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ABSTRACT

Objective: Spiritual history taking by physicians is recommended as part of palliative care.
Nevertheless, very few studies have explored the way that experienced physicians undertake
this task.

Method: Using grounded theory, semistructured interviews were conducted with 23
physicians who had experience in caring for advanced cancer patients. They were asked to
describe the way they discuss spirituality with their patients.

Results: We have described a delicate, skilled, tailored process whereby physicians create a
space in which patients feel safe enough to discuss intimate topics. Six themes were identified:
(1) developing the self: physicians describe the need to understand and be secure in one’s own
spirituality and be comfortable with one’s own mortality before being able to discuss
spirituality; (2) developing one’s attitude: awareness of the importance of spirituality in the life
of a patient, and the need to respect each patient’s beliefs is a prerequisite; (3) experienced
physicians wait for the patient to give them an indication that they are ready to discuss spiritual
issues and follow their lead; (4) what makes it easier: spiritual discussion is easier when doctor
and patient share spiritual and cultural backgrounds, and the patient needs to be physically
comfortable and willing to talk; (5) what makes it harder: experienced physicians know that
they will find it difficult to discuss spirituality when they are rushed and when they identify too
closely with a patient’s struggles; and (6) an important and effective intervention: exploration of
patient spirituality improves care and enhances coping.

Significance of results: A delicate, skilled, tailored process has been described whereby
doctors endeavor to create a space in which patients feel sufficiently safe to discuss intimate
topics.

KEYWORDS: Spirituality, Neoplasms, Physician–patient communication, Qualitative, End
of life

INTRODUCTION

Terminal illness threatens a patient’s understanding
of their world, as they are forced to confront their own
limitations and mortality, potentially precipitating
an existential crisis (Best et al., 2015a). Subsequent
suffering can be impacted by spiritual care (SC)
(Best et al., 2015a). Spirituality in healthcare

addresses the way people engage with the purpose
and meaning of human existence, which informs
their personal values (Cobb et al., 2012). This may
include, but is not restricted to, religion, which is a
recognized form of organized spirituality (Matthews
et al., 1998). Spiritual care recognizes the importance
of the spiritual dimension for patients and involves
its assessment and provision of support. Research
has shown that cancer patients want their doctors
to be aware of the spiritual dimension as part of
holistic patient care (Frick et al., 2006; Astrow
et al., 2007).
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A doctor’s enquiry into a patient’s spirituality im-
proves doctor–patient relationships by increasing
trust (Ellis & Campbell, 2005) and allowing the doctor
to get to know the patient better through nonmedical
dialogue (Frick et al., 2006; Astrow et al., 2007; Best
et al., 2014), thus being better placed to encourage re-
alistic hope and give relevant advice (McCord et al.,
2004).Spirituality influences medical decisionmaking
by shaping personal values and priorities. When doc-
tors are aware of a patient’s spirituality, they can tailor
medical treatment (McCord et al., 2004; Pathy et al.,
2011) to facilitate a better death for that person.

Although spirituality has always been recognized
as an intrinsic component of the provision of pallia-
tive care (Saunders, 1988; Sepúlveda et al., 2002; Ed-
wards et al., 2010; Boston et al., 2011) and there is
high patient interest in discussing spirituality with
their doctors, SC occurs infrequently (Best et al.,
2014; 2015b; 2015c). A lack of SC can mean that spir-
itual concerns remain unaddressed.

Spirituality is not avoided in the medical consulta-
tion because doctors think it is unimportant (Phelps
et al., 2012; Ramondetta et al., 2013) or because they
lack the time (Ellis et al., 2013; Balboni et al., 2014b).
Insufficient knowledge and training were significant
barriers identified in a recent review (Best et al.,
2015c). While many studies have examined whether
doctors ask their patients about spirituality, data
about successful conversations have been infrequently
reported.

Discussions about spirituality occur most fre-
quently in the end-of-life (EoL) context (Best et al.,
2015c). In order to understand how experienced prac-
titioners discuss spirituality, we interviewed physi-
cians who have regular contact with advanced
cancer patients and are therefore most likely to regu-
larly ask about spirituality.

