 

1.28 

(0.57) 

1.31 

(0.51) 

1.34 

(0.65) 

1.35 

(0.69) 

Religious 

affiliation 
Christian 1.23 

(0.38) 

1.22 

(0.48) 

1.32 

(0.78)* 

1.18 

(0.41)*** 

1.26 

(0.50) 

1.24 

(0.55) 

1.26 

(0.61) 

 Other 1.33 

(0.44) 

1.30 

(0.59) 

1.02 

(0.30)* 

1.56 

(0.85)*** 

1.34 

(0.68) 

1.48 

(0.89) 

1.34 

(0.64) 

 None 1.30 

(0.42) 

1.21 

(0.67) 

1.05 

(0.22)* 

1.53 

(0.75)*** 

1.25 

(0.52) 

1.40 

(0.70) 

1.42 

(0.65) 
a Values are mean (SD). *P  < .05; **P < .005; ***P < .001. Independent t tests and ANOVA were performed. 

Adjusted p-values were used. 
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Table 5 reports the results of the multivariable analysis of the total score of the RSS-14. Again, 

there was no statistically significant association between r/s struggles and any of the demographic 

or religious variables (Model 1 and 2). Consistent with the bivariate results, in demographically 

adjusted models greater symptom burden remained associated with greater r/s struggles (Model 

3; p <.001). In demographically adjusted models greater dignity distress, and lower quality of life 

were associated with higher scores for total RSS-14 (Model 4 and 5; p<.001). When all predictors 

were included in the model, PDI was the only variable with a significant association with r/s 

struggles (Model 6; p<.001). This might be explained by the bivariate associations between the 

ESAS, PDI and the Preparation and Completion QUAL-E subscales (see Supplementary Table 

2). There were moderate to strong associations (all p <.001) among all these measures. 

 

Discussion 

In this study we investigated r/s struggles using the new measure, RSS-14, in a cancer population 

receiving palliative care. Our findings suggest that some r/s struggles are experienced by 

approximately 66% of the patients, with 20% reporting moderate or high struggle. If we look at 

the subdomains, the prevalence of some struggle ranges from 17-32% with demonic struggles 

being less common and interpersonal struggles more common. The prevalence of moderate to 

great struggles ranged from 2-6% with moderate to great moral struggles being less common and 

moderate to great demonic and interpersonal struggles being more common. For the individual 

items any r/s struggle ranged from 11% to 25%. The prevalence of 66% for some struggles in the 

present study is slightly higher than in other studies. Tarakeshwar and colleagues (2006) found a 

prevalence of 53.4% for whites, 26.7% for non-whites, 31.5% for males and 42.3% for females. 

Winkelman and colleagues (2011) found that 58% of patients experienced one or more forms of 

r/s struggles. If we look more broadly at other studies that did not specifically focus on a 

palliative cancer population but on other clinical populations, r/s struggles was found to be 

present for 15% to 48% of patients (Fitchett et al., 2004; Fitchett, Winter-Pfändler & Pargament, 

2014; Hebert, Zdaniuk, Schulz & Scheier, 2009). These differences in prevalence might have to 

do with the different methods of assessing r/s struggles. We used a comprehensive measure 

assessing more types of r/s struggles, whereas the other studies focused on divine struggles. 
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a Values are standardized regression coefficients (SE). Adjusted p-values are reported. *P  ≤ .05; **P  ≤ .005; ***P  ≤ .001. 

RSS-14=Brief Religious and Spiritual Struggles Scale; ESAS=Edmonton Symptom Assessment Scale; PDI=Patient Dignity Inventory;  

QUAL-E=Quality of Life at the End of Life 

Table 5. Regression analysis for RSS-14 total (N=331)a 

Variable Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 

Age -0.117 

(0.056) 

-0.121 

(0.057) 

-0.090 

(0.055) 

-0.025 

(0.050)  

-0.056 

(0.053) 

-0.016  

(0.050) 

Female [ref. Male] 
-0.042 

(0.115) 

-0.046 

(0.118) 

-0.017 

(0.112) 

-0.010 

(0.100) 

-0.085 

(0.106) 

-0.054  

(0.101) 

Race other [ref. White] 
0.075 

(0.129) 

0.095 

(0.133) 

0.110 

(0.125) 

0.165 

(0.112) 

0.243 

(0.121) 

0.254  

(0.114) 

Single [ref. Married/partnered] 
0.236 

(0.135) 

0.230 

(0.135) 

0.208 

(0.132) 

0.175 

(0.120) 

0.136 

(0.127) 

0.105  

(0.119) 

Education 
0.086 

(0.054) 

0.058 

(0.058) 

0.064 

(0.053) 

-0.033 

(0.050) 

0.040 

(0.051) 

-0.070  

(0.053) 

Income 
-0.011 

(0.089) 

-0.009 

(0.090) 

0.028 

(0.088) 

0.082 

(0.080) 

0.015 

(0.083) 

0.063  

(0.078) 

Religion other [ref. Christian] 
 0.246 

(0.191) 

   0.272  

(0.166) 

Religion none [ref. Christian]  0.176 

(0.213) 

   0.319  

(0.186) 

Intrinsic Religiousness  0.044 

(0.076) 

   0.107  

(0.066) 

Frequency of private prayer  -0.025 

(0.071) 

   -0.043  

(0.061) 

ESAS [higher scores indicate higher symptom burden]   0.247 

(0.054)*** 

  -0.007  

(0.055) 

PDI [higher scores indicate higher dignity-related problems]    0.520 

(0.051)*** 

 0.442 

(0.062)*** 

QUAL-E Preparation [higher scores indicate higher QoL]     -0.276 

(0.054)*** 

-0.093  

(0.055) 

QUAL-E Completion [higher scores indicate higher QoL]     -0.233  

(0.053)*** 

-0.158  

(0.052) 

R2 adjusted 
0.02 0.02 0.08 0.26 0.17 0.30 
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These differences in prevalence may also be related to differences in average age; r/s struggle has 

been found to be associated with younger age (Fitchett et al., 2004) or disease trajectories in the 

samples, r/s struggles have been found to be associated with poorer physical health (Fitchett et 

al., 2014; Hills et al., 2005; Koenig, Pargament & Nielsen, 1998; Pargament, Koenig, Tarakeswar 

& Hahn, 2004; Park, Wortmann & Edmondson, 2011; Sherman, Simonton, Latif, Spohn & 

Tricot, 2005).  

 R/S struggles appear to be present for 2 in 3 patients, and moderate to high for 1 in 5. It is 

associated with greater symptom burden, greater dignity-related distress and poorer quality of 

life. These relationships are mostly consistent with evidence using earlier measures of r/s 

struggles. Hills and colleagues (2005), Tarakeshwar and colleagues (2006), and Winkelman and 

colleagues (2011) found r/s struggles of palliative patients to be associated with worse overall 

quality of life and lower scores on psychological and distress dimensions. However, only Hills 

and colleagues (20) found an association with poorer physical well-being. Studies in other 

clinical populations found r/s struggles to be associated to poorer physical health (Fitchett et al., 

2014; Koenig et al., 1998; Pargament et al., 2004; Park et al., 2011; Sherman et al., 2005), worse 

mental health (Hebert et al., 2009; Pargament et al., 2004; Sherman et al., 2005), emotional 

distress (Fitchett et al, 2014), depression (Boscaglia, Clarke, Jobling & Quinn, 2005; Fitchett et 

al., 2004, 2014; Hebert et al., 2009; Koenig et al., 1998; Park et al., 2011; Ramirez et al., 2012; 

Sherman et al., 2005; Zwingmann, Wirtz, Müller, Körber & Murken, 2006), anxiety (Boscaglia et 

al., 2005; Fitchett et al., 2014; Ramirez et al., 2012; Zwingmann et al., 2006), lower life 

satisfaction (Hebert et al., 2009; Manning-Walsh, 2005; Park et al., 2011) and lower quality of 

life (Balboni et al., 2007; Koenig et al., 1998; Manning-Walsh, 2005; Ramirez et al., 2012). 

Associations between r/s struggles and mental health measures were more robust than 

associations with physical health. 

 We found no statistically significant associations between total r/s struggles and 

demographic factors in the bivariate analysis. Among the subdomains there were a few 

associations of higher r/s struggles to demographic factors, namely for younger age (divine and 

doubt), non-whites (demonic) and higher education (interpersonal). Similar to our findings, 

previous studies did not report any consistent associations with demographic variables (Fitchett et 
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al., 2014; Hills et al., 2005; Pargament et al., 2004; Park et al., 2011). Specifically, a few studies 

report inconsistent associations of higher r/s struggles to younger age (Fitchett et al., 2004; 

Manning-Walsh, 2005; Park et al., 2011) or older age (Zwingmann et al., 2006), non-whites 

(Tarakeshwar et al., 2006), partner-less women (Zwingmann et al., 2006), and lower education 

(Zwingmann et al., 2006) or higher education (Tarakeshwar et al., 2006).  

 Religious factors were also not associated with total r/s struggles in the bivariate and 

multivariable analyses. For the subdomains, other and no religious affiliation were associated 

with lower demonic, and higher interpersonal struggles; higher frequency of prayer was 

associated with higher demonic, and lower interpersonal and doubt struggles. These findings are 

consistent with previous studies (Fitchett et al., 2014). How could it be that religion is not 

associated with r/s struggles? One possibility is that higher levels of religious involvement do not 

protect people against r/s struggles, in other words, religious people are not more or not less 

likely to experience r/s struggles. 

 In our final multivariable model that included all the covariates (Model 6) the associations 

between both the ESAS and the QUAL-E subscales and r/s struggles are no longer statistically 

significant while the association between the PDI and r/s struggles remains statistically 

significant. These changes point to the possibility that dignity-related distress is a mediator of the 

associations between symptom and quality of life and r/s struggles. It may be, for example, that 

the negative effects of symptoms on r/s struggles have less to do with the symptoms themselves 

and more to do with the toll that symptoms take on maintaining a sense of dignity. This 

possibility should be explored in future research that includes more formal tests of mediation.   

 Several limitations should be acknowledged when interpreting these findings. First of all, 

our sample is likely to have fewer symptoms and less distress due to the inclusion criteria. The 

findings therefore might not be representative of all cancer patients receiving palliative care. 

Secondly, our sample had a small number of Latino and Asian patients, perhaps also due to the 

requirement that patients should be English speaking. Thirdly, the sample was predominantly 

Christian, which limits our ability to generalize our findings to patients of other religions or none. 

Lastly, this is a correlation study and causality inferences can therefore not be made. 
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 A strength of the present project is the use of the RSS-14 and the description of 6 specific 

types of r/s struggles, several of which have not been previously explored in palliative care or 

other clinical samples. Future research in these samples is needed to confirm our findings 

regarding the prevalence, predictors and correlates of r/s struggle. Studies in samples with greater 

religious and spiritual diversity are especially important. In this study, we have mostly 

concentrated on the total score of the RSS-14. Future research among patients receiving palliative 

care should focus on the subdomains and examine if r/s struggles in some subdomains are more 

salient and cause more problems with physical, mental and emotional well-being than others. For 

example, divine or demonic struggles may be more uncommon but when occurring compromise 

well-being, or illness could cause doubt about long held beliefs or raise questions about ultimate 

meaning. Another area for future research would be longitudinal studies that would permit 

investigation of primary, secondary and complicated (reciprocal) models of r/s struggles 

(Pargament & Lomax, 2013). Regarding symptom burden for example, more r/s struggles could 

worsen symptoms (primary model). However more symptoms may also trigger r/s struggles 

(secondary model). A third option would be a bidirectional association where r/s struggles and 

symptom burden would aggravate each other (complex model). Previous longitudinal research 

has demonstrated that elevated levels of r/s struggles that persist over time are associated with 

poorer outcomes (Pargament et al., 2004). Longitudinal research would allow tracking of 

trajectories of r/s struggles, studying for example if there is a group of patients that has 

transiently high struggles that get resolved or lead to r/s growth, and a group that has elevated 

struggles that does not resolve and requires help from a professional. Finally, future research will 

benefit from using a sample that is more representative of cancer patients receiving palliative 

care. 

 The RSS-14 is a new concise measure that allows for the assessment of multiple types of 

r/s struggles for people from different religious backgrounds or none. Our findings suggest that a 

significant majority (66%) of cancer patients receiving palliative care report some degree of r/s 

struggle. Moreover, those who report r/s struggle may experience compromised well-being. 

