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Abstract: To deliver spiritual care, professionals must be skilled in physical, mental, social, and
spiritual care. Spiritual care competence includes knowledge, behaviors, attitudes, and skills that
enable successful or efficient care. This review aims to identify the scope of competence and the
specific skills, knowledge, and attitudes used in providing spiritual care to people needing palliative
care, and the main challenges and facilitators. A scoping review was developed using the Joanna
Briggs Institute methodology. Six databases (Web of Science; MEDLINE /Pubmed; Scopus; CINAHL;
MedicLatina and SciELO) were searched in September 2023, with an update in January 2024. The
resulting 30 articles were analyzed using a content analysis approach. Information was categorized
into three domains: cognitive, affective, and functional (based on three personal resources: intrap-
ersonal, interpersonal, and transpersonal). Palliative care professionals face a lack of training and
insufficient preparation to deliver spiritual care. Spiritual care competence depends on professional
spiritual development and experience, spiritual intelligence (cognitive), spiritual humility (affective),
and having a critical and reflexive mind (functional). In the future, palliative care should seek to
improve competent spiritual care. This review could help clarify the real configuration of competent
spiritual care and lead to improvements in a professional’s empowerment when delivering effective
spiritual care to patients and families.
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1. Introduction

Spiritual care is a crucial component of comprehensive and value-driven care and
is regarded as an indicator of high-quality care [1-3]. Spiritual care is a subjective and
ever-changing concept that is distinct from other forms of care. It arises when professionals
recognize the transcendent part of existence and attend to a patient’s perception of reality [4].
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It acknowledges and reacts to the human psyche when confronted with significant life-
altering occurrences (such as birth, trauma, illness, or loss) or sorrow, and can encompass
the desire for purpose, self-esteem, self-expression, religious support, and possibly for
rituals, prayer, sacrament, or merely for an empathetic listener. The provision of spiritual
care commences by fostering empathetic connections through human interaction and
adapting accordingly to meet the needs of individuals [5].

In recent decades, spiritual care has become an important target for health researchers
because evidence indicates that spirituality and spiritual care have a positive influence on
mental and physical health [6,7], including quality of life, hopefulness, depression and
anxiety, and the ability to cope with illness [8].

In palliative care (PC), the spiritual domain has great importance and demands ad-
justed person-centered care, namely in end-of-life situations, when patients and families
are confronted with multiple possible life choices and the inevitability of mortality [9]. To
deliver thorough and appropriate care while maintaining moral and ethical principles,
the spiritual aspect must be a priority, as it aids individuals in overcoming their anxieties,
concerns, and distress, while also diminishing stress levels, fostering the process of recovery,
and motivating patients to discover inner peace [10,11].

Providing holistic healthcare is only possible if the spiritual dimension is included [3],
especially for people living with a serious illness, raising issues related to the meaning
of life, suffering, connection, and transcendence [10]. All dimensions of a person should
be considered, since all impact their symptoms and treatment. Evidence suggests that
health outcomes are improved by engaging patients, family, and friends in shared decision
making [11-13].

The World Health Organization describes spiritual care as an essential domain, al-
though it is still one of the most neglected components of healthcare systems [14]. While
PC has always included spiritual care, its provision and inclusion in clinical care are still
insufficient to meet patients’ and families” needs [15,16]. Several studies demonstrated
that patients” expectations of spiritual discussions in the healthcare setting are not being
met. Caregivers highlighted barriers such as work overload; lack of training and practical
experience; deficits in self-knowledge and self-awareness regarding spirituality; “lack of
spiritual support in multicultural and multireligious populations, multiculturalism poses
challenges to providing spiritual care” [13] (p. 1); communication barriers; lack of atten-
tion by organizational managers to the importance of holistic care; motivational fences;
blocks in interprofessional collaboration; environmental conditions; late referral for PC;
and uncontrolled physical symptoms [13,17-20]. The existence of multiple religious and
spiritual practices leads to greater difficulties for healthcare professionals in providing
effective spiritual care [21,22]. Moreover, its operationalization has divergent meanings and
practices across countries [23,24]. The diversity of religious or spiritual viewpoints has been
brought about by secularization, migration processes, globalization, and the emergence of
new forms of spirituality and hybridity [25].

The importance of having caregivers who possess spiritual care competence has been
highlighted in several countries and cultures [26-28]. According to recent studies, there
is a correlation between the spiritual care competence of caregivers and their spiritual
health and performance in providing spiritual care to patients and meeting their spiritual
requirements [26]. Watson’s Transpersonal Caring-Healing Theory [29] highlights the
caregiver’s deliberate purpose in providing care, which might potentially strengthen the
caregiver’s healing presence. This theory also recognizes the healing effects of transper-
sonal relationships and underlines the need to deliver care holistically. According to
Anandarajah [10,30] spiritual care competence integrates (a) knowledge (encompassing
comprehension of spirituality and religion, the integration of spirituality and belief in
patient care, and familiarity with relevant resources and literature); (b) skills (encompassing
assessment and therapy; effective communication and listening; and the ability to provide
compassionate presence, deliver holistic spiritual care, and navigate differences in belief);
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and (c) attitudes (encompassing respect, spiritual self-awareness, self-care, and a focus on
spiritual well-being).