Specifically, the aims of our study were to:

1. Enquire how experienced clinicians ask their
patients about spirituality.

2. Identify what factors make such conversations
easier.

3. Identify what factors make such conversations
more difficult.

4. Explore the outcomes of discussions about spiri-
tuality in the medical consultation.

METHODS

Design

A qualitative grounded theory approach was taken to
explore this topic (Charmaz, 2006), which allowed

avenues of investigation to be developed iteratively
during the study.

Participants

The researchers approached two professional associ-
ations to advertise the study by e-mail: the Medical
Oncology Group of Australia and the Australia and
New Zealand Society of Palliative Medicine
(ANZSPM). These are professional organizations of
physicians focusing on oncology and palliative medi-
cine, respectively. Eligible participants were medical
practitioners who have worked with stage IV cancer
patients (incurable disease) and practiced in Austra-
lia or New Zealand.

Procedure

The e-mails containing information about the study
were sent to all members of the organizations, asking
them to contact the lead researcher (MB) by e-mail if
they wanted to join the study or had questions. Initial
respondents were sent more information and a con-
sent form. When informed consent was obtained, a
time for interview was arranged with MB (a pallia-
tive care doctor and trained qualitative researcher).
In line with grounded theory, purposive sampling
was employed.

After the first six interviews, further participants
were identified through snowballing to ensure that a
diverse range of opinions was considered. In this way,
physicians with a range of experience in several spe-
cialties were interviewed (see Table 2). These partic-
ipants were invited by direct e-mail to participate.

Data Collection

Semistructured interviews lasting 20 to 45 minutes
were conducted by telephone. Questions (Table 1)
aimed at eliciting doctors’ familiarity with the con-
cept of patient spirituality and with current practices
regarding discussing (or not discussing) patient spi-
rituality, as well as their perceptions of the challeng-
es and outcomes of this type of discussion. Following
the interview, a demographic survey was completed.
Memos were kept throughout the data collection pro-
cess. Interviews were digitally recorded and tran-
scribed verbatim. No member checking was done.

Analysis

Using line-by-line coding, MB and PB developed
initial codes to detail the processes involved in
spirituality discussions in medical consultations.
These preliminary codes were then used to synthe-
size groups of data into focused codes, which were ap-
plied to further transcripts. Using the constant
comparative method, new codes were written as
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required and new theory generated. Through itera-
tive reading of data grouped by focused codes, axial
codes were established and the relationships be-
tween them studied to build theory.

Data collection and analysis occurred concurrently.
Analysis continued until thematic saturation was
reached.

Rigor was derived from successive rounds of dis-
cussion and development of themes by all authors
until theoretical coding was complete. The different
disciplinary backgrounds (palliative care, oncology,
and psychology) brought to these discussions by the
research team allowed for reflection on the role of
our individual perspectives in the interpretation of
the data. Finally, a literature search was conducted
to seek conceptual tools to explain the patterns found
in the data and develop theory.

Ethics approval was given by the University of
Sydney Human Research Ethics Committee (2014/
156). The results were reported according to COREQ
criteria (Tong et al., 2007).

RESULTS

Some 23 doctors were interviewed before thematic
saturation was attained. All initial responses were

made by ANZSPM members. Further participants
were recruited from both organizations. The demo-
graphic details are presented in Table 2.

All interviewees recognized that patients with life-
threatening disease commonly raised spiritual is-
sues:

The symptoms are often not the most distressing
things; the pain or the nausea . . . are not the
most distressing thing. It’s the anguish, the dis-
tress, the pain of loss, which are the distressing
things. (Participant 19)

A delicate, skilled, tailored process was described
where doctors endeavored to create a space where pa-
tients feel safe enough to discuss intimate topics. Six
themes were identified: (1) developing the self; (2) de-
veloping one’s attitude; (3) approaching the patient;
(4) what makes it easier; (5) what makes it harder;
and (6) an important and effective intervention.