Clinicians should consider periodic screening for r/s struggles and referrals for spiritual care if 
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indicated (King et al., 2013). Addressing r/s struggles could improve the quality of life of patients 

with advanced illness who are receiving palliative care.  
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Supplementary Table 1. List of cancer types (N=331)a 

Lung 45 (15%) 

Breast 37 (12%) 

Myeloma 21 (7%) 

Prostate 19 (6%) 

Ovary 18 (6%) 

Pancreas 18 (6%) 

Colon or Rectum 16 (5%) 

Head or Neck 14 (5%) 

Leukemia 9 (3%) 

Kidney 8 (3%) 

Lymphoma 7 (2%) 

Uterus 7 (2%) 

Bladder 6 (2%) 

Liver 5 (2%) 

Sarcoma 4 (1%) 

Cervix 2 (1%) 

Stomach 2 (1%) 

Bone 1 (0%) 

Brain 1 (0%) 

Other 40 (13%) 

Multiple Types  27 (9%) 
a The number of missing is 24 (7%). 

 

Supplementary Table 2. Correlations Among Other Study Measures (N=331)  
PDI QUAL-E-Preparation QUAL-E-Completion 

ESAS 0.48 -0.31 -0.31 

PDI 
 

-0.51 -0.32 

QUAL-E-Preparation 
  

0.23 

P < .001 for all correlations. 

ESAS=Edmonton Symptom Assessment Scale 

PDI=Patient Dignity Inventory 

QUAL-E=Quality of Life at the End of Life 

 

 

 
 

 

 

 

 

 



 

234 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

235 

Chapter 9 
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Abstract 

It is well accepted that attention to spiritual concerns is a core dimension of palliative care. It is 

similarly well accepted that chaplains are the spiritual care specialists who should address such 

concerns. However, what chaplains do when they provide care for patients and families is often 

poorly understood by their palliative care colleagues. Having a clear understanding of what 

chaplains do is important because it contributes to improved utilization of the spiritual care and 

other resources of the palliative care team and thereby to better care for patients and families. The 

aim of this study was to describe what palliative care physicians, nurses and social workers 

understand about what chaplains do. Brief surveys were distributed to participants at two 

workshops for palliative care professionals. The survey was completed by 110 participants. The 

majority report that they understand what chaplains do moderately well or very well. Thirty-three 

percent of the written comments about what chaplains do were very general; 25% were more 

specific. Only a small proportion of the participants were aware that chaplains provide care for 

the team, are involved in facilitating treatment decision-making, perform spiritual assessments, 

and bridge communication between the patient/family/team/community. Based on our survey, 

palliative care colleagues appear to have a broad understanding of what chaplains do but many 

may be unfamiliar with important contributions of chaplains to care for patients, families, and 

teams. These findings point to the need for ongoing education of palliative teams about what 

chaplains do in palliative care.  
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Introduction 

It is well accepted that attention to spiritual concerns is a core dimension of palliative care 

(National Consensus Project for Quality Palliative Care, 2018; WHO, 2020). Research suggests 

that religion and spirituality are important to palliative patients (Alcorn et al., 2010; Balboni et 

al., 2007; Egan et al., 2016; Winkelman et al., 2011),  and integral to their coping with illness 

(Phelps et al., 2009; Tarakeshwar  et al., 2006; Valrupalli et al., 2012). Failure to meet spiritual 

needs is associated with patients reporting lower ratings of quality and satisfaction with care 

(Astrow, Wexler, Texeira, He & Sulmasy, 2007), poor quality of life (Balboni et al., 2007), and 

end-of-life despair (McClain, Rosenfeld & Breitbart, 2003). Support of spiritual needs on the 

other hand is associated with higher quality of life, greater hospice utilization, less aggressive 

care and lower costs at the end-of-life (Balboni et al., 2010, 2011).  

 It is similarly well accepted that chaplains are the spiritual care specialists on palliative 

care teams who should address such concerns, based on a generalist-specialist model of care in 

which nonchaplain clinicians provide general spiritual care and refer to a chaplain for more 

extensive spiritual support (Puchalski et al., 2009, 2014). Yet what exactly chaplains do when 

they provide care for patients and families is often poorly understood by their palliative care 

colleagues (Cunningham, Panda, Lamber, Daniel & DeMars, 2017). This is not surprising given 

the limited content that addresses spiritual concerns in undergraduate and graduate-level medical 

and nursing curricula and even in palliative care specialty training (Balboni et al., 2014; Ettema, 

Wulp, Van Leeuwen & Leget, 2015; Selby, Seccaraccia, Huth, Kurpa & Fitch, 2016). Many 

palliative care teams do not have a chaplain and this further limits physicians, nurses and social 

workers from learning about their contribution (Ettema et al., 2015; Spetz et al., 2016). 

 Some existing research on the understanding of what chaplains do among pediatric 

physicians in large academic hospitals (Cadge, Calle & Dillinger, 2011) and physicians in 

pediatric palliative care programs (Fitchett et al., 2011; Lyndes et al., 2012) suggests that 

physicians see chaplains as part of the interdisciplinary team, providing emotional and spiritual 

support to patients and families (especially around death), performing rituals, improving family-

team communication about goals of care and supporting team members. While some of these 

physicians had positive assessments of chaplains’ contributions, they also expressed concern 
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about chaplains’ ability to provide care for people from diverse religious traditions, indicating 

possible unfamiliarity with chaplains’ experience in providing interfaith care (Cadge et al., 2011).  

 Two studies point to differences in vocabulary between physicians and chaplains when 

describing what chaplains do (Cadge et al., 2011; Lyndes et al., 2012). Physicians describe the 

outcomes of chaplaincy care whereas chaplains emphasize the process of their care using broad 

terms such as wholeness, presence and healing. These different vocabularies may compromise 

chaplains’ efforts to educate their professional colleagues about their role in caring for palliative 

care patients and their families. 

 One study by Kim and colleagues reports intensive care unit nurses’ perceptions of what 

chaplains do (Kim, Bauck, Monroe, Mallory & Aslakson, 2017). This includes listening, 

providing physical touch (hand-holding, hugging), praying, counseling, and performing religious 

rituals. Nurses also indicate that:  

 “…chaplains were particularly able to fulfill these supportive roles because,  

 paradoxically, while chaplains are ‘‘insiders’’ in that they are members of the medical 

 team,  they are also viewed as ‘‘outsiders’’ because of their unique position in the 

 hospital. They are not responsible for making clinical decisions or dealing with the 

 daily minutiae of caring for a patient. This allows them to serve as a familiar, yet 

 somewhat removed, source of comfort for patients and their families.” (p. 43). 

Nurses expressed a wish for a better understanding of the chaplains’ role to eliminate barriers to 

requesting chaplaincy services for patients, families and the team (Kim et al., 2017). Social 

workers were included in one small study of the palliative care teams’ understanding of what 

chaplains do (Jackson-Jordan et al., 2018). The team members named support with 

spiritual/religious coping, holistic care, addressing spiritual needs, assisting in advance care 

planning, support for families and leading family meetings, and support for the team as main 

activities of the chaplain. 

 Having a clear understanding of what chaplains do is important because it contributes to 

improved utilization of resources of the palliative care team and thereby better care, including 

spiritual care, for palliative care patients and their loved ones. The aim of this study was therefore 
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to describe what palliative care physicians, nurses and social workers understand about what 

chaplains do.  

 

Method 

Brief surveys were distributed to participants at two workshops for palliative care professionals 

in 2016 (a pre-conference workshop about addressing spiritual issues in palliative care at the 

annual meeting of the American Association for Hospice and Palliative Medicine and a session 

on spiritual care at a two-day multi-professional conference that was part of the Coleman 

Palliative Medicine Training Program; O’Mahony et al., 2018). The survey had three parts. The 

first part asked participants to rank the questions "How well do you understand chaplains' 

training and scope of practice" and "How well do you feel you understand what chaplains do" on 

a scale of 1 to 4 (1 = ”I understand very well,” 4 = “I have no understanding”). The second part 

asked participants to “Write down one, two or three things that chaplains contribute in palliative 

care”. The third part asked several questions about the participant's background. 

 For questions about understanding of chaplains’ training and work, we report percentages 

and means for the sample as a whole and within professional subgroups. To discern if scores 

between the professions differed significantly, we used the Kruskal-Wallis test (Kruskal & 

Wallis, 1952). For the correlation between "How well do you understand chaplains' training and 

scope of practice" and "How well do you feel you understand what chaplains do", as well as the 

correlation between years in the profession and years in palliative care, we used Spearman’s Rho 

(Spearman, 1904). 

 For the qualitative analysis of the descriptions of what chaplains do we began with a 

sample of comments from 40 participants (20 physicians and 20 nurses). Two authors (A.D. and 

G.F.) examined these comments and developed an initial codebook for the major themes in the 

comments. Four authors (A.D., G.F., L.F. and S.O’M) subsequently coded the comments from 

this sub-sample and proposed changes and additions to the initial codebook. Two authors (A.D. 

and D.L.) used the revised thematic codebook to code the comments of all the participants; they 

consulted G.F. in case of disagreement.  
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Results 

The survey was completed by 120 participants. For six of the participants, profession was 

missing and four participants came from other professions (one each), so we decided to exclude 

these ten questionnaires from the sample, leaving a sample of 110 participants. The 

characteristics of the participants are shown in Table 1. The sample consisted of almost equal 

proportions of physicians (42%) and nurses (44% ,with approximately half of those now 

practicing as advanced practice nurses) as well as some social workers (15%). Many had been in 

their respective professions for two decades but had only worked in palliative care for less than 

five years.  

 The majority of the participants reported that they understood what chaplains do 

moderately well or very well; their self-rated understanding of chaplains’ training and scope of 

practice was slightly lower overall (See Table 2). The two ratings were strongly correlated (r 

=0.76, p <.001). There were slight differences in the self-rated understanding of chaplains by 

professional group, but these were not statistically significant. Years in one’s profession, and 

especially years in palliative care, were associated with greater self-reported understanding of 

chaplains (see Table 3). 

 

Table 1. Sample Description 

Current employment (N = 110, N, %) 

   Physician 

   Advanced practice nurse 

   Registered nurse 

   Social worker 

 

46 (41.8) 

21 (19.1) 

27 (24.6) 

16 (14.6) 

Years worked in the profession (N = 110, mean, SD)      20.0 (11.8) 

Years worked in palliative care (N = 108, mediana, IQR) 4 (1.5, 9.5) 

Survey distributed in meeting (N = 110, n, %) 

   American Academy of Hospice and Palliative Medicine pre-conference       

   workshop 

   Coleman Palliative Medicine Training Program 

 

58 (52.7) 

 

52 (47.3) 
aYears worked in palliative had a skewed distribution. 
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Table 2. Particpants’ self-rating of understanding chaplains' training and work  

 Understanding of chaplains' training and scope of 

practice (%)a 

Understanding of what chaplains do (%)b 

 Mean, 

SD 

1 = 

very 

well 

2 = 

moderately 

well 

3 = 

slightly 

4 = no 

 under 

standing 

Mean, 

SD 

1 = 

very 

well 

2 = 

moderately 

well 

3 = 

slightly 

4 = no 

under 

standing 

Physician 2.20, 

0.81 

21.7 39.1 37.0 2.2 2.02, 

0.65 

17.4 65.2 15.2 2.2 

Nurse 

practitioner/ 

advanced 

nurse 

practitioner 

2.19, 

0.75 

19.1 42.9 38.1 0 1.86, 

0.57 

23.8 66.7 9.5 0 

Registered 

nurse 

2.07, 

0.68 

18.5 55.7 25.9 0 1.85, 

0.46 

18.5 77.8 3.7 0 

Social 

worker 

1.88, 

0.72 

31.3 50.0 18.8 0 1.69, 

0.60 

37.5 56.3 6.3 0 

Total 2.12, 

0.75 

21.8 45.6 31.8 0.9 1.90, 

0.59 

21.8 67.3 10.0 0.9 

a  The Kruskall-Wallis Test for differences for understanding of training between the professions was non-significant, Chi-square = 2.48, DF = 3,  

p  > .05.  
b The Kruskall-Wallis Test for differences for understanding of work between the professions was non-significant, Chi-square = 3.99, DF = 3,  

p  > .05. 

 

Table 3. Association of the understanding of chaplains' training and work to years in the profession and in 

palliative care 

 Understanding of chaplains' training and scope of 

practice 

Spearman’s Rho, p 

Understanding of what 

chaplains do 

Spearman’s Rho, p 

Understanding what chaplains do 0.76, p < .001  

Years in the profession -0.20, p  < .05 -0.26, p  < .05 

Years in palliative care -0.37, p  < .001 -0.39, p  < .001 
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It was somewhat difficult to evaluate the participants’ grasp of what chaplains do from 

their written descriptions. There were many comments about specific ways in which chaplains 

provide support for palliative care patients and families (25%), as well as comments about 

chaplains’ performing spiritual assessments (8%). Nine percent of the comments described 

chaplains’ involvement in goals of care and advance care planning conversations (private 

conversations about these topics with patients and families as well as conversation that were part 

of team meetings with families). Some comments noted chaplains’ assistance in facilitating 

communication when there was conflict between patients and families and the team (4%). 