Providing spiritual care requires trained caregivers [10]. In this sense, knowing what is
expected from a caregiver could encourage managers and curriculum planners to promote,
through education and training, the spiritual ability and competence of students and
caregivers in delivering spiritual care [31-35].

The essence of spiritual care is being rather than simply doing [36], which may be
transformational for both the client and the professional. Therefore, in spiritual care, it is
not only care provision that holds significance, but rather the incorporation of compassion
and spirituality that contribute to the provision of comprehensive care. To date, the
systematizations of indicators of competent spiritual care development and evaluation are
scarce. To address this gap, this review sought to identify the scope of competence; the
specific skills, knowledge, and attitudes used in spiritual care of people needing PC; and
the main challenges and facilitators in its provision. In response to growing interest in
spiritual care, we hope to offer a comprehensive framework of what configures appropriate
and competent spiritual care.

2. Materials and Methods
2.1. Research Question

This study investigates the following:

1.  What is the scope of competence of professionals providing spiritual care to people
needing PC?

2. What indicators of knowledge, skills, and attitudes are needed for the delivery of
spiritual care?

3. What challenges and facilitators have been linked to the provision of appropriate and
competent spiritual care?

2.2. Study Design

This review is part of a larger study contributing to valuing spiritual care in PC
through the development of Iberian guidelines for spiritual care competence [37]. In this
stage, a scoping review was carried out to find answers to the research questions with the
aid of a health sciences librarian. This approach aims to summarize available evidence
and map knowledge about a given concept of interest [38]. The pre-established five steps
were: (i) formulation of the research question; (ii) identification of relevant sources of
evidence; (iii) selection of sources of evidence for inclusion; (iv) data collection/extraction;
and (v) grouping, summarizing, and reporting results [39].

The authors developed a search strategy and protocol. The research team comprised
nursing faculty members (C.C., A.Q., and C.L.), nursing researchers (F.V. and H.L.), and one
occupational therapist (J.S.). Two of the authors have significant experience in providing
spiritual care to people needing PC, and three are experienced researchers in PC.

The review was conducted and reported according to the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses Extension for Scoping Reviews (PRISMA-
ScR) [38,40]. The study protocol was registered in the Open Science Framework platform
(https:/ /osf.io/95rsg/ accessed on 10 April 2024).

2.3. Eligibility Criteria

Using the JBI framework for scoping reviews [41-43], the team of reviewers collectively
established a set of criteria for determining which records to include and exclude. They
then applied these criteria to the records obtained from searches conducted on various
databases and platforms. The Population/Concept/Context (PCC) framework was used
to formulate the eligibility criteria, as depicted in Table 1. The publications were limited
to peer-reviewed primary and secondary research published in English, Portuguese, and
Spanish. There were no limitations on the choice of time or study design. This review did
not include any comparative or control measures.
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Table 1. Eligibility criteria.

PCC Framework

Inclusion Criteria

Exclusion Criteria

Population

All papers with reference to spiritual care competence of
PC professionals

All papers about healthcare recipients
(e.g., patients and families)

Concept

All papers exploring spiritual care competencies
(knowledge, skills, and attitudes)

Papers that discuss related sub-elements
of spirituality (such as connectedness)
with no reference to spiritual care

Context

All papers focusing on spiritual care education
and/or practice

All papers without reference to PC

Format

Primary studies (quantitative, qualitative, and mixed
methods); literature reviews; and reports, guidelines, and
other technical publications by professional regulatory
agencies, professional groups, scientific societies, or other
organizations that have acknowledged authority and
standing in the field of PC

Editor letters; opinion papers; editorials

2.4. Search Strategy

In the first phase, on 19 July 2023, a limited search was conducted on Medline via
PubMed. Table 2 shows the search strategy used in the MEDLINE database—using trunca-
tion and operators (Boolean OR and AND)—to analyze the subject headings and keywords
in the titles and abstracts and plan a subsequent search. In the second phase, in Septem-
ber 2023 and an update in January 2024, a search was conducted in six databases [Web
of Science; MEDLINE via EBSCO; Scopus; CINAHL via EBSCO; MedicLatina via EB-
SCO; Scientific Electronic Library Online (SciELO)]. The search strategies were adapted to
each database. Finally, in the third phase, the reference lists of the included studies were
transferred to the Rayann software® (http:/ /rayyan.qcri.org) and analyzed.

Table 2. Search strategy used in Medline via PubMed.