1. Developing the Self

Participants described the need to understand and
be secure in one’s own spiritual beliefs and also to
have reflected on one’s mortality, before being able
to effectively discuss spirituality. Having done so

Table 1. Interview schedule

1. Today we’re going to talk about potentially difficult
conversations with patients, those about how they
cope with having cancer. Can you tell me about what
you may find difficult to discuss with your patients on
this topic?

2. Can you tell me about any opportunities you have had
to discuss the nonphysical needs of your patients with
them?

3. Think about some of these conversations. Can you
describe some of the nonphysical needs your patients
have mentioned as they approached the end of life?
How do you feel about discussing these types of issues?
Tell me about a specific conversation that comes to
mind.

4. Spirituality is an important domain in the quality of
life of many cancer patients. What do you think might
be meant by the term “spirituality” in relation to your
work with cancer patients?

5. Tell me about your views on discussing spirituality
with patients who have metastatic disease.

6. If you wanted to discuss spiritual needs with a patient,
how would you go about doing it? What would help
you?

7. What would make it difficult?
8. Imagine you could give your younger self tips as you

start out in medical practice about discussing these
issues with your patients. What advice would you give
yourself?

9. We’re just about finished. Is there anything else you
would like to add?

Table 2. Demographic characteristics of the sample

Characteristic
Total (N ¼ 23)

(%)

Mean age (years) 55.2
Mean years of experience 21.5
Female 8 (34.8)
Previous formal training in spiritual

care
7 (30.4)

Specialty
Palliative medicine 15 (65.2)
Oncology 5 (21.7)
General practice 3 (13.0)

Country of birth
Australia 14 (60.9)
Europe 7 (30.4)
New Zealand 2 (9.7)

Religious affiliation
Christian 14 (60.9)
Nil 9 (39.1)

Self-reported religiosity and
spirituality
How important is religion to you?

Not at all 8 (34.8)
Moderately 8 (34.8)
Very 7 (30.4)

How important is spirituality to you?
Not at all 0
Moderately 5 (21.7)
Very 18 (78.3)
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made the discussion less stressful for the doctor and
promoted normalization of spirituality within the
medical consultation. The doctor’s level of ease was
considered a contributing factor in making patients
feel comfortable enough to discuss personal subjects.
Understanding the self required reflection and self-
care, which many doctors wished they had begun to
work on earlier in their career:

The first thing you’ve got to do is understand your
own spiritual being, and that takes investment in
yourself and reflection—mentoring, perhaps. And
that’s an ongoing thing that you should have right
throughout your career. . . . So I would have given
myself encouragement to have a go at it and ex-
plore it and read around it. And also self-care strat-
egies, whatever it is. You can have a psychology
person who supports you or you can have—just a
close friend who you meet regularly with, but
something that specifically is devoted to your
depth in your life and understanding who you
are. (Participant 4)

Helping junior doctors understand these require-
ments was a priority in training, and some organiza-
tions formally promoted reflective practices:

I’d start off by [telling trainees] we need to accept
that a spiritual dimension is part of healthcare.
I’ll go on to say, “That means if a patient has a spir-
itual dimension and they want to address that, it
also means that you have a spiritual dimension,
which if you want to address this area, perhaps
you need to do some homework on yourself.” . . .
It’ll be an unusual 25-year-old registrar who is
comfortable discussing life and death issues.
They’re much more comfortable prescribing mor-
phine. (Participant 10)

2. Developing One’s Attitude

Spiritual care was regarded as a critical dimension of
patient care, and an understanding of its importance
was a prerequisite for providing SC:

As part of the holistic system approach and to-
wards the end of life, it really is about what brings
meaning to their life. . . . It’s much more focused
with people coming towards the end of their life,
and . . . a lot of people can have needs and need
more support. (Participant 2)

One palliative care physician reported that she would
emphasize the importance of life’s meaning to junior
doctors and recommend focusing on that as much as
on physical symptoms. This was reflected in the way

many physicians raised the topic of spirituality with
patients. Experienced participants asked questions
about what was important or central to the life of
the patient as a way of opening the conversation:

So I just say, “Is there anything that’s important to
you that I need to know to care for you?” So for some
people, it is religion; for others, it’s who’s around
them, their relationships; for some it’s a combina-
tion of all these things. . . . I will say, “Are you reli-
gious in any way?” But that will only be a small
part of the spiritual thing. The bigger part for me
is saying, “What is important to you for me to
care for you? What matters at this time when
you’re really, really crook [ill]? What’s vital for me
to know that helps me ensure that you’re comfort-
able and that you’re at peace?” (Participant 15)

The need to respect and value each patient and their
beliefs was highlighted and could overcome the barrier
of having different faiths. Participants could do this by
making a point of affirming their patients:

I think they sense that we as doctors are really in-
terested in them as an individual, and they warm
to that. They feel even though they’re dying,
they’re not total failures as human beings, which
can happen sometimes in healthcare when things
are just so busy and rushed and so on. I suppose
it’s a bit like dishing out dignity by my attitude to-
wards them. That helps them relax a bit and then
talk about some of these things. (Participant 4)

Part of respecting the patient involved the doctor be-
ing honest and vulnerable during the patient inter-
view. This was described as one of the most
challenging aspects of working in palliative care, be-
cause it involved opening oneself to intimacy with a
patient. However, participants had found that by ex-
posing themselves and making themselves vulnera-
ble, patients were able to feel less vulnerable and
open themselves to reveal what was distressing
them most. Sharing oneself with patients to find com-
mon ground was seen not as manipulative but as a
way of making the patient feel safe enough to discuss
highly personal issues. However, it was acknowl-
edged that there was a balancing act between con-
necting with a patient and over-connecting, which
could lead to burnout. One way to find this balance
was by letting the patient control the rhythm of the
conversation rather than having a specific therapeu-
tic goal:

As a young person, I think the best advice about
discussing spiritual things is to be open and to
not think that you know all the answers nor think
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that you have to take an agenda to get the patient
to be something or go somewhere or do something.
To be able to sit with the patient and allow things to
. . . unfold the way the patient wishes . . . and with
that also, I think comes issues of boundaries and
limitations as you learn, as you get older. It’s like
. . . things may not be working out the way you
want with a given patient. . . . But you never really
know. (Participant 20)

Realizing that spiritual care did not involve fixing
problems or having all the answers so much as being
with the patient and expressing committed attention
made the process less burdensome:

You know, in any spiritual encounter, we’re being a
companion and being there whatever it looks like,
and so—I don’t feel the need to fix everything. It’s
about being with. And what’s helped me—I’m not
saying that I get it right all the time by any means,
but I think what helped me is my belief in it, but
also my willingness to be vulnerable and to sit in
that spaceandnot needtohave tosolve or fix,and be-
ing able to live with the uncertainty and not having
all the answers. I think that’s not akin to the tradi-
tional necessarily; it’s more a healer model than a
fixed medical model. So for me, it’s about me being
truly myself in that space and allowing the patient
to be truly themselves. It’s a very deep thing really.
(Participant 8)

An understanding of the human condition enhanced
the practice, which could be accessed in several ways.
One was through personal suffering. Another was
found in studying the humanities. One doctor reflect-
ed on the advice he would give his younger self:

I would get him to read some poetry. I would get
him to read some anthropology and a little bit of
medical sociology. I think those . . . sort of humani-
ties-type subjects are . . . squashed out of the curric-
ulum. I think you learn about people from reading
about people. You don’t necessarily learn about
people from reading about what other people say
about people. If you’re reading poetry, that comes
from somebody’s heart. If you’re looking at art,
that comes from somebody’s heart, their mind. If
you listen to music—Anthropology is the study of
the way that people behave, and I think anthropo-
logical studies would be very, very valuable. (Par-
ticipant 19)

3. Approaching the Patient

Creating a safe space where a patient would be com-
fortable enough to reveal personal information could

be challenging on a busy ward, but several tech-
niques were described to facilitate this process. One
common practice was to allow silence:

I think the hardest thing I’ve had to teach myself is
to keep quiet, to allow the pauses to occur, to allow
people to stop and think for a while and not inter-
rupt. Because those pauses are critical, often for
people to develop their thoughts and come out
with further conversation, and you can often de-
stroy that moment if you fill the gap or keep talk-
ing. (Participant 10)

Listening well was more important than “doing it
right.” Patient body language would be monitored
to see how the patient was coping with a spiritual dis-
cussion. Participants also stressed the necessity of
making sure that one did not make assumptions
about the patient:

Listen. Listen with the head, but listen with the
heart. Allow silence. Don’t feel that you have to
have all the answers, and realize that this isn’t
about you and isn’t about me, I’ll be telling myself,
it’s about the patient. In other words, just to keep
checking in with their body language and what
they’re saying to see if it is actually therapeutic
and helpful. It’s certainly not a checklist approach.
But it’s not always—if it doesn’t seem easy to me, it
doesn’t necessarily mean it’s bad for the patient,
but by far, probably one of the most important
things is to learn not to assume anything. I have
looked after people that are in either religious or-
ders or vicars who have lost their faith, for exam-
ple, but haven’t let that be known to other people.
So just assuming, for example, if it’s a vicar with
a title, if you just assumed things, you may not be
able to really get to the nub of what’s troubling
them. (Participant 8)

Spirituality was never raised as the first topic of con-
versation, and if multiple opportunities to speak to
the patient were anticipated (whether as an outpa-
tient or inpatient), doctors often would not raise spi-
rituality at the first meeting. They would aim to start
getting to know the patient as a person and allow
trust to develop in the relationship before going a lit-
tle deeper. Spirituality was conceived as an ongoing
conversation that evolved over time, thus supporting
patients in their search for answers:

I sometimes feel a bit powerless in that often these
conversations are about things for which there
isn’t a solution other than the patient finding their
own solution. And the best that I can do is to help
them to talk about it and think about it and be
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there and have them know that I’m with them for
the duration. (Participant 5)

Experienced physicians demonstrated high-level
communication skills related to reinforced experi-
ence over multiple patient encounters. Subconscious
recognition of patient cues and patterns of behavior
was expressed as the development of intuition or wis-
dom, which was used to judge the timing and content
of probing questions about spiritual concerns of pa-
tients:

Well, if I think of someone who is really struggling,
for example, with nausea and vague pain and . . .
we couldn’t really get control of those symptoms re-
ally well, . . . I guess with experience, you get a
hunch that you’re missing something. You haven’t
got the full picture here, and then actually going
and sitting down, closing the door, just a one-on-
one discussion with the patient. Asking them
about how they think they’re going, you know,
what’s happening for them, what are they most
afraid of, if that’s an issue, and just teasing out
some of those nonphysical [things] can also help
you find that the person is actually petrified of dy-
ing like their great aunt did in some dramatic end-
of-life episode, or they haven’t made amends with
their family, or they’ve got those sorts of things go-
ing on, you can then get an insight into what might
be impinging on those difficult, difficult-to-control
symptoms. (Participant 9)

Above all else, spiritual discussions were tailored to
each individual patient: their belief system, their
preferences, and their pace. Most participants had
never used a formal questionnaire. Even in units
where standardized assessment tools were em-
ployed, they were designed to be flexible according
to where the patient was in their spiritual journey
and in the trajectory of their disease. It was expected
that junior doctors would use standard questions to
begin exploring a patient’s spirituality, but that
over time each individual would develop their own
way of questioning:

The problem with these spiritual assessment tools
is . . . if you do it when they first come on your books,
it’s quite often inappropriate to ask them all these
questions, than when they come in for end-of-life
care. So what we try to do is have a document
that isn’t a one-off assessment, but is something
that evolves over time and then walks alongside
people’s increased disease burden and coming clos-
er to the end of life. (Participant 2)

Experienced physicians waited for the patient to give
them an indication that they were ready to discuss
spiritual issues and follow their lead. Cues