Although an important part of chaplain care includes offering prayer and leading other religious 

rituals, we found it interesting that only a small proportion of the comments mentioned these 

stereotypical activities (7%). These comments notwithstanding, the largest proportion of the 

comments (33%) were very general statements about chaplains listening or providing support to 

palliative care patients, families, or team members. Table 4 shows the major categories for 

participants’ descriptions of what chaplains do. Table 5 has examples of participants’ descriptions 

of chaplain activities. 

 

Table 4. Types of comments: total and by professional group 

Type of Comment Total 

(n=110) 

MD 

(n=46) 

APN 

(n=21) 

RN 

(n=27) 

SW 

(n=16) 

General support, listening, provide 

space 

33% 32% 32% 34% 38% 

Support for specific concern 25% 27% 29% 18% 24% 

Team focused: support, renewal, 

educate 

12% 14% 13% 10% 7% 

Involvement in decision-making, family 

meetings, ACP + AD 

9% 4% 13% 8% 16% 

Spiritual assessment and spiritual 

history-taking 

8% 9% 9% 7% 5% 

Provide rituals, prayer 7% 6% 1% 16% 7% 

Bridge communication and conflict 

between pt/family + team 

4% 7% 0% 4% 0% 

Bridge communication beween 

team/hospital + pt/family local religious 

leaders/community 

2% 1% 1% 4% 3% 

ACP=Advance Care Planning 

AD=Advance Directives 
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Table 5. Examples of participants’ descriptions of chaplain activities 

Type of comment Exemplary quotation 

General support, listening, provide 

space 

Provide spiritual support to patients, families & staff 

Support for specific concern Addressing meaning/ purpose/ existential suffering 

Team focused: support, renewal, 

educate 

Discussions with staff about spiritual distress and staff 

support 

Involvement in decision-making, 

family meetings, ACP + AD 

Provide a reflective supportive healthy space to support 

difficult medical decision 

Spiritual assessment and spiritual 

history-taking 

Robust spiritual assessments using a language 

consistent with patients' needs 

Bridge communication and conflict 

between pt/family + team 

They are often an immediate consult for our miracle 

thinking families and are able to be supportive and 

explore deeper the miracle context of their beliefs and 

inform the health care team 

Bridge communication beween 

team/hospital + pt/family local 

religious leaders/community 

Liaison between patients and the health  care team 

(help translate "doctor speak") 

 

Discussion 

The majority of the palliative care physicians, nurses, and social workers in this study report 

understanding of what chaplains do moderately well or very well, with slightly lower self-rated 

understanding of chaplains' training and scope of practice. Years in the profession and especially 

years in palliative care are associated with greater understanding. At the same time, one third of 

the participants’ comments are very general statements of what chaplains do. They vary from 

very short to longer unspecified answers about chaplains listening or providing support to 

palliative care patients, families, or team members. For example, a short comment was 

“Counseling”, a longer comment was “Providing spiritual care at all phases of life”. Comments 

that include more detail named specific ways in which chaplains support palliative care patients 

and families (e.g. “Help patients/ families find meaning at the end of life”), report that chaplains 

perform spiritual assessments, are involved in goals of care and advance care planning 

conversations, offer prayer and lead religious rituals, and assist in facilitating communication 

when there is conflict between patients and families and the team. 
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  Key activities described by our participants are broadly similar to the findings of prior 

studies (Cadge et al., 2011: Fitchett et al., 2011; Jackson-Jordan et al., 2018; Kim et al., 2017; 

Lyndes et al., 2012) as well as to a small body of evidence of key chaplain activities in palliative 

care (Idler, Binney, Grant, Perkins & Quest, 2015; Jeuland, Fitchett, Schulman-Green & Kapo, 

2017; Kearney & Fischer, 2017; Wirpsa et al., 2019)  and to chaplain care in general (Massey et 

al., 2015). Based on this broad similarity, the participants’ self-rating of understanding of what 

chaplains do as moderately or very well seems appropriate. However, as we have seen, a 

substantial proportion of the comments missed some important chaplain activities in their 

descriptions. Respondents seem to be less aware of chaplain activities as for example conflict 

resolution (Wirpsa et al., 2019) or goals of care conversations (Idler et al., 2015; Nolan, 2016). 

Further education of palliative care teams about chaplain care appears warranted. Chaplains also 

need to accept that an integral part of their job is educating their health care colleagues about 

what they do and how they contribute to good outcomes for patients, families and the team. 

Effective ways to educate colleagues include participating in trans- or interdisciplinary palliative 

care curriculums (Lee, McGinness, Levine, O’Mahony & Fitchett, 2018), by pairing medical 

residents with chaplain interns (Otis-Green et al., 2009) or inviting medical residents to shadow 

chaplains (Hemming, Teague, Crowe & Levine, 2016; Jackson-Jordan et al., 2018), by quality 

documentation of patient encounters in the patient's record, and through daily presence in team 

meetings (Jackson-Jordan et al., 2018). Sharing case studies of chaplain care can also be effective 

(Cooper, 2018; Fitchett & Nolan, 2015; Kearney et al., 2017; Talley & Magie, 2014). 

Furthermore chaplains need to be more articulate about the work that they do. An important step 

in this direction is the recent development of a taxonomy of chaplain activities in palliative care 

(Massey et al., 2015). The taxonomy was the result of a multistage research process that included 

a literature review, chart reviews, focus groups, concept mapping, and reliability testing. The 

resulting list offers the possibility of a standardized description of chaplain acticities, an 

important new development for the profession.  

 This study has a number of limitations. The sample is a convenience sample of workshop 

participants and therefore unrepresentative of palliative care teams in general. Moreover the brief 

survey did not include demographic information about the participants (gender, race, age), their 
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place of work, their education about spiritual issues in palliative care, and experience of working 

with a chaplain. Future research should therefore focus on a more rigorous study of what 

proportion of palliative care professionals have an effective understanding of what chaplains do 

and the factors that contribute to that understanding.  

 It is widely recognized that spiritual care is an important component of palliative care. 

Chaplains are making important contributions addressing the spiritual needs of palliative care 

patients and their loved ones. Our findings suggest palliative care colleagues appear to broadly 

understand what chaplains do, but continued education will enhance their understanding of and 

collaboration with spiritual care specialists on their team. 
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Abstract 

A developing body of evidence indicates that chaplain care is associated with higher levels of 

patient/family satisfaction with their hospital care. We examined the association between 

chaplain care and patient experience among patients at Rush University Medical Center in 

Chicago who responded to Hospital Consumer Assessment of Healthcare Providers and Systems 

and Press Ganey survey items between 2011 and 2017. Information about chaplain care was 

taken from the inpatients’ electronic medical record. Our analyses included 11,741 patients, 

26.5% of whom had received any chaplain care. Patients with lower self-rated health were more 

likely to have received chaplain care (p < 0.001). In bivariate analyses, chaplain care was 

associated with lower likelihood of reporting the highest score for four patient experience items 

(p < 0.001). In multi-variable models that adjusted for patient self-rated health and other factors, 

the association between chaplain care and the four patient experience items was nonsignificant. 

There was no effect modification for patient religious affiliation, self-rated health, or other 

demographic factors. The chaplain care-patient experience association may be more complex 

than has initially appeared, and further research is needed to help us better understand it.  
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Introduction 

A growing number of studies demonstrates that attention to emotional and spiritual needs 

positively influences patient experience of care (Astrow, Kwok, Sharma, Fromer & Sulmasy, 

2018; Clark, Drain & Malone, 2003; Daaleman, Williams, Hamilton & Zimmerman, 2008; 

Willeams, Meltzer, Arora, Chung & Curlin, 2011). Chaplains are the spiritual care specialists 

within healthcare trained to address the spiritual needs of patients/families from diverse religious 

backgrounds as well as those with no religious affiliation (Puchalski et al., 2009; Puchalski, 

Vitillo, Hull & Reller, 2014). A small but consistent body of evidence is developing that indicates 

that patients/families who receive chaplain care report higher levels of patient/family satisfaction 

(Donohue et al., 2017; Flannely, Oettinger, Galek, Braun-Storck & Kreger, 2007; Iler, 

Obenshaun & Camac, 2001; Johnson et al., 2014; Purvis, Crowe, Wright & Teague, 2018; 

VandeCreek, 2004; Wall, Engelberg, Gries, Glavan & Curtis, 2007). However, most of those 

studies were conducted with small samples, used surveys created by the investigators, and patient 

documentation of chaplain care which is not always reliable.  

 A recent study from Mount Sinai Hospital, a large urban academic medical center in New 

York City, brought additional rigor to this research (Marin et al., 2015). They used a substantial 

sample (N=8,978), six measures of patient experience from the standardized Hospital Consumer 

Assessment of Healthcare Providers and Systems (HCAHPS) and Press Ganey survey used by 

many hospitals in the United States, and by using objective measures of chaplain care. Reviewing 

the electronic medical records (EMRs) of these patients, the investigators found that 5.6% had at 

least one visit from a chaplain. Further multivariable analysis showed that compared to patients 

who had not been visited by a chaplain, those who had any chaplain visits gave slightly higher 

ratings for all six of the patient experience items (all p <0.001). These included higher ratings of 

satisfaction with the hospital and with overall care, of recommending the hospital to others, and 

of staff addressing the patients’ spiritual and emotional needs.  

 In a second paper, the same investigators replicated their findings with a larger sample 

(N=16,478) (Sharma et al., 2016). In this study, they also examined the separate contributions to 

patient experience of chaplains’ specific religious/spiritual care activities and general 

psychosocial care activities. Both components of chaplain care were associated with higher 
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evaluations; the associations were slightly stronger for the chaplains’ religious/spiritual care 

activities.  

 Building on this work, we sought to discover whether the findings of Marin and 

colleagues (2015) would be similar in another large, urban, academic medical center, Rush 

University Medical Center in Chicago. As prior literature had not fully examined the role of 

patient characteristics on the chaplain care-patient experience association, we additionally sought 

to examine whether important patient characteristics mediated this association. We hypothesized 

that chaplain care may be more important for religious patients so we examined possible effect 

modification by religious affiliation. We also examined possible effect modification for three 

demographic factors that are known to be associated with religious involvement (age, gender and 

race). In addition, in light of research about the important role of religion in coping with serious 

illness (Canada, Murphy, Fitchett & Stein, 2015), we examined whether chaplain care had a 

differential effect on satisfaction for patients who reported poorer overall, mental or emotional 

health.  

 We also examined whether chaplains’ contributions to the interpersonal experience of 

care contributed to the chaplain care-patient experience association. Several studies have shown 

that patients have higher patient experience ratings when they feel treated with courtesy and 

respect and are listened to (Batbaatar, Dorjdagva, Luvsannyam, Savino & Amenta, 2017; 

Klinkenberg et al., 2011; Otani, Hermann & Kurz, 2011). Responding attentively, with 

compassion, and being sensitive to the emotional state of patients are suggested as important 

predictors of patient experience ratings (Klinkenberg et al., 2011). These care qualities are a core 

component of chaplain training so we hypothesized that chaplains’ interpersonal skills could be 

part of the reason why chaplaincy care is associated with higher evaluations. To examine this we 

planned to test whether patients’ ratings of the degree staff addressed their emotional needs was a 

mediator of the chaplain care-patient experience association. 

 

Methods 

This study was a retrospective analysis examining the chaplain care-patient experience 

association among adults age 18 or older who received care at the 620 bed Rush University 
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Medical Center between January 1, 2011 and July 31, 2017. The study cohort responded to the 

combined HCAHPS/Press Ganey survey after discharge using the standard HCAHPS ”Mail 

Only” survey protocol (Centers voor Medicare & Medicaid Services, 2010). The survey data and 

some patient demographic variables were obtained from the Rush data warehouse. In cases where 

there were multiple surveys from the same patients the data from the most recent survey were 

utilized. The institutional review board of Rush University Medical Center determined that the 

project did not require their review. 

 The primary predictor variable in this study was any chaplain care versus none during the 

hospitalization. In additional analyses, we tested the effect of total minutes of chaplain care on 

patient experience in 4 categories: 0, 1 to 15, 16 to 30, and 31+ minutes. Chaplain visits were 

conducted by members of the Department of Religion, Health and Human Values, which 

included professional, board certified chaplains as well as students in the Department’s Clinical 

Pastoral Education (CPE) program. The majority of chaplain visits were initiated by staff 

referrals, protocols and chaplain rounds. Information about chaplains’ care was obtained from the 

patients’ EMR.   