Title-Abs-Key

(MH “Nurs *”) OR (MH “Health Personnel”) OR (MH “Chaplain *”) OR (MH “Psycholog *”) OR (MH “Social
Worker *”) OR (MH “Counselor *”) OR (MH “Physical Therapist *”) OR (MH “Occupational Therapist *”) OR (Carer *)
OR “Spiritual assistant” OR (MH “Caregiver *”) OR (MH “Palliative Medicine”)

“Spiritual care competence” OR (MH “Spirituality”) OR “Spiritual learning outcomes” OR “Spiritual training skills” OR

AND (meaning (life OR death)) OR “faith” OR religi *
(MH “Palliative Care”) OR (MH “Hospice and Palliative Care Nursing”) OR (MH “Palliative Medicine”) OR “end of
AND life” OR (MH “Hospice Care”) OR (MH “Hospices”) OR “community end of life” OR “palliative assistance” OR “last

days and hour of life” OR (MH “Terminal Care”) OR (MH “Ambulatory Care”) OR “limited life” OR palliati * OR

hospice * OR dying

MH—MeSH terms; * truncation.

2.5. Study Selection

The records (n = 115) were exported and uploaded to Rayyan® software (Qatar Com-
puting Research Institute, Doha, Qatar). Two independent reviewers screened the titles
and abstracts, using the predetermined inclusion and exclusion criteria, and then elimi-
nated duplicates. Eligible studies for review (n = 52) advanced to the second stage and
were read in full by two independent reviewers, who confirmed their eligibility using the
predetermined standards. The two screening phases included a standardized report on
reasons for exclusion. A third reviewer intervened to resolve disagreements between the
other reviewers. When there was inadequate or questionable information in the article,
the corresponding author was contacted; if the author did not answer and the information
requested was essential to validate the data to be retrieved, the study was not included.
The total number of records detected, the reports included and excluded, the reason for



Healthcare 2024, 12, 1059

50f21

exclusion, and the documents included after manually reviewing the reference lists are
displayed in the PRISMA flowchart (Figure 1).

Identification of studies via databases and registers

Identification of studies via other methods

Records identified from:
= Web of Science (n = 22)
2 MEDLINE (n = 70);
g Scopus (n= 10); ?Ci:oezign'gmoved Gl Records. identified _from:
= CINAHL (n = 4); = Duplicate records removed Glation searching|{n = 11),
s MedicLatina (n = 3); (n=17)
=z SCiELO (n = 6)
Total = 115
S
) y
Records screened »| Records excluded
(n=98) (n= 46)
Y
Reports sought for retrieval »| Reports not retrieved Reports sought for retrieval | Reports not retrieved
2 (n=52) (n=0) (n=11) "l (n=0)
8
3 . !
Full-test articles assessed for Full-test articles excluded: Reports and full-test articles
s, : i z Reports and full-test articles
eligibility » Population (n= 1) assessed for eligibility > exgzded: c
(n=52) Concept (n = 14) (n=11) Not relevant (n = 2)
Context (n=7) Concept (n = 2)
Language (n=1) Total = 4
Not relevant (n = 6) -
Total = 29
)
— . 4
§ Studies included and identified via databases (n = 23)
S Studies included and identified via citation searching (n=7) | 4
= Total included studies (n = 30)

Figure 1. PRISMA-ScR flowchart for identifying, screening, and selecting the articles included in the
scoping review.

2.6. Data Extraction

Data were extracted with an instrument developed for this purpose by the authors,
using Microsoft Excel®. Data were extracted and synthesized by two pairs of authors
independently (C.C., HL. and EV.,, ].S.). Any disagreements between authors were dis-
cussed/analyzed with a third reviewer (J.C. or C.C. depending on the pair of researchers).

For each included study, the following data were extracted: title; authors; year of pub-
lication; country; type of study; indicators of spiritual care competence (cognitive domain,
affective domain, and functional/instrumental domain); and main findings. Supplemen-
tary Materials: Table S1 summarizes the data extracted except the competence indicators
presented in Table 3.

2.7. Data Synthesis and Reporting

A third reviewer aggregated all the extracted data into a single document. The
descriptive data from the included studies were presented in tables using descriptive
statistics. A qualitative content analysis was used to synthesize the textual elements,
resulting in a coding structure that, through a deductive approach, led to the categorization,
classification, and association of the information according to similarity and thematic
affinity [44,45]. In our analysis, the deductive coding was derived from the Spiritual Care
Competence Scale® [SCCS] [46], the EPICC Spiritual Care Competency Self-Assessment
Tool® [5,47], and the spiritual support model proposed by the spirituality working group
of the Spanish Palliative Care Society (SECPAL) [48]. In this sense, this review used the
three domains of spiritual care competence: (a) cognitive; (b) affective; and (c) functional
(based on three resources: intrapersonal, interpersonal, and transpersonal).
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Brazil [Jj Canada [Jj Ethiopia

The included studies were not submitted to critical appraisal because the goal of this
type of study is to identify gaps in the literature and propose potential research questions
for systematic reviews [45].

3. Results

The initial search retrieved 115 articles. After removing 17 duplicates, the remaining
98 articles were reviewed by title and abstract, and 46 articles were excluded. The full
review was performed on 52 articles. Among these, 29 were excluded because they did not
align with the study criteria. Eight additional articles were retrieved by searching article
bibliographies. In the end, a total of 30 articles were included in the scoping review. The
results of the search are shown in a flow diagram (Figure 1).