 The primary outcomes were responses to two HCAPHS items: (a) Using any number 

from 0 to 10, where 0 is the worst hospital possible and 10 is the best hospital possible, what 

number would you use to rate this hospital during your stay? (rate 0-10), and (b) Would you 

recommend this hospital to your friends and family? (definitely no, probably no, probably yes, 

definitely yes) (HCAHPS survery, 2017). In additional analyses we examined the association 

between chaplaincy care and two Press Ganey items: (a) Overall rating of care given at hospital 

(very poor, poor, fair, good, very good), and (b) Likelihood of your recommending this hospital 

to others (very poor, poor, fair, good, very good) (Press-Ganey, 2019). For all 4 items the Likert-

type response scale were converted to dichotomous variables with the most positive response 

compared to all the others, the so called top-box methodology which allowed for consistency in 

reporting and analysis of differences with the HCAHPS item format. We chose to use a top-box 

methodology because our data was negatively skewed. Also HCAHPS results are publicly 

reported in this format (Centers for Medicare & Medicaid Services, 2019).    
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 Other variables were used to describe the sample, to adjust for potential confounding 

factors and to examine possible effect modifiers and mediators. These variables were age, gender, 

race/ethnicity (dichotomized to non-Hispanic white and other), education (dichotomized to ≤ 

high school/some college and college graduate/>4 years in college), language (subdivided into 

English, Spanish and other), religious affiliation (dichotomized to yes and no), emergency 

department admission (yes and no), self-report of overall health status (excellent, very good, 

good, fair, poor), self-report of mental or emotional health status (excellent, very good, good, fair, 

poor), length of stay (days), and the Press Ganey item degree to which hospital staff addressed 

your emotional needs (very poor, poor, fair, good, very good). All of these variables except age, 

gender and religious affiliation were taken from responses to the HCAHPS/Press Ganey surveys. 

Information about age, gender and religious affiliation were taken from the patient EMR. Where 

information about race, ethnicity and language was missing from the HCAHPS/Press Ganey 

surveys that information was taken from the patient EMR. 

 The analysis began with a description of patient characteristics and an examination of 

their association with receiving any chaplain care. Differences between the two groups (any 

chaplain care vs none) were analyzed using t-tests for continuous variables and Chi-Square tests 

for categorical variables. Differences in top-box scores for the two chaplain care groups on the 

four patient experience items were examined using Chi-Square tests since we treated these 

variables categorically. 

 We estimated a series of logistic regressions equations to examine the association 

between chaplain care (any vs none) and each patient experience item with adjustment for 

covariates. The first model adjusted for demographic and medical covariates. The second model 

added patients’ self-rated overall and mental or emotional health. In an additional series of 

models we examined possible interaction effects between chaplain care and demographic factors 

(age, gender, race, religious affiliation) or self-rated overall and mental or emotional health. 

Assuming that we found chaplain care was associated with patient experience, we planned to test 

if patient reports of the degree staff addressed emotional needs was a possible mediator of the 

chaplain care-patient experience association. We planned to use the Sobel test to examine 

possible mediation. 
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 To examine the association between extent (minutes) of chaplain care and the two 

HCAPHS items we used the same two models described above. All the data analyses were 

performed with SPSS version 22. 

 

Results 

Within the study period, 15,350 patients responded to the HCAHPS/Press Ganey survey (with a 

response rate of 20%; Medicare, 2019). After excluding the patients with missing values on any 

of the variables, the sample size was reduced to N =11,741. Patients that were included were 

younger (M=58.9 (15.4) vs M=62 (15.84), p= <.001), had a slightly shorter length of stay 

(M=4.14 (4.59) vs M=4.44 (5.06), p = .001), had a slightly higher score on the Press Ganey 

potential moderating item about the degree staff addressed emotional needs (M=4.55 (0.71) vs 

M=4.37 (0.88), p = <.001), had slightly higher scores on the HCAHPS outcome items 1 and 2 

(respectively M=9.21 (1.34) vs M=8.95 (1.81); M=3.81 (.48) vs M=3.72 (.62); p = <.001) and the 

Press Ganey outcome items 1 and 2 (respectively M=4.74 (.56) vs M=4.66 (.69); M=4.73 (.63) vs 

M=4.63 (.78); p = <.001). Those who were included were also slightly more men (42.4% vs 

40.9%), more non-Hispanic white patients (66.6% vs 60.1%), fewer Spanish speaking patients 

(5% vs 7.9%), and more religiously unaffiliated patients (24.6% vs 20.5%), all significant at p = 

<.001. 

 Of the 11,741 patients, 3,117 were visited by a chaplain at least once (26.5%). The 

chaplain care ranged from 1 to 41 visits with a median number of 2 visits (IQR 1, 3). The time a 

chaplain spent with a patient ranged from 1 to 1,025 minutes, with a median of 30 minutes (IQR 

15, 65). There were significant differences between those with and without any chaplain visits for 

most of the patient characteristics (Table 1). Patients visited by chaplains were older, more often 

non-Hispanic black or Hispanic, reported lower levels of education, had a religious affiliation, 

had more often entered the hospital through the ED, reported lower overall and emotional health-

status and had a longer length of stay.  
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Table 1. Patient characteristics 

Variable Total sample 

(N, %) 

N=11,741 

Any chaplain 

care  

(N, %) 

N=3,117 

No chaplain 

care (N, %) 

N=8,624 

P 

Age, mean (SD)  58.9 (15.4) 62 (14.9) 57.8 (15.4) <.001  

Gender 

   Male 

   Female 

 

4,984 (42.4) 

6,757 (57.6) 

 

1,311 (42.1) 

1,806 (57.9) 

 

3,673 (42.6) 

4,951 (57.4) 

.311 

 

Race/Ethnicity 

   Non-Hispanic white 

   Other 

 

7,818 (66.6) 

3,923 (33.4) 

 

1,903 (61.1) 

1,214 (38.9) 

 

5,915 (68.6) 

2,709 (31.4) 

<.001  

 

Education 

   ≤ High school/some college 

   College Graduate/>4 Years in    

   College 

 

6,945 (59.2) 

4,796 (40.8) 

 

2,067 (66.3) 

1,050 (33.7) 

 

4,878 (56.6) 

3,746 (43.4) 

<.001  

 

Language 

   English 

   Spanish 

   Other 

 

10,826 (92.2) 

591 (5) 

324 (2.8) 

 

2,850 (91.4) 

198 (6.4) 

69 (2.2) 

 

7,976 (92.5) 

393 (4.6) 

255 (3) 

<.001 

 

 

Religious affiliation 

   Affiliated 

   Unaffiliated 

 

8,854 (75.4) 

2,887 (24.6) 

 

2,528 (85.5) 

451 (14.5) 

 

6,188 (71.8) 

2,436 (28.2) 

<.001 

 

Emergency Department Admission 

   Yes 

   No 

 

3,403 (29) 

8,338 (71) 

 

1,307 (41.9) 

1,810 (58.1) 

 

2,096 (24.3) 

6,528 (75.7) 

<.001 

 

Overall Health Status 

   Poor 

   Fair 

   Good 

   Very Good 

   Excellent 

 

509 (4.3) 

1,903 (16.2) 

4,008 (34.1) 

3,663 (31.2) 

1,656 (14.1) 

 

276 (8.9) 

808 (25.9) 

1,113 (35.7) 

642 (20.6) 

278 (8.9) 

 

233 (2.7) 

1,095 (12.7) 

2,895 (33.6) 

3,023 (35.1) 

1,378 (16.0) 

<.001 

 

Mental or Emotional Health Status 

   Poor 

   Fair 

   Good 

   Very Good 

   Excellent 

 

154 (1.3) 

986 (8.4) 

2,619 (22.3) 

3,939 (33.5) 

4,043 (34.4) 

 

65 (2.1) 

431 (13.8) 

841 (27) 

980 (31.4) 

800 (25.7) 

 

89 (1) 

555 (6.4) 

1,778 (20.6) 

2,959 (34.3) 

3,243 (37.6) 

<.001 

Length of Stay, mean (SD) 4.14 (4.6) 6.47 (6.6) 3.3 (3.2) <.001 

Degree Staff Addressed Emotional 

Needs (Score 1-5), mean (SD) 

4.55 (0.7) 4.50 (0.7) 4.56 (0.7) <.001 
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 Bivariate analyses of percentages of patients reporting a top-box or a lower score on the 

two HCAHPS items are shown in Table 2. Compared to patients with no chaplain visits, among 

patients who had received any chaplain visits the proportion who gave a top-box score on both of 

the HCAHPS items was slightly lower. A similar pattern of findings was seen for the two Press 

Ganey outcome items (Supplementary Table 1). 

 

Table 2. Bi-Variate Association of any chaplain care with top-box score for HCAHPS 

patient experience items 

Patient experience item Rating Total 

sample 

(N, %) 

N=11,741 

Any 

chaplain 

care  

(N, %) 

N=3,117 

No 

chaplain 

care  

(N, %) 

N=8,624 

P 

Using any number from 0 to 

10, where 0 is the worst 

hospital possible and 10 is the 

best hospital possible, what 

number would you use to rate 

this hospital during your stay?  

9-10 9,454 

(80.5) 

2,461 

(79) 

6,993 

(81.1) 

.01 

0-8 2,287 

(19.5) 

656 (21) 1,631 

(18.9) 

Would you recommend this 

hospital to your friends and 

family?  

Definitely yes 9,902 

(84.3) 

2,576 

(82.6) 

7,326 

(84.9) 

.001 

Definitely no 

- probably yes 

1,839 

(15.7) 

541 

(17.4) 

1,298 

(15.1) 

 

 For HCAHPS item 1, in logistic regression models adjusting for demographic and other 

factors, patients who were visited by a chaplain had decreased odds of providing a top-box 

evaluation score (Table 3, Model 1, odds ratio [OR]=.796, 95% confidence interval [CI]: 0.716-

0.885). When the variables overall health status and mental or emotional health status were added 

to the model, the chaplain care-patient experience association became non-significant (Table 3, 

Model 2, OR=.909, 95% CI :0.815-1.014). We found no significant effects for tests of variation 

in the chaplain care-patient experience association for patient age, race, religious affiliation or 

self-rated health. However, we found that there were gender differences (Table 3, Model 3). 

Specifically, for women, the proportion who provided a top-box rating was the same (79%) 

regardless of whether any chaplain care was received. In contrast for men, the proportion who 
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gave a top-box evaluation was lower among those who received any chaplain care (79%) than 

among those who didn't (84%).  

 We found similar results for the main effect of chaplain care for HCAHPS item 2 (Table 

3) and the two Press Ganey items (Supplementary Table 2). We again found no significant effects 

for tests of variation in the chaplain care-patient experience association for patient age, gender, 

race, religious affiliation or self-rated health. 

 In addition to the above analyses, we also tested whether the extent of chaplain care (total 

minutes) was associated with the two HCAPHS items. We found similar results for the main 

effect of chaplain care: lower odds of a top-box evaluation score for patients with any number of 

minutes compared to those with no chaplain care (Supplementary Table 3, Model 1). Again, 

when the self-rated health variables were added to the model, the associations between chaplain 

minutes and patient experience became non-significant (Supplementary Table 3, Model 2). 

 In models adjusted for demographic factors and the self-rated health variables there was 

no association between chaplain care (any vs none) and the possible mediator the degree staff 

addressed emotional needs (Supplementary Table 4). Since we found that chaplain care was not 

associated with overall ratings of care nor with the possible mediator, there was no basis for 

proceeding to test whether the degree staff addressed emotional needs’ was a mediator of the 

association between chaplain care and overall ratings of care.  

 

Discussion 

In the bivariate analysis, chaplain care (any vs none) was associated with slightly lower 

proportions of top-box ratings for the four patient experience items. The statistical significance of 

these small differences is probably due to the large sample size. In the multivariate analyses, we 

found a significant negative association between chaplain care and patient experience that 

became non-significant as a result of confounding by the self-rated health variables. That is, 

patients with poorer self-rated health consistently provided lower evaluations of the overall 

hospital experience. In this study we found that chaplains were much more likely to visit patients 

who rated their health as poor, fair, or good than those who rated their health as very good or 

excellent.    
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Table 3. Association of any chaplain care and HCAHPS patient experience items 

(N=11,741)  

Using any number from 0 to 10, where 0 is the worst hospital 

possible and 10 is the best hospital possible, what number would 

you use to rate this hospital during your stay? 

Would you recommend this 

hospital to your friends and 

family? 