All retrieved studies were published between 2007 and 2022. Most of the articles
were primary studies (n = 19), published in 2022 (n = 7), and written in English (n = 25).
Studies were developed with health professionals delivering PC in different clinical contexts
(n =19), education/formation in PC (n = 6), and specialized PC services (1 = 5). The country
that contributed the largest number of studies was the United States of America (n =9)
(Figure 2).

Germany [l 1slamic Republic of Iran Malta [J] Netherlands Norway [l Peru [l Poland South Africa [Jj Spain

[l United Kingdom [l United States of America

Figure 2. Geographic distributions of studies included in the scoping review.

The data extracted from the included studies were categorized into three domain
categories: cognitive, affective, and functional.

In the cognitive domain, the imperative lies in the assimilation of knowledge that
helps professionals formulate a thorough spiritual assessment and tailor a customized
spiritual care plan. In the affective domain, professionals need to show a predisposition
towards executing proficient spiritual care and be equipped with the necessary tools to
achieve personal emotional balance, thereby ensuring the delivery of spiritual care that
satisfies the needs of the patient and their family. In the functional domain, professionals
must demonstrate competencies that empower them to lead supportive interventions and
conduct evaluations of effective spiritual care within the clinical practice context (Table 3).

For each of these domains, the professional should engage intrapersonal, interpersonal,
and transpersonal resources. This not only enables them to deliver proficient care to patients
and their families but also fosters the development of their spiritual well-being.
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The results presented in the subsequent sections were organized according to the
cognitive, affective, and functional domains. This organization is rooted in the analysis
of data extracted from the articles included in the review, with each domain serving as a
framework for categorizing and discussing the extracted information.

3.1. Cognitive Domain

In the cognitive domain, professionals are expected to acquire and retain knowledge
that enables them to comprehend, articulate, and be aware of the nuances of spiritual
care [47].

In the realm of intrapersonal resources, professionals are expected to leverage their
knowledge to recognize the importance of spirituality in influencing health and well-
being. There is consensus in the reviewed literature about the criticality of comprehending
spiritual care, acknowledging the variability across different cultures and individuals,
and elucidating the profound effects that these variations have on health and well-being
throughout the human lifespan. The studies underscore the multiplicity of spirituality
definitions, which are inherently subjective and shaped by an individual’s age, experience,
and cultural background [26,27,49-51,53,59,61]. This diversity complicates the establish-
ment of a universally accepted spiritual care competence and interferes with expected
and delivered spiritual care. The ability to differentiate between spirituality and religion
is deemed crucial [54,60] to understand and articulate how personal spiritual experience
influences the delivery of spiritual care [21,26,51-53,59,68,69]. This skill extends to defining
key concepts such as PC, religion, spirituality, and spiritual care itself, as suggested by
Dezorzi et al. [55], thereby enriching the professional’s capacity to provide nuanced and
culturally sensitive spiritual care.

In the cognitive domain, interpersonal resources pertain to proficiency in engaging
with the person’s spiritual dimension, while acknowledging the diversity of spiritual and
cultural worldviews, beliefs, and practices [47]. Professionals must take various approaches
to spiritual care, comprehend the roles of other professionals in this realm, and grasp the
significance of compassion and presence in the provision of spiritual care. Professionals
should be capable of appropriately identifying spiritual needs and resources, assessing
the fulfillment of these needs, understanding the diverse expressions of spirituality, and
considering how the varying global and religious perspectives might influence individual
responses to significant life events [50].

Furthermore, professionals are tasked with discerning whether patients have a restful
form of religiosity that is deeply integrated and supportive during health challenges, or if
conflicts within their belief system may arise [52]. The availability of instruments to assess
the dimensions of spiritual care is crucial in enabling professionals to devise a targeted
plan to address spiritual care needs effectively, thereby facilitating competent spiritual care
delivery [27,48-52,55,68].

Lastly, professionals with transpersonal resources are expected to have the capability
to assess and address spiritual needs and resources, fostering the integration of the human
experience within a broader evolutionary context, and thus cultivating an awareness
conducive to problem-solving and the provision of compassionate care [36,50,61]. It is
important to acknowledge that human existence is intrinsically linked to the individual
and communal pursuit of meaning, purpose, and transcendence [50]. This pursuit is
characterized by how individuals connect with the present moment, themselves, others,
nature, and the significant or sacred realms, thereby underscoring the holistic nature of
human life [36,50,51,61].

3.2. Affective Domain (Attitudes, Behaviors)

The affective domain encompasses the emotional aspects of spirituality, focusing
on the attitudes and behaviors that influence the interactions between professionals and
patients. Within this domain, it is crucial to cultivate a trusting therapeutic relationship,
which is foundational to effective practice. A compassionate disposition, characterized by
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empathy and a genuine concern for the well-being of others, involving passion and love, is
essential in this domain [50,60]. Such compassion transcends mere sympathy, inviting a
deep engagement with the patient’s experience of suffering, thereby enabling healthcare
professionals to provide care that is not only empathetic and devoid of pity but also deeply
attuned to the needs of patients and their families [50].