Variable Model 1 OR 

[95% CI] 

Model 2 OR 

[95% CI] 

Model 3 OR 

[95% CI] 

Model 1 OR 

[95% CI] 

Model 2 OR 

[95% CI] 

Any Chaplain Care .796** [.716-

.885] 

.909 [.815-

1.014] 

1.353 [.985-

.1.860] 

.825** 

[.736-.924] 

.935 [.832-

1.050] 

Age 1.011** 

[1.008-1.014] 

1.013** 

[1.010-

1.016] 

1.013** 

[1.010-

1.016] 

1.005** 

[1.002-

1.008] 

1.007** 

[1.004-

1.011] 

Male 1.266** 

[1.150-1.394] 

1.273** 

[1.155-

1.403] 

1.382** 

[1.232-

1.551] 

1.178** 

[1.062-

1.307] 

1.182** 

[1.065-

1.313] 

Non-white race 1.180** 

[1.058-1.394] 

1.230** 

[1.102-

1.373] 

1.235** 

[1.106-

1.378] 

1.094 [.973-

1.231] 

1.137* 

[1.010-

1.280] 

College 

Graduate/>4 Years 

in College 

.763** [.693-

.839] 

.672** 

[.609-.742] 

.674** 

[.610-.743] 

.922 [.830-

1.024] 

.821** 

[.738-.914] 

Language -Spanish 

[vs English] 

2.746** 

[1.995-3.781]  

2.878** 

[2.087-

3.969]  

2.872** 

[2.083-

3.959]  

1.680** 

[1.264-

2.232]  

1.754** 

[1.317-

1.396]  

Language - Other 

[vs English] 

.873 [.668-

1.141] 

.906 [.692-

1.186] 

.907 [.693-

1.188] 

.991 [.734-

1.340] 

1.031 [.851-

1.078] 

Religious 

Affiliation - None 

.911 [.819-

1.014] 

.915 [.821-

1.019] 

.917 [.823-

1.022] 

.953 [.847-

1.071] 

.958 [.844-

1.068] 

Emergency 

Department 

Admission - Yes 

.896* [.804-

.999] 

1.005 [.900-

1.122] 

1.004 [.899-

1.122] 

.852* [.759-

.956] 

.950 [1.084-

1.068] 

Overall Health 

Status 

 1.165** 

[1.100-

1.233] 

1.165** 

[1.100-

1.233] 

 1.153** 

[1.084-

1.226] 

Mental or 

Emotional Health 

Status 

 1.271** 

[1.203-

1.344] 

1.272** 

[1.204-

1.345] 

 1.258** 

[1.185-

1.334] 

Any Chaplain Care 

x Gender 

  .753* [.609-

.931] 

  

* P > .05, ** P > .005 
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  We found no significant effects for tests of variation except for gender for the HCAHPS 

item satisfaction with overall care. This finding was not replicated with the other three patient 

experience items in the study. Since there was no association between chaplain care, the patient 

experience items and degree staff addressed emotional needs, there was no basis for examining 

whether this was a mediator. All of these analyses were repeated with the extent of chaplain care 

(minutes) with essentially similar findings.  

 In our study the association between patient experience scores and variables such as 

gender (Mazurenko, Collum, Ferdinand & Menachemi, 2017; Thiels et al., 2016), race/ethnicity 

(Mazurenko et al., 2017), ED admission (Thiels et al., 2016) and self-rated health (Elliot et al., 

2010, 2019a, 2019b; Mazurenko et al., 2017; Otani et al., 2011; 19,25,27–29) were consistent 

with what has often been reported in other research. Our findings are different however when we 

look at the influence of chaplain care on patient experience in comparison to the study of Marin 

and colleagues (2015). They found a significant positive association between chaplain care and 

patient experience. However, this effect was very small (for three items the mean differences 

ranged from 0.06 to 0.08) and their statistical significance was likely an artifact of the large 

sample that was studied. When comparing both samples, our sample had a higher percentage of 

patients with lower self-rated health (34.8% vs 25.5%), a factor that is associated with a lower 

evaluation. Also, in Marin and colleagues’ study 5.6% of the patients received a chaplain visit vs 

26.5% in our sample, so patients with poorer self-rated health in our study were more likely to 

have a chaplain visit and patients with good or excellent health were less likely to have a chaplain 

visit. While Marin and colleagues’ study appears to be consistent with prior research, our 

findings suggest there may be important variation in the association between chaplain care and 

patient experience. Specifically, these associations might be dependent on key characteristics of 

the patients who complete the satisfaction surveys and on the spiritual care program of the 

hospital. More research is needed to examine potential variations in the association between 

chaplain care and patient experience and their possible predictors. 

 A limitation of our study is that the data about chaplaincy care depends on chaplains’ own 

documentation in the patient EMR. There may be inconsistencies in this documentation, 

especially among chaplains in training (Tartaglia, Dodd-McCue, Ford, Demm & Hassel, 2016). 



 

265 

Secondly, in many cases the patients who get the most extensive chaplaincy care are patients who 

die in the hospital and therefore do not complete a patient experience survey. Consequently their 

evaluation is not included in this study. Thirdly, information about the mode of survey and 

severity of illness were not available and could not be used in our multivariable models.  

 We recommend that future research include adjustment for mode of survey. Additionally, 

chaplain care may be especially important for patients/families facing serious illness. Our use of 

patient self-rated health only provided a crude test of whether severity of illness plays a role in 

the chaplain care-patient experience association. Johnson and colleagues found that chaplain care 

was associated with several measures of satisfaction for families whose loved one died in an ICU 

(Johnson et al., 2014). Providing care for patients and families at the end of life is frequently a 

priority for most chaplaincy programs. By not routinely surveying these families, healthcare 

organizations likely underestimate the contribution of chaplain care to the patient/family 

experience of care in one of the most difficult situations they will ever face. Finally, we 

recommend using better measures of chaplain care than any vs none, focusing on specific types 

of chaplains care (Johnson et al., 2014; Sharma et al., 2016), and making use of the development 

of better descriptions of chaplain activities such as the Chaplain Taxonomy (Massey et al., 2015; 

Sharma et al., 2016).  

 

Conclusion 

A body of research has shown that receiving spiritual care is associated with more positive 

reports by patients/families of their healthcare experience. After adjusting for the confounding 

associated with self-rated health, our study found no association between chaplain care and 

patient experience among patients who were treated at Rush University Medical Center. The 

chaplain care-patient experience association may be more complex than has initially appeared 

and further research is needed to help us better understand it. 
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Supplementary Table 1. Bi-variate association of any chaplain care with top-box score for 

Press-Ganey patient experience items 

Patient experience item Rating Total sample 

(N, %) 

N=11,741 

Any 

chaplain 

care  

(N, %) 

N=3,117 

No chaplain 

care  

(N, %) 

N=8,624 

P 

Overall rating of care given at 

hospital 

Very good 9,299 (79.2) 2,429 (77.9) 6,870 (79.7) .022 

Very poor 

- good 

2,442 (20.8) 688 (22.1) 1754 (20.3) 

Likelihood of your 

recommending this hospital to 

others  

Very good 9,426 (80.3) 2,440 (78.3) 6,986 (81) .001 

Very poor 

- good 

2,315 (19.7) 677 (21.7) 1638 (19) 

 

 

Supplementary Table 2. Association of any chaplain care and top-box score for Press-

Ganey patient experience items (N=11,741)  

Overall rating of care given at hospital Likelihood of your recommending 

this hospital to others 

Variable Model 1 OR 

[95% CI] 

Model 2 OR 

[95% CI] 

Model 1 OR 

[95% CI] 

Model 2 OR 

[95% CI] 

Any Chaplain Care .921 [.831-

1.022] 

1.086 [.976-

1.208] 

.860** [.775-

.955] 

.997 [.895-

1.110] 

Age 1.004** 

[1.001-1.007] 

1.007 [1.004-

1.010] 

1.004** [1.001-

1.007] 

1.007 [1.004-

1.010] 

Male 1.159** 

[1.057-1.272] 

1.167 [1.062-

1.283] 

1.178** [1.072-

1.295] 

1.185 [1.076-

1.304] 

Non-white race .869* [.783-

.963] 

.910 [.819-

1.011] 

.846** [.762-

.940] 

.882 [.793-

.981] 

College Graduate/>4 

Years in College 

.920 [.836-

1.011] 

.789 [.715-

.870] 

.935 [.849-

1.030] 

.814 [.737-

.900] 

Language -Spanish [vs 

English] 

1.184 [.954-

1.470]  

1.252 [1.005-

1.560] 

1.286* [1.028-

1.610]  

1.358 [1.082-

1.704] 

Language - Other [vs 

English] 

.844 [.652-

1.091] 

.885 [.682-

1.150] 

.829 [.639-

1.075] 

.866 [.665-

1.127] 

Religious Affiliation - 

None 

.926 [.833-

1.028] 

.932 [.837-

1.037] 

.943 [.847-

1.050] 

.950 [.852-

1.059] 

Emergency Department 

Admission - Yes 

.744** [.672-

.824] 

.851 [.767-

.945] 

.779** [.702-

.864] 

.882 [.793-

.981] 

Overall Health Status  1.207 [1.141-

1.275] 

 1.174 [1.110-

1.242] 
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Mental or Emotional 

Health Status 

 1.349 [1.279-

1.423] 

 1.331 [1.260-

1.405] 
* P > .05 , ** P > .005 

 

Supplementary Table 3. Association of minutes of chaplain care and top-box score for 

HCAHPS patient experience items (N=11,741)  

Using any number from 0 to 10, where 0 is the worst 

hospital possible and 10 is the best hospital possible, what 

number would you use to rate this hospital during your stay? 

Would you recommend this 

hospital to your friends and 

family? 

Variable Model 1 OR 

[95% CI] 

Model 2 OR 

[95% CI] 

Model 1 OR 

[95% CI] 

Model 2 OR 

[95% CI] 

0-15 minutes of care (vs 

none) 

.815* [.691-

.961] 

.881 [.746-

1.041] 

.821* [.689-

.979] 

.883 [.739-

1.055] 

16-30 minutes of care (vs 

none) 

.789* [.649-

.959] 

.877 [.720-

1.070] 

.814 [.661-

1.002] 

.901 [.729-

1.112] 

31+ minutes of care (vs 

none) 

.787** [.649-

.959] 

.949 [.819-

1.100] 

.834* [.715-

.972] 

.994 [.849-

1.164] 

Age 1.011** 

[1.008-1.014] 

1.013** 

[1.010-1.016] 

1.005** 

[1.002-1.008] 

1.007** 

[1.004-1.011] 

Male 1.266** 

[1.150-1.394] 

1.273** 

[1.055-1.403] 

1.178** 

[1.062-1.307] 

1.183** 

[1.065-1.313] 

Non-white race 1.181** 

[1.059-1.317] 

1.230** 

[1.101-1.373] 

1.095 [.973-

1.231] 

1.137* [1.010-

1.279] 

College Graduate/>4 

Years in College 

.763** [.693-

.839] 

.672** [.609-

.741] 

.922 [.830-

1.024] 

.820** [.737-

.913] 

Language -Spanish [vs 

English] 

2.748** 

[1.996-3.783]  

2.878** 

[2.087-3.969]  

1.680** 

[1.264-2.233]  

1.753** 

[1.317-2.334]  

Language - Other [vs 

English] 

.873 [.668-

1.141] 

.907 [.693-

1.188] 

.992 [.734-

1.341] 

1.033 [.763-

1.399] 

Religious Affiliation - 

None 

.911 [.818-

1.014] 

.915 [.821-

1.020] 

.953 [.847-

1.071] 

.959 [.852-

1.079] 

Emergency Department 

Admission - Yes 

.897* [.805-

.999] 

1.003 [.898-

1.120] 

.851* [.758-

.956] 

.947 [.842-

1.065] 

Overall Health Status  1.166** 

[1.101-1.234] 

 1.155** 

[1.086-1.228] 

Mental or Emotional 

Health Status 

 1.272** 

[1.204-1.345] 

 1.259** 

[1.187-1.336] 

* P > .05 , ** P > .005 
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Supplementary Table 4. Top-box association of chaplain care and the degree staff 

addressed emotional needs (N=11,741)  

Variable Model 1 OR [95% CI] Model 2 OR [95% CI] 

Any Chaplain Care .877** [.803-.957] 1.039 [.947-1.139] 

Age .998 [.996-1.001] 1.001 [.998-1.003] 

Male 1.202** [1.112-1.300] 1.210** [1.116-1.311] 

Non-white race .787** [.721-.860] .822** [.751-.901] 

College Graduate/>4 Years in College .962 [.888-1.042] .816** [.750-.887] 

Language -Spanish [vs English] 1.320** [1.098-1.588] 1.454** [1.201-1.760] 

Language - Other [vs English] .942 [.750-1.185] 1.008 [.796-1.276] 

Religious Affiliation - None .919 [.840-1.005] .931 [.849-1.021] 

Emergency Department Admission - Yes .793** [.727-.866] .914 [.834-1.001] 

Overall Health Status  1.120** [1.068-1.175] 

Mental or Emotional Health Status  1.571** [1.498-1.648] 

* P > .05 , ** P > .005 

 

 

 

 



 

273 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

274 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

275 

General discussion and conclusion 
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This dissertation focused on outcome research into chaplaincy. In this chapter the main results are 

summarized and followed by a broader discussion. The chapter closes with a conclusion. 

 

Synthesis 

In the introduction of this dissertation, the changed context of chaplaincy after the turn of the century was 

sketched. Two major sociocultural changes were portrayed, secularization and the rise of evidence-based 

care, that challenge the chaplaincy profession. As for secularization, chaplaincy is challenged by a 

changing religious landscape with a declining Christian population, an increasingly religiously plural and 

unaffiliated population, and a decreasing religious influence in the public sphere. As a result, the 

legitimization of chaplains as (Christian) religious authorities is under pressure, compelling chaplains to 

find other arguments for their raison d’être. Furthermore, within the context of evidence-based care, 

chaplaincy is expected to not only become a research-informed profession, but to also demonstrate its 

added value for patient care. Consequently, chaplains turn to research to legitimize their profession on the 

basis of research-informed (empirical) arguments. 

 Recent years have seen a growing common understanding in the field to work towards a more 

evidence-based practice, with several chaplaincy leaders particularly calling for outcome research. 

However, there are also chaplains who are cautious about this development, fearing that chaplaincy might 

lose its central values. To further explore the relationship between chaplaincy and research, specifically 

outcome research, this dissertation aimed to answer the question: ‘How can outcome research support 

healthcare chaplaincy in the 21st century?’. Theoretical, quantitative and qualitative research methods 

were employed, and studies focused on the two different contexts of the Netherlands and the United 

States.  

 Chapter 1 and 2 started out with a broad examination of the research priorities of American and 

Dutch healthcare chaplains to be able to start imagining a research agenda that meets both chaplaincy 

researchers as well as chaplains in the field. The results of the two survey studies indicated that their 

research priorities were very attuned. Seven areas of research scored as priorities for both: 1. research 

about chaplaincy outcomes, 2. the development and testing of chaplaincy interventions, 3. the 

development and evaluation of screening and assessment tools, 4. the spiritual needs/meaning-making of 

chaplaincy clients, 5. chaplains’ competencies and training 6. innovative projects in spiritual care, 
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especially in the outpatient context, and 7. a standardized language for chaplaincy. Additional themes 

mentioned by chaplains were research about developing a stronger profile for chaplaincy, self-care, the 

chaplain and the team, differences between chaplaincy and other professions, and perceptions of patients 

and staff about chaplains. Dutch and American research priorities were very similar. The only major 

difference between the two countries was the priority of the development and testing of spiritual 

screening and assessment tools, scored as a high priority by American but not by Dutch chaplains. 

By far the highest priority of chaplaincy researchers and practicing chaplains of both countries 

was research into the outcomes of chaplaincy care. This is not surprising bearing in mind that in the 

Netherlands and the United States, care interventions that have proven to be effective are much more 

likely to be financed. However, outcome research also raised the strongest concerns among healthcare 

chaplains. In chapter 3 we therefore investigated these concerns more thoroughly. A review of chaplains’ 

arguments in the chaplaincy literature indicated that cautiousness towards chaplaincy outcome research 

was related to the profession’s historically strong focus on the process over the outcomes of their care, 

expressed in terms such as presence (‘being there’), relationship building and personal competence. More 

recently, some chaplains started advocating for a focus on chaplaincy outcomes as the new paradigm for 

21st century chaplaincy. The debate if chaplaincy should be process-oriented or outcome-oriented 

especially centered around the question if chaplains’ focus on the unique relationship with the client, 

without the confinement of protocols or a predetermined agenda, would shift towards a standardized 

package of spiritual needs, interventions and outcomes. The central objection of chaplains to outcome 

research was then that this type of research also requires a certain degree of standardization for the 

predictability and replicability of the results.  

To arrive at a nuanced understanding of this debate, we turned to the concept of the philosopher 

Alasdair MacIntyre that “every activity, every enquiry, every practice aims at some good” (2007, p. 173). 

Chaplains, in their practice, aim at affecting some changes for the better for their clients. These changes 

are the goods or the goals that they, often implicitly, strive towards. We proposed to understand outcomes 

in terms of these goals: chaplaincy practices have a good outcome when they contribute to chaplaincy 

goals and a bad outcome (by for example wasting the clients’ time or even causing harm) when they do 

not. In this view, it is possible to step beyond either - or positions and view processes and outcomes as 

intrinsically connected – processes are directed toward outcomes and outcomes guide processes. In 
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outcome research, chaplains’ contributions to their aspired goals are evaluated. While designing this 

research, we suggested that researchers ask themselves four questions to align their research designs with 

chaplaincy goals. The questions are: 1. what is the audience and context of the study? 2. what outcomes 

do we choose? 3. how do we assess these outcomes?, and 4. do we choose to establish outcomes in the 

form of effects of standardized interventions? Regarding the last question, we pointed out that there are 

various levels of standardization, including ones that provide space for the unique relationship. 

What then are the goals of chaplaincy care? We discovered that there is little consensus within the 

profession about the central chaplaincy goals and their related outcomes. In chapter 4 we therefore 

developed a perspective on the overarching goal for 21st century chaplaincy practices (broader than for 

healthcare). Several authors had already pointed to the need to develop adequate and convincing 

language to describe the work of chaplains in a secularizing world. Because chaplaincy was originally 

offered in Christian contexts, the theoretical underpinnings did not yet include the present growing 

unaffiliated or multiple affiliated population. We therefore proposed two concepts that would include 

clients and chaplains of the various worldview traditions: chaplaincy care as work in ‘moral space’, based 

on concepts of the philosopher Charles Taylor, and ‘representing the Good’ to describe the quality of 

chaplaincy care, based on work of the philosopher Iris Murdoch. Moral space consists of questions of the 

good, rooted in broader cultural visions of the good that provide orienting frameworks about how to live a 

life worth living. Generally, chaplains meet clients in moments of disorientation in moral space, when 

their sense of being close to or moving towards their visions of the good is challenged or even shattered. 

The goal of chaplaincy care may then be understood as supporting clients’ search for (re)orientation in 

moral space. This support does not involve promoting any preconceived vision of the good, but consists 

of representing the possibility of somehow, eventually, connecting to some ‘Good’, religious or non-

religious, that is not rendered utterly meaningless by suffering and evil. In this spirit chaplains provide 

space for clients to search for their own answers. 

In chapter 5 we reviewed the Dutch chaplaincy literature to identify goals proposed by chaplains 

themselves (also broader than for healthcare). We discovered six distinct chaplaincy goals. The most 

mentioned goal was to support clients regarding their ‘worldview vitality and plausibility’. Chaplains 

helped clients to clarify, personalize, integrate new perspectives into and live (in accordance with) their 

worldview, and to find answers to life questions. Secondly, they supported clients to process life events 
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and possibly find meaning and significance in them. The third goal included support regarding 

transcendence, in which chaplains assisted clients in finding inner motivation, trust, hope, inspiration, 

strength, zeal, spiritual growth and human flourishing. Fourthly, chaplains aspired that the client felt seen 

and listened to for who they are, which we listed as relational affirmation. The fifth goal comprised well-

being, of which some chaplains suggested that this goal was the effect of all the previous goals combined. 

Finally, chaplains stated that they supported clients in exercising their freedom of religion.  

In chapters 6 to 10, we presented some empirical studies exploring different aspects of healthcare 

chaplaincy outcome research. As a condition for chaplaincy outcome research that is aligned with 

chaplaincy goals, we recommended that researchers use measures that are consistent with those goals. In 

chapter 6 we validated a well-known and often used spiritual well-being (SWB) measure for use in the 

Dutch context: the Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being 12 Item Scale 

(FACIT-Sp-12). Our analysis of the FACIT-Sp-12 in 400 patients with advanced cancer unfortunately 

revealed serious questions about 3 items and concerns about the Faith subscale in a secular context. Some 

redundant items furthermore limited the scope of the scale to measure SWB. Since the results of the 

FACIT-Sp-12 thus provided limited information regarding SWB in the Netherlands, we suggested using 

other scales if available. When using the FACIT-Sp-12, we recommended interpreting the problematic 

items and the Faith subscale with care.  

To be able to do rigorous outcome research, it is important to be aware of clients’ needs. Namely, 

by knowing the clients’ needs, research can evaluate whether these needs are met by chaplaincy goals 

and consequently result in the aspired outcomes. To gain insight into this important building block for 

chaplaincy outcome research, we performed two studies into the religious/spiritual needs of Dutch and 

American palliative patients in chapter 7 and 8. For the Dutch study, we employed a revised version of 

the FACIT-Sp-12. Our findings suggested that patients experienced quite a bit of Meaning, a little bit to 

somewhat Peace, and very low levels of Faith. Two-thirds (71%) of patients reported one or more 

spiritual problems, for which the majority (54%) wanted to receive attention. In the final multivariable 

models, only a few factors were associated with SWB, such as greater levels of needs with lower levels 

of Meaning and Peace. For the American study we used a new measure to assess religious/spiritual 

struggles: the Religious and Spiritual Struggles Scale short version (RSS-14). The results indicated that 

66% of 331 American palliative patients experienced some struggles, with 35% experiencing moderate or 
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high amounts of struggles. Struggles were associated with greater symptom burden, greater dignity-

related problems and poorer quality of life in bivariate and multivariable analyses.  

Finally in chapters 9 and 10, we looked at chaplaincy’s contributions within healthcare. In chapter 

9 we surveyed what 110 American palliative care physicians, nurses and social workers think chaplains’ 

contributions entail. Thirty-three percent of their written comments were very general, a quarter was 

more specific, and a small proportion of the participants indicated that chaplains also provide care for the 

team, assist patients and families with decision-making, perform spiritual assessments and bridge 

communication between the patient/family/team/community. Future outcome research can focus on a 

more comprehensive study of these contributions. In chapter 10 we performed an outcome study into 

whether patients who receive chaplain care report higher levels of satisfaction with their overall care 

compared to patients who do not receive chaplain care, an association indicated by a small body of 

previous research. We examined this question among 11,741 American hospital patients of whom 26.5% 

had received any chaplain care. Patients with lower self-rated health were more likely to have received 

chaplain care (p < 0.001). After adjusting for this confounding, our study found no association between 

chaplain care and patient experience.  

To conclude, outcome research can support healthcare chaplaincy in the 21st century under certain 

conditions. We have pointed out the importance of identifying the goals of chaplaincy care to be able to 

align chaplaincy outcome research with chaplaincy’s central values. We have suggested chaplaincy goals, 

and indicated research areas such as the development of measurement instruments and the investigation 

of clients’ needs as prerequisites of rigorous outcome research. Future research into chaplaincy’s 

contributions to healthcare can bring these building blocks together. 

 

Theoretical and practical implications and future research 

A nuanced understanding of chaplaincy outcome research 

The results of chapters 1, 2 and 3 indicated that chaplains’ conceptions about outcome research vary. On 

the one hand chaplaincy outcome research is the number one research priority for both Dutch and 

American chaplains, on the other hand chaplains are cautious about this type of research, particularly 

when it comes to experimental designs. After taking a closer look at the concerns and the debate about 

outcome research more in general, we pointed towards the entanglement of processes and outcomes in 
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chaplaincy care. In the sense that chaplains are hoping to affect some change for the better for their 

clients, they are not just dealing with processes, but also with outcomes that guide these processes. The 

question then is not ‘Should we focus on outcomes or not?’, because chaplains, whether they recognize it 

or not, already always include outcomes in their practices. It is: ‘How do we relate to chaplaincy 

outcomes and outcome research responsibly?’.  

 The answer that we formulated in this dissertation is twofold. First, we noticed that chaplains are 

unfamiliar with thinking about outcomes, an observation that has also been made in other studies (Cadge, 

Calle & Dillinger, 2011; Lyndes et al., 2012). Although their care may result in important outcomes, they 

might not be able to perceive them because they are trained to look at their practice in terms of processes 

(Cadge et al., 2019). This unfamiliarity hampers chaplains within a healthcare context in which they face 

the challenge of explaining to their colleagues and other stakeholders what their contribution entails. In 

particular with the development of a notion of spiritual care in which other health care professionals are 

also responsible for providing spiritual care, following the model of the spiritual generalists and 

specialists (Leget et al., 2010; Puchalski, Vitillo, Hull, & Reller, 2014), it hampers chaplains to explain 

what is distinctive about their contributions.  

We therefore proposed that the formulation of chaplaincy goals and their related outcomes is an 

important step forward in developing adequate and convincing language about the value of chaplaincy 

care. Through formulating their own goals and outcomes, chaplains further develop their own ‘language 

system’, thereby mitigating the risk of legitimizing chaplaincy within an evidence-based context on the 

basis of criteria set by other professions. It furthermore allows an exploration of how chaplaincy goals 

and outcomes are related to goals and outcomes central to other professions, and to spiritual care offered 

by other healthcare professionals. Note that we understood goals not in a linear or narrow sense as 

disconnected from values, but as the goods to which chaplains aspire.  