In this domain, it is critical to integrate ethical reasoning: respecting a client’s deci-
sions about their well-being; avoiding judgmental attitudes; being a reflective caregiver;
sustaining the ability to contain/tolerate ambiguity; developing a tolerance for sadness
capable of empathizing with the suffering of others; exhibiting spiritual humility; and
realizing that it is not easy to answer all questions and that quick solutions are not always
possible, demanding a mutual search of meaning [21,53,61].

A person’s capacity for ethical thinking must be developed, as human nature strongly
leans toward egotism, prejudice, self-justification, and self-deception [61,75]. Sometimes
people confuse ethics with behaving according to social conventions, religious beliefs, and
the law, but ethics is a domain unto itself, with universal principles and concepts that are
transcultural and trans-religious [61,75].

In the affective domain, the professional’s intrapersonal resources pertain to cultivating
mechanisms and tools for self-exploration to deepen their understanding of their personal
beliefs and values [52]. This introspection is critical for discerning what holds significance
for them, thereby enhancing their capacity to deliver spiritual care that is both pertinent and
efficacious [52]. Moreover, the ability to reflect on one’s attitudes and approaches to various
situations fosters a heightened awareness of one’s values, biases, and emotional responses.
Such self-awareness is instrumental in recognizing the complex interplay between the
feelings, beliefs, and values manifested in interactions with others, which is essential for
the provision of effective spiritual care [50].

Professionals are expected to provide open and respectful spiritual care that acknowl-
edges the diverse expressions of spirituality among individuals (i.e., interpersonal re-
sources). Benito et al. [50] describe a model wherein attitudes of hospitality, presence, and
compassion help patients and their families in their spiritual awakening. In this model,
hospitality refers to the ability that professionals should develop to break the narrowness
of their fears and allow a stranger in. Presence implies being deeply there for the patient
and their family. Compassion is the attitude of demonstrating a truly active interest in a
patient’s suffering, showing a continuing determination to do everything possible to relieve
their suffering [50].

This demands a personal and professional development of empathy and compas-
sion [54]; approachability and presence [55]; kindness and attentiveness [52]; sensitiveness,
a non-judgmental posture, a reflective practice, an ability to manage ambiguity and tol-
erate sadness and courage when facing the suffering of others, humbleness [53], and
trustworthiness [53,59].

Transpersonal resources highlight the importance of recognizing the interconnec-
tion between physical, emotional, and spiritual dimensions. The emphasis relies on the
significant roles that faith and hope play in people’s lives, especially in the face of life’s un-
certainties and challenges, such as illness, pain, stress, despair, sadness, fear, and death [21].
The deeply spiritual nature that characterizes us—as beings interconnected with ourselves,
others, and the universe—is a dynamic experienced on a transrational, transpersonal, and
transconfessional level [50].

3.3. Functional Domain (Skills)

The functional domain concerns the practical aspects of spiritual care, including
the implementation of interventions and the effective evaluation of such care in clinical
practice. This domain is critical for demonstrating competence in clinical care provision,
which includes assessment, planning, intervention, and evaluation.

Professionals must manifest spiritual self-awareness, encompassing an understanding
of both their personal values and beliefs and those of others, while also ensuring their well-
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being (i.e., intrapersonal resources). This self-awareness enhances the ability to provide
competent spiritual care, drawing on personal knowledge and both own and observed
spiritual experiences [73]. Personal well-being serves as a fundamental element in PC
settings, where professionals frequently encounter challenging scenarios. Therefore, the
development of strategies aimed at enhancing personal well-being and reframing emo-
tionally charged experiences, such as spiritual distress among terminally ill patients, is
imperative [70].

Interpersonal resources involve the adoption of behaviors that respect the uniqueness
of people’s spirituality, aligned with an interaction with sensibility. When professionals
interact and respond to patients, sharing their vulnerability and their transcendental
experience, they help patients cross the bridge from suffering to acceptance and surrender,
towards transcendence and with it to “spiritual healing”, which refers to the person’s ability
to find solace, comfort, connection, meaning, and purpose amid suffering, heartbreak and,
pain [50]. Through compassionate interventions, the sufferer transcends to a different space
characterized by growth and a more mature vision of reality [50].

These resources encompass the use of proficient communication strategies to facilitate
the provision of effective spiritual care. From this perspective, professionals are expected
to engage with patients and their families through assertive communication regarding
spiritual or religious matters, characterized by both acceptance and sensitivity. Professionals
must establish objectives that align with the spiritual or religious perspectives of patients.
Furthermore, this requires adapting therapeutic approaches to incorporate the spiritual or
religious viewpoints of patients, based on evidence [49].

The reviewed literature acknowledges the importance of recognizing personal limi-
tations in spiritual care and refers to multidisciplinary professionals, since spiritual com-
petence is developed differently among professionals and not all are prepared to deliver
it [50,61].

In the domain of transpersonal resources, professionals are anticipated to foster and
engage in transpersonal experiences that uphold human dignity and respect the auton-
omy of patients. The research underscores the significance of incorporating self-reflective
practices such as journaling, prayer, meditation, and artistic endeavors [36,50]. These
activities reflect the commitment to explore the emotions, beliefs, and values of others,
thereby facilitating personal and communal growth. Activities may include engaging in
prayer, studying spiritual texts like the Bible, practicing active listening, providing com-
forting verbal reassurances, ensuring a consistent and supportive presence, coordinating
visits from spiritual leaders, and personalizing care with gestures like nail painting for
special occasions. Additionally, the introduction of therapeutic interventions such as mu-
sic, massage, therapeutic touch, and mindfulness practices are highlighted [21,54,61,66].
Such comprehensive care, which attends to both basic and spiritual needs, establishes a
healing environment that encompasses both physical and metaphysical elements, thereby
exemplifying proficient spiritual care within this domain [21].

3.4. Novice—Expert Continuum

The capacity to provide tailored interventions that suit each client and enhance their
sense of self-worth is a key aspect of spiritual care competence, which is an active and
continuous process. Spiritual competence is situated on a continuum extending from spiri-
tually negative to spiritually competent practice, which requires reflection on experience.
This continuum is similar to Benner’s [76] continuum from novice to expert. A collection
of abilities, attitudes, and knowledge that may be acquired via practice and education
throughout time defines this competence continuum. For Baldacchino [77], professionals
providing spiritual care should exhibit characteristics such as (a) role modeling for junior
caregivers; (b) education on spirituality, integrated into undergraduate and postgraduate
course programs; (c) reflection in and on the action; (d) vocation, or responding to a spiri-
tual call; (e) taking initiative for active presence in care; and (f) commitment towards the
delivery of spiritual care. To achieve the adage of “Being in Doing”, spiritual humility,
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spiritual intelligence, reflection, and critical incident analysis are indicators of competence
from novice to expert [36]. Humility as a “teacher of all virtues” impacts the relational
functioning of dyads, groups, and communities [50,53,78]. It has been associated with
generosity, empathy, quality social relationships, spiritual maturity, and graciousness in
receiving from others [78]. Wright et al. [79] asserted that the core of humility should best
be described as “a particular psychological positioning of oneself—namely, one that is
both epistemically and ethically aligned.” Both intrapersonal and interpersonal dimen-
sions of humility allow professionals to (a) cultivate healthy and mature relationships and
(b) develop mature forms of “alterity” or socially just and mature ways of relating across
human differences.

Furthermore, learning via reflection while acting is crucial since it enables one to
assess one’s actions, enhance patient care, and acquire the essential skills [80,81]. Metacog-
nition skills are crucial for spiritual intelligence because they enable the identification of
self-actualizing wants and objectives and help direct one’s personal efforts toward these
objectives. Professionals who possess metacognition are also better able to learn from their
experiences, become conscious of their thinking, and have a firm understanding of who
they really are—all of which are essential components of a reflective mind. The goal of both
spiritual intelligence and metacognition is to fulfill an individual’s ability to increase their
knowledge of their existence, including psychological components like self-perception,
self-experience, and self-control [61,82].

3.5. Challenges and Facilitators Associated with the Provision of Appropriate and Competent
Spiritual Care

The included studies predominantly indicate a lack of training concerning the integra-
tion of spiritual and religious considerations within the cognitive, affective, and functional
domains of care. This is particularly evident in the context of developing the ability to
discern when and how to engage with patients in a supportive manner (even under chal-
lenging circumstances, such as delusional states or crises), thus underscoring the imperative
for clear guidelines [52,65]. Another challenge includes the lack of knowledge related to
religion and the other deeply held beliefs of various people groups. Likewise, spiritual
self-analysis may be a struggle, as staff can feel inadequate in delivering spiritual care and
interdisciplinary communication may be inconsistent [83].

To address this shortfall, ongoing education is deemed critical for equipping PC
professionals with the requisite skills to implement a holistic and person-centered care
model that prioritizes the patient-family unit and incorporates spiritual care needs into the
decision-making process and bereavement support [55,74]. Compassion and empathy are
core values in delivering high-quality, person-centered care. These essential values can be
fostered through various reflective practices, including individual and group reflection, case
discussions, written exercises, debriefing sessions, simulation activities, role-playing, and
shadowing other experienced professionals in the multidisciplinary team, thereby enhanc-
ing professionals’ proficiency in compassionate engagement and spiritual level [54,62,64].
It is recognized that professionals must proactively pursue personal and experiential learn-
ing opportunities to update and expand their spiritual knowledge base [60]. Evidence also
suggests that ‘spiritual intelligence” can affect the spiritual care competence of students by
promoting a high level of critical thinking and spiritual self-awareness [84].

Furthermore, the development of competencies in spiritual care is highlighted as
a crucial aspect of training programs [68]. The acquisition of such competencies relies
on diverse pedagogical methods, depending on the individual’s spiritual awareness and
experiential learning. Some strategies such as self-reflection or journaling, reflection in
small groups, and managing spiritual or religious conversations are opportunities for
spiritual care training. Involving a spiritual assistant in simulated learning was also well
received [36,83].