The second part of the answer focuses on outcome research. As outcomes are an inextricable part 

of chaplaincy practices, an evaluation of these outcomes is an important next step for further quality 

development of chaplaincy care (Peery, 2012). This evaluation can take different forms through the use 

of different research methodologies. We pointed out that chaplains feel more comfortable in the lower 

levels of the evidence-based pyramid in which there is more space for the unique meaning-making 

processes of clients. Because experimental research methods that are higher in the evidence-based 
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pyramid require a certain degree of standardization, chaplains fear that these methods will distort 

chaplaincy’s central values. These concerns are very relevant as the criticism in recent years on the 

pitfalls of evidence-based care has shown (The Council of Public Health and Society, 2017). However, 

the higher levels are precisely the levels that 'count' within the evidence-based care context and are 

demanded of chaplains. Moreover, they can provide chaplains with important knowledge about for 

example which elements of chaplaincy care may make a difference for clients. To prevent chaplaincy 

practices from becoming constrained by reductionist logics of evidence-based care, yet also keep the door 

open for experimental chaplaincy research, we proposed that chaplaincy researchers are precise, 

thoughtful, and transparent about how they translate chaplaincy goals into outcomes that can be measured 

empirically. An explication of these choices and their relation to chaplains’ goals may function as a check 

to prevent researchers from studying outcomes in a way that is opposed to chaplaincy values. 

 

Goals of chaplaincy care and their related outcomes 

What will a responsible stance towards outcome research take for the profession going forward? We 

found a lack of consensus about goals of chaplaincy care. This might be related to the secularized context 

of chaplain care in which they can no longer solely draw on the language offered by their religion to 

describe their activities. So first, to arrive at well-founded notions of what can be understood as these 

goals, it is important to have a thorough and continuing dialogue among chaplains, chaplaincy 

researchers and other stakeholders about what contemporary characteristic chaplaincy goals entail. In 

chapter 4 and 5 we contributed to this dialogue by suggesting an overarching goal for secular chaplaincy 

practices, and by reviewing the chaplaincy goals mentioned by Dutch chaplains in the literature.  

As this might be considered a first step, there are still many steps to go to arrive at a broadly 

supported overview of chaplaincy goals. This overview could include goals that are overarching of 

various chaplaincy practices, but may also consist of specific goals for distinct chaplaincy fields (e.g. the 

military, healthcare etc., or even more specialized such as for palliative care, chaplaincy care for children, 

etc.). The formulation of these goals can be derived from empirical research through becoming aware of 

the goals chaplains strive for in their daily practices, and theoretical research by the further development 

of chaplaincy theory. An example of the first option are the case-study projects in the Netherlands 

(Walton & Körver, 2017) and the United States (Fitchett & Nolan, 2015, 2018), an example of the latter 
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are the goals Smit developed in his theory of chaplaincy care (Smit, 2015). For the formulation of goals, 

we would like to point to the differentiation of chaplaincy goals Smit suggests in his dissertation (e.g. 

goals of practice, contact goals, situation-oriented goals and person-oriented goals).   

In chapter 3 we listed the chaplaincy outcome studies conducted so far and concluded that most 

studies had not focused on outcomes that seem unique to chaplaincy care, but rather on outcomes also 

relevant for other professions (such as satisfaction, anxiety, depression). Although it is definitely of value 

to study outcomes that chaplains do not directly aim for but do bring about with their care, studies into 

outcomes chaplains intentionally aspire are of paramount importance to distinguish chaplaincy care from 

other professions. Here, the goals of chaplaincy care constitute the starting point. So second, after the 

formulation of chaplaincy goals, outcomes of chaplaincy should be derived from these goals.  

In the discussion about process- or outcome-oriented chaplaincy, some chaplains wondered if 

chaplaincy care can be captured in observable and even measurable outcomes. Peery (2012) argues that 

the reality is that not all of chaplaincy care can be translated into outcome research, a part of chaplaincy 

care may always stay mysterious. Although I agree that there are definitely outcomes of chaplaincy care 

of which the meaning will be firmly reduced in quantitative research, I wonder if they cannot be captured 

in qualitative or other innovative research methods. Future research can further investigate if limits do 

indeed exist. Furthermore, mixed methods research could complement the strengths and limitations of the 

different methods. 

Chaplains might think that outcomes solely consist of clinical outcomes such as length of hospital 

stay, cost-reduction, or medicine use. The outcomes derived from chaplaincy goals may however be 

outcomes that are less tangible, such as the feeling of being seen and listened to, an experience of peace, 

or insight into one’s own values regarding healthcare decisions. These outcomes should then become 

carefully translated into appropriate measures.  

 Based on the above discussion of chaplaincy goals and outcomes, I would recommend the 

following for chaplaincy practice. First, both the Dutch as well as the American Standards of Chaplaincy 

Practice are not clear about the goals and outcomes of chaplaincy care and will benefit from a precise 

formulation (Association of Professional Chaplains, 2015; Humanist Association, 2019; VGVZ, 2015). 

This will provide chaplains with the vocabulary to explain their care to their colleagues and patients. 

Second, chaplain educators should include the development of an awareness of chaplaincy goals and 
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outcomes into their learning goals, so upcoming chaplains learn to discern the outcomes of their care. 

Finally, chaplain researchers could explicate in their articles how their research decisions relate to 

chaplaincy goals so chaplaincy research and chaplaincy practices stay closely aligned. 

 

Integration of spiritual needs, interventions and goals 

I would like to conclude the discussion with two final remarks. First, an integration of needs, goals, and 

interventions form the foundation for rigorous outcomes research. The studies into the spiritual well-

being and religious/spiritual struggles of patients with advanced disease in chapters 7 and 8 indicated that 

quite a number of patients could benefit from chaplain care. A formulation of chaplaincy goals goes hand 

in hand with an alignment of the goals to these and other clients’ spiritual needs. Moreover, based on an 

awareness of chaplaincy goals and clients’ needs, current interventions can be evaluated and new 

interventions developed that bridge the two. Finally, as previously indicated, insight into clients’ needs 

opens up the possibility to assess whether chaplain interventions meet these needs. Do the needs change 

after the visit(s) of the chaplain?  

So far, most outcome research has been black-box research, which gave information about the 

effect of chaplain care, but not which element of chaplaincy care caused that effect. For more fine-

grained outcome research into chaplaincy, an opening of the black-box is necessary. To make this 

possible, a further identification of chaplaincy interventions is required. In response to the concerns that a 

further delineation of chaplaincy interventions is opposed to chaplaincy values, we pointed out that 

standardized interventions can involve space for unique and transcendent narratives. 

 

Development of appropriate measurement instruments 

Second, the formulation of chaplaincy goals opens up the possibility of developing measurement 

instruments for chaplaincy outcomes that are aligned with chaplaincy care. At the moment, there is only 

one measure that is specifically designed to assess chaplaincy outcomes: the Patient Reported Outcome 

Measure (PROM) by Snowden and Telfer (2017). One can however wonder whether this measure isn’t 

more about emotional well-being than spiritual well-being. Future research can broaden the possibilities 

to measure the distinctive contribution of chaplain care by the development of appropriate measurement 

instruments for the various working fields and populations.  
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Conclusion 

In this dissertation, the question how outcome research can support healthcare chaplaincy in the 21st 

century was investigated. The first two studies mapped the research preferences of chaplains for the next 

few years. Dutch and American chaplains listed outcome research as their highest priority, however, this 

type of research also raised the strongest concerns. These concerns were identified, and consequently 

conditions were formulated under which chaplaincy outcome research respects chaplaincy’s central 

values. They include first and foremost the formulation of the goals of chaplaincy care by chaplains, 

chaplaincy researchers and other stakeholders. The goals will provide a basis on which intrinsic 

chaplaincy outcomes can be established, instead of outcomes set by others. Moreover, they help chaplain 

researchers gauge if their outcome research designs align with chaplaincy values. Second, the conditions 

encompass studies into the religious/spiritual needs of chaplaincy clients to be able to assess whether 

chaplaincy care meets those needs, that is, if chaplains bring about the change they aspire. Third, they 

comprise more insight into the interventions of chaplains to become aware which elements are related to 

the outcomes. Finally, they involve the development of measurement instruments that fit with chaplaincy 

goals. The studies in this dissertation have provided some initial results regarding these four steps by 

suggesting characteristic chaplaincy goals, studying clients’ religious/spiritual needs, investigating 

chaplains’ contributions, and validating a measurement instrument to assess clients’ spiritual well-being. 

Hopefully, these studies may contribute to the development of future rigorous chaplaincy outcome 

research.  
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Nederlandse samenvatting 

Er zijn grote veranderingen gaande voor geestelijke verzorging in de zorg in de 21e. Daarbij 

spelen twee socioculturele ontwikkelingen een belangrijke rol: secularisering en de opkomst van 

evidence-based care. Wat secularisering betreft hebben geestelijk verzorgers te maken met een 

veranderend religieus landschap door een afname van het aantal mensen dat zich tot een 

christelijke denominatie rekent, een toename van diversiteit op het gebied van 

levensbeschouwing (waaronder een groei van de groep ongebondenen), en een afnemende 

religieuze invloed in de publieke sfeer. Als gevolg hiervan staat de oorspronkelijk (christelijke) 

religieuze legitimering van geestelijk verzorgers onder druk, en zijn geestelijk verzorgers 

genoodzaakt andere argumenten te vinden voor hun raison d’être. Wat evidence-based care 

betreft wordt van geestelijke verzorging verwacht dat het beroep zich in de uitoefening baseert op 

onderzoeksresultaten, en dat het de meerwaarde van geestelijke verzorging aantoont door middel 

van wetenschappelijk onderzoek.  

 Als gevolg van deze twee grote socioculturele veranderingen wenden geestelijk 

verzorgers zich in toenemende mate tot onderzoek om de waarde van het vak op (empirische) 

wetenschappelijke argumenten te gronden. Verschillende geestelijke verzorgers en onderzoekers 

roepen specifiek op tot het doen van effectonderzoek. Er zijn echter ook geestelijk verzorgers die 

terughoudend zijn ten opzichte van deze ontwikkeling uit vrees dat door onderzoek, en met name 

effectonderzoek, de centrale waarden van het vak uit het oog worden verloren. Om de relatie 

tussen effectonderzoek en geestelijke verzorging verder te verkennen, richt dit proefschrift zich 

op de vraag: "Hoe kan effectonderzoek geestelijke verzorging in de 21ste eeuw ondersteunen?". 

Ter beantwoording wordt gebruik gemaakt van theoretische, kwantitatieve en kwalitatieve 

onderzoeksmethoden, en wordt er gekeken naar de twee verschillende contexten van Nederland 

en de Verenigde Staten.  

 Hoofdstuk 1 en 2 beschrijven een onderzoek naar de onderzoeksprioriteiten van 

Amerikaanse en Nederlandse geestelijk verzorgers om een beeld te krijgen van hoe onderzoek 

geestelijke verzorging in de komende jaren kan ondersteunen. De resultaten van twee surveys 

laten zien dat de onderzoeksprioriteiten volgens praktiserende geestelijk verzorgers en 

onderzoekers naar geestelijke verzorging goed op elkaar aansluiten. Zeven onderzoeksgebieden 
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scoren als prioriteit voor beiden: 1. onderzoek naar de effecten van geestelijke verzorging, 2. het 

ontwikkelen en testen van interventies van geestelijke verzorging, 3. het ontwikkelen en 

evalueren van screening- en assessment-instrumenten, 4. onderzoek naar de zingeving van 

cliënten van geestelijke verzorging, 5. onderzoek naar de competenties en training van geestelijk 

verzorgers, 6. onderzoek naar innovatieve projecten van geestelijke verzorging, met name in de 

eerstelijnszorg, en 7. onderzoek naar een gestandaardiseerde taal voor geestelijke verzorging. 

Aanvullende thema's die door geestelijk verzorgers worden genoemd zijn onderzoek naar het 

ontwikkelen van een sterker profiel voor geestelijke verzorging, zelfzorg, geestelijke verzorging 

en het team, verschillen tussen geestelijke verzorging en andere beroepen, en percepties over 

geestelijke verzorging van patiënten en andere zorgprofessionals. De Nederlandse en 

Amerikaanse onderzoeksprioriteiten komen grotendeels overeen. Het enige grote verschil tussen 

de twee landen is dat het ontwikkelen en testen van spirituele screening- en assessment-

instrumenten wel door Amerikaanse maar niet door Nederlandse geestelijk verzorgers als een 

hoge prioriteit wordt gescoord. 