Michler et al. [69] emphasized the interrelationship between an individual’s spir-
ituality and their professional conduct and their competencies in spiritual care, which
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significantly influences both patient outcomes and professional development [69]. This
interplay demands careful consideration by healthcare administrators and PC profession-
als when structuring care delivery, organizing the workplace, and creating conducive
environments for the practice of spiritual care [71].

The significance of a supportive environment in the provision of spiritual care is
also highlighted, particularly in ensuring privacy and confidentiality during sensitive
discussions (i.e., room or place where others can overhear the conversation), which extends
beyond structural or organizational dimensions [52].

4. Discussion

The main purpose of this study was to scope the competence of professionals providing
spiritual care to people experiencing PC needs. In this regard, it is important to differentiate
two interchangeably usable concepts: competence and competency. Competence is the
ability to do something successfully or efficiently and is a state of being prepared to do a job.
In contrast, competency is usually described as an action, focusing on an individual’s actual
performance in a particular situation (i.e., competence is what we do, and competency is
how well we do it) [85].

This review proposes three important domains of spiritual care competence: cognitive
and spiritual intelligence; spiritual humility; and effective and critical reflection, where
the professional shows the ability to learn with continuous critical reflection through
spiritual experiences. These three domains must be present for spiritual competence and
are seen as a process of permanent development, with different levels until one becomes an
expert. To attain competence as an expert demands that professionals have high cognitive
ability (i.e., spiritual intelligence), a favorable attitude towards spiritual issues (i.e., spiritual
humility), and a critical functional domain (i.e., reflective mind and metacognition) that
could help them use spiritual intelligence in everyday problem-solving and efficiently
satisfy the spiritual needs of patients [17,78,86,87].

As spiritual beings, we all need spiritual care in our life path. This is more evident
in end-of-life situations or circumstances that induce reflection about life’s meaning, as
frequently occurs in those needing PC [50,61,88]. Despite this, professionals consider
spiritual care as an important but neglected aspect of healthcare [48,54,88]. Although
spiritual accompaniment should be provided to all patients, namely those in the process
of dying, not all professionals can do it efficiently. Spiritual care requires more than the
accumulation of knowledge, demanding one be spiritual in personal and professional
life [50]. This allows increased self-awareness, empathy for the client’s perspective, and the
capacity to carry out tailored interventions that are suitable for each client [36].

This process begins by recognizing the importance of spiritual training to personal
and professional spiritual development. There is a lack of professional training and a
non-consensual structure in the curriculum of healthcare professionals, although studies
show that educational and training programs are efficient strategies for developing skills
and promoting competent spiritual care [36,67,89-91]. Techniques like role-playing, focus
groups, reflective writing, mentorship programs, discussions on the observed delivery
of holistic care, the use of art to express complex spiritual care concepts, involvement in
research, tutorials, role-modeling, experiential learning, and community visits could also
be beneficial in developing competence and learning in spiritual care [36,92]. Therefore, it
is recommended that all PC training and curriculum incorporate spiritual care activities,
because these enable caregivers to grow spiritually and better help others in need of
spiritual guidance [93,94].

The lack of knowledge about spiritual care limits competent spiritual care [95]. Itis also
known that the knowledge obtained through continuous training can help professionals
blossom their spirituality. The studies in this review suggest that professionals with more
self-awareness of spirituality were more well prepared to deliver competent spiritual
care [53,66,73]. Knowing more and the best of oneself is essential to align one’s work
with the PC philosophy and find a balance between giving and receiving [96]. However,
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training and education are not the only aspects that interfere with spiritual development
and spiritual care competence.

A diversity of personal and spiritual conceptions, experiences, and personal charac-
teristics (i.e., age, and cultural belonging) compete for different approaches and priorities
in spiritual care delivery. Spirituality is related to culture and plays a vital role in the
treatment provided to patients [60]. Variables such as age and spiritual care training were
significantly associated with competent spiritual care [26,27]. Lépes-Tarrida et al. [97]
agree with that idea and add gender as relevant to how spiritual care is delivered. The
authors defend that women are more proficient in distinguishing between spirituality
and religion and more self-aware of other’s needs [97]. This aspect could be explained
by education and traditional gender differences, depending on different aspects of the
environment (contextual); on patients’ beliefs, experience, and current conceptions; and on
family issues, professional experience, personality, knowledge, skills, and attitudes. All
these will affect the process of delivering spiritual care and how spiritual care competence
is conceptualized.

Competent spiritual care must involve the cognitive, affective, and functional domains,
which are interconnected and mutually influence each other, encompassing one unique
competence in spiritual care. Although the instruments to assess spiritual care competence
defend the existence of several competencies, this review highlights the idea that these three
domains must be developed to provide competent spiritual care [46—48,50]. The domains
are not necessarily on the same level and allow the development of specific skills, values,
attitudes, beliefs, behaviors, and knowledge, through the mobilization and development of
three main resources: intrapersonal, interpersonal, and transpersonal specificities. The idea
is based on the assumption that PC professionals must develop those domains (over several
stages) to competently respond to the spiritual needs of the patient/family, suggesting
an active, dynamic, and continuous process, enhanced and deepened with experience
and training.