 Verreweg de hoogste prioriteit wordt in beide landen toegekend aan onderzoek naar de 

effecten van geestelijke verzorging. Dit is niet verwonderlijk binnen de context van evidence-

based care waarin zorginterventies die bewezen effectief zijn worden gefinancierd. 

Effectonderzoek roept echter ook zorgen op bij geestelijk verzorgers. In hoofdstuk 3 onderzoeken 

we deze zorgen nader via een literatuuronderzoek. De terughoudendheid ten aanzien van 

effectonderzoek blijkt te maken te hebben met de historisch gegroeide focus van geestelijk 

verzorgers op het proces in plaats van de effecten van de zorg die zij verlenen. Dit proces wordt 

uitgedrukt in termen van presentie, relatie en persoonlijke competentie. Meer recent beginnen 

enkele geestelijk verzorgers echter te pleiten voor een focus op effecten van geestelijke 

verzorging als het nieuwe paradigma van de 21ste eeuw. Het daarop volgende debat over een 

mogelijke verschuiving van proces-gerichtheid naar effect-gerichtheid in geestelijke verzorging, 

spitst zich vooral toe op de vraag of daarbij de focus van geestelijk verzorgers op de unieke 

relatie met de cliënt, zonder beperking van protocollen of een vooraf bepaalde agenda, zal 

verschuiven naar een gestandaardiseerd pakket van spirituele behoeften, interventies en effecten. 

Het centrale bezwaar van geestelijk verzorgers tegen effectonderzoek is dat dit type onderzoek 
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ook een zekere mate van standaardisering vereist voor de voorspelbaarheid en repliceerbaarheid 

van de resultaten.  

 Om tot een meer genuanceerd begrip van het debat te komen, wenden we ons tot het 

concept van de filosoof Alasdair MacIntyre dat "elke activiteit, elk onderzoek, elke praktijk 

gericht is op iets goeds" (2007, p. 173). Geestelijk verzorgers streven er in hun praktijk naar 

veranderingen ten goede teweeg te brengen bij hun cliënten. Deze veranderingen ten goede 

vertegenwoordigen de centrale waarden, of de doelen, waar ze zich (vaak impliciet) op richten. 

Wij stellen voor om effecten te begrijpen in termen van deze doelen: praktijken van geestelijke 

verzorging hebben een goede uitkomst als ze bijdragen aan de doelen van geestelijke verzorging, 

en een slechte uitkomst als ze dat niet doen (door bijvoorbeeld de tijd van cliënten te verspillen of 

cliënten zelfs schade te berokkenen). Vanuit dit perspectief is het mogelijk om voorbij of-of-

posities te kijken, aangezien processen en effecten dan kunnen worden beschouwd als intrinsiek 

met elkaar verbonden - processen zijn gericht op effecten en effecten sturen processen. In 

effectonderzoek worden de bijdragen van geestelijk verzorgers aan de door hen nagestreefde 

doelen geëvalueerd. Om te waarborgen dat een effectonderzoek afgestemd is op de doelen van 

geestelijke verzorging, stellen we voor dat onderzoekers zichzelf vier vragen stellen: 1. wat is het 

publiek en de context van het onderzoek? 2. welke effecten worden er gekozen? 3. hoe worden 

deze effecten gemeten?, en 4. worden de effecten gemeten via gestandaardiseerde interventies? 

Met betrekking tot de laatste vraag wijzen we erop dat er verschillende niveaus van 

standaardisering zijn, inclusief niveaus die ruimte bieden voor gerichtheid op de unieke relatie 

met de cliënt. 

 Wat zijn dan de doelen van geestelijke verzorging? We ontdekten dat er binnen de 

beroepsgroep hierover geen consensus bestaat en daarmee ook niet over wat mogelijke, aan de 

doelen gerelateerde, effecten zijn. In hoofdstuk 4 ontwikkelen we daarom een perspectief op het 

overkoepelende doel van geestelijke verzorging voor de 21ste eeuw (breder dan voor de 

gezondheidszorg). Verschillende auteurs hadden al gewezen op het ontwikkelen van passende en 

overtuigende taal voor het werk van geestelijke verzorgers in een seculariserende wereld. Omdat 

geestelijke verzorging oorspronkelijk werd aangeboden in een christelijke context, omvatte de 

theoretische onderbouwing nog geen taal voor zorg voor de groeiende groep ongebondenen en 
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mensen met een meervoudige religieuze betrokkenheid. Daarom stellen we twee concepten voor 

die van toepassing zijn op cliënten en geestelijk verzorgers van allerlei verschillende 

levensbeschouwelijke tradities: geestelijke verzorging als werk in de 'morele ruimte', gebaseerd 

op concepten van de filosoof Charles Taylor, en 'het vertegenwoordigen van het Goede', 

gebaseerd op werk van de filosofe Iris Murdoch. De morele ruimte bestaat uit existentiële vragen, 

vragen over wat van ultiem belang is. Deze vragen zijn geworteld in bredere culturele visies van 

een goed, waardig, en vervuld leven, die als oriëntatiekaders in de morele ruimte fungeren. Over 

het algemeen ontmoeten geestelijk verzorgers cliënten op momenten van desoriëntatie, wanneer 

hun idee dat ze dicht bij ‘het goede’ staan, of er naartoe (kunnen) bewegen, onder druk staat. Het 

doel van geestelijke verzorging kan dan begrepen worden als het begeleiden van de zoektocht 

van cliënten naar (her)oriëntatie in de morele ruimte. Deze ondersteuning houdt niet in dat er 

voorgegeven ideeën over ‘het goede’ worden gegeven. De geestelijk verzorger representeert 

echter wel het geloof in de mogelijkheid om zich, uiteindelijk, weer te kunnen verbinden met ‘het 

Goede’, een religieuze of niet-religieuze visie van ‘het goede’ die, ondanks de ervaren 

desoriëntatie, niet volkomen betekenisloos is geraakt. In die zin bieden geestelijk verzorgers 

ruimte aan cliënten om naar hun eigen antwoorden te zoeken. 

 In hoofdstuk 5 voeren we een literatuuronderzoek uit naar de doelen van geestelijke 

verzorging genoemd in de Nederlandse literatuur (ook breder dan voor de gezondheidszorg). We 

ontdekken zes verschillende doelen. Het meest genoemde doel is het ondersteunen van cliënten 

met betrekking tot hun 'levensbeschouwelijke vitaliteit en plausibiliteit'. Geestelijke verzorgers 

helpen cliënten om hun levensbeschouwing te verhelderen, persoonlijk te maken, nieuwe 

perspectieven te ontwikkelen, te leven in overeenstemming met hun levensbeschouwing, en om 

antwoorden te vinden op levensvragen. Ten tweede ondersteunen zij cliënten bij het verwerken 

van levensgebeurtenissen. Het derde doel omvat ondersteuning gericht op transcendentie, waarbij 

geestelijk verzorgers cliënten bijstaan in het vinden van innerlijke motivatie, vertrouwen, hoop, 

inspiratie, kracht, geestdrift, spirituele groei en menselijke bloei. Ten vierde streven geestelijk 

verzorgers ernaar dat cliënten zich gezien en gehoord voelen zoals zij zijn. Het vijfde doel bestaat 

uit welbevinden, waarvan sommige geestelijk verzorgers suggereren dat dit doel het 

overkoepelende doel is van alle eerder genoemde doelen. Tenslotte geven geestelijk verzorgers 
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aan dat zij cliënten steunen in het uitoefenen van hun vrijheid van godsdienst en 

levensovertuiging.  

 In hoofdstukken 6 tot 10 presenteren we enkele empirische studies die verschillende 

aspecten van effectonderzoek belichten. Als voorwaarde voor effectonderzoek dat in lijn is met 

de doelen van geestelijke verzorging, stellen we voor dat onderzoekers meetinstrumenten 

gebruiken die passend zijn bij die doelen. In hoofdstuk 6 valideren we daarom een bekend en 

veelgebruikt meetinstrument voor spiritueel welbevinden voor de Nederlandse context: de 

Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being 12 Item Scale (FACIT-

Sp-12). Onze analyse van de FACIT-Sp-12 onder 400 patiënten met kanker in een vergevorderd 

stadium, laat echter zien dat drie vragen uit het meetinstrument problematisch zijn, en dat de 

derde subschaal over geloof niet betrouwbaar werkt in de seculiere Nederlandse context. Enkele 

overlappende vragen beperken bovendien de reikwijdte van de schaal om spiritueel welbevinden 

te meten. Aangezien de resultaten van de FACIT-Sp-12 dus beperkte informatie verschaffen over 

spiritueel welbevinden in Nederland, raden wij aan andere instrumenten te gebruiken indien 

beschikbaar, of de problematische vragen en subschaal over geloof zorgvuldig te interpreteren.  

 Om grondig effectonderzoek te kunnen doen is het belangrijk om op de hoogte te zijn van 

de behoeften van cliënten. Als de behoeften van cliënten bekend zijn, kan effectonderzoek 

evalueren of de doelen van geestelijke verzorging aansluiten bij deze behoeften. Om inzicht te 

krijgen in deze belangrijke bouwsteen voor effectonderzoek, voeren we in hoofdstuk 7 en 8 twee 

studies uit naar de religieuze/spirituele behoeften van Nederlandse en Amerikaanse palliatieve 

patiënten. Voor de Nederlandse studie gebruiken we een herziene versie van de FACIT-Sp-12. 

Onze bevindingen suggereren dat patiënten tamelijk veel zingeving, een beetje tot enige 

innerlijke vrede, en maar zeer weinig steun uit hun geloof in hun leven ervaren. Tweederde 

(71%) van de patiënten rapporteert één of meer spirituele problemen, waarvoor de meerderheid 

(54%) aandacht wil. In de multivariabele regressies blijken slechts enkele variabelen 

geassocieerd met spiritueel welbevinden, zoals bijvoorbeeld meer spirituele behoeften met een 

verminderde ervaring van zingeving en innerlijke vrede. Voor de Amerikaanse studie gebruiken 

we een nieuw instrument om religieuze/spirituele worstelingen te onderzoeken: de Religious and 

Spiritual Struggles Scale – short version (RSS-14). De resultaten laten zien dat 66% van de 331 
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Amerikaanse palliatieve patiënten worstelingen ervaren, waarvan 35% matige of grote 

worstelingen. In bivariate en multivariate analysis zijn worstelingen geassocieerd met een grotere 

symptoomlast, meer problemen rondom een ervaring van waardigheid, en een slechtere kwaliteit 

van leven.  

 Tot slot kijken we in hoofdstuk 9 en 10 naar de bijdrage van geestelijke verzorging 

binnen de gezondheidszorg. In hoofdstuk 9 peilen we wat 110 Amerikaanse artsen, 

verpleegkundigen en maatschappelijk werkers in de palliatieve zorg denken dat geestelijk 

verzorgers doen. Drieëndertig procent van hun schriftelijke antwoorden zijn zeer algemeen, een 

kwart is meer specifiek, en een klein deel van de deelnemers geeft aan dat geestelijk verzorgers 

ook zorg verlenen aan het team, patiënten en families bijstaan bij medische besluitvorming, 

spirituele assessments uitvoeren, en een brug slaan tussen de patiënt/familie/gemeenschap/het 

zorgteam. In hoofdstuk 10 onderzoeken we of patiënten die zijn bezocht door een geestelijke 

verzorger een hogere mate van tevredenheid over hun algehele zorg rapporteren in vergelijking 

met patiënten die geen bezoek heggen ontvangen, een verband dat wordt aangegeven in enkele 

eerdere onderzoeken. Wij onderzoeken deze vraag bij 11.741 Amerikaanse ziekenhuispatiënten 

van wie 26,5% zijn bezocht door een geestelijk verzorger. Patiënten met een lagere 

zelfgerapporteerde gezondheid blijken meer kans te hebben om te worden bezocht (p < 0,001). 

Na correctie voor deze confounder, vindt onze studie geen verband tussen geestelijke verzorging 

en een hogere tevredenheid.  

 Samenvattend kan effectonderzoek geestelijke verzorging in de zorg onder bepaalde 

voorwaarden ondersteunen. In dit proefschrift hebben we gewezen op het belang van het 

formuleren van de doelen van geestelijke verzorging om passend effectonderzoek daarop af te 

kunnen stemmen. We hebben enkele doelen voorgesteld, en enkele verdere bouwstenen 

aangestipt die noodzakelijk zijn voor grondig effectonderzoek, zoals de ontwikkeling van 

passende meetinstrumenten voor geestelijke verzorging en onderzoek naar de behoeften van 

cliënten. Toekomstig onderzoek naar de bijdragen van geestelijke verzorging aan de 

gezondheidszorg kan deze bouwstenen verder ontwikkelen en samenbrengen. 
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