This process is an indicator of competent spiritual care and the professional’s ability
to promote person/family-centered care. It is well known that a person-centered practice
brings a positive impact, since it promotes sustainable healthcare systems and high care
quality [98]. With competent spiritual care, patients and families experience a sense of
“healing” where they can find comfort, security, meaning-making, and closure in PC [50,99].
Thus, delivering competent spiritual care is an integral part of PC, where supporting rela-
tionships should be a central focus [50,100]. Spiritual care is characterized by the provision
of a healing presence, therapeutic use of self, intuitive sense, spiritual viewpoint explo-
ration, person-centeredness, meaning-centered therapy intervention, and the development
of a spiritually nourishing atmosphere [4,50].

4.1. Strengths and Limitations

One of this review’s merits is the adoption of thorough, open procedures that were
followed throughout. The methodology was examined by a research team with experience
in scoping reviews and PC knowledge. Six electronic bibliographic databases were searched,
together with the snowball method for further research and reports, thus guaranteeing
a thorough search of the literature. Furthermore, the models that support the deductive
analysis were based on an anthropologic and transconfessional spiritual care approach.
This means we welcomed different cosmovisions rooted in our primordial awareness of
the human spirit.

Apart from the limitations inherent to the chosen method, this literature review was
also limited by its biased cultural representation among the included studies, providing a
perspective of spiritual care competence focused on the occidental worldview. This could
limit a full understanding of spiritual care competence in a world that is increasingly global.
Most studies were carried out in Western nations, focusing on groups that have similar
characteristics and come from a largely Judeo-Christian background. Furthermore, the task
of clearly defining the boundaries between the ideas of religion, spirituality, and spiritual
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care activities is challenging due to their tight interconnection. Certain detailed information
may have been obscured throughout the analysis. While we conducted extensive searches
in several prominent health databases, we did not include certain databases that focus
on sociological and theological studies. Lastly, findings should be regarded with caution
due to the methodological and contextual differences across the studies included. These
differences presented issues when analyzing, summarizing, and discussing the findings.

4.2. Practical Implications

Based on this review, the factors related to the development of spiritual care compe-
tence should be a concern, namely in PC. In this context, spirituality is paramount for all
involved and plays an important role in minimizing suffering. Professionals are challenged
to answer patient and family needs in spiritual care, and they are also confronted with
their own spiritual needs, which should be satisfied and respected. Professionals recognize
their own need for spiritual development to grow professionally and personally. Self-care
and self-awareness are some of the main targets to help professionals deal effectively
with the demanding needs of patients, families, and other team elements. If professionals
are not comfortable with spiritual issues, they will not be able to mobilize and add the
available efficient tools in spiritual care, aggravating the suffering of patients, families,
and professionals.

Implementing strategies (such as structured educational and training programs) that
could develop professionals’ spiritual awareness, spiritual knowledge, and spiritual atti-
tude will contribute to improving professionals’ spiritual intelligence, spiritual humility,
and continuous critical reflection on personal and professional spiritual experiences. This
investment should be made in undergraduate and postgraduate education to improve the
quality of students’ performances in delivering spiritual care to patients and families, by
adopting an eclectic approach that embraces diversity within society [101].

Research in this area should develop instruments that assess spiritual competence
as a specific competence, a sum of knowledge, skills, attitudes, and behaviors (i.e., the
cognitive, affective, and functional domains). The findings of this review indicate the
need for additional comprehensive research to evaluate the effectiveness of spiritual care
interventions in enhancing the outcomes of patients, families, and clinicians.

5. Conclusions

This review aimed to identify the scope of competence and the specific skills, knowl-
edge, and attitudes used in providing spiritual care to people needing palliative care, and
the main challenges and facilitators through an evidence mapping method. Providing
competent spiritual care is a right of patients and families in PC and a duty of professionals.
To ensure this, all stakeholders in PC should be aware and truly involved. Patients/families
should require quality spiritual care and professionals should understand the importance
of developing spiritual care competence in the cognitive, affective, and functional domains.

Furthermore, PC professionals must develop and mobilize intrapersonal, interper-
sonal, and transpersonal resources to promote real competent spiritual care based on a
person-centered approach. Promoting spiritual self-awareness and increasing spiritual
maturity, through a reflective mind, are the strongest predictors of effective spiritual care.
Spiritual self-awareness is achieved by engaging in life events, pursuing education, and
practicing critical reflection. These activities contribute to enhancing existential and spiri-
tual well-being, while also raising one’s consciousness to a more elevated state. The process
of attaining a higher level of awareness involves establishing connections with oneself
and seeing patterns that enable one to develop a heightened sensitivity to the spiritual
needs of others. Therefore, health managers should be aware of the impact of spiritual care
investment on the health and well-being of patients and professionals. Investment in this
area should be a political concern.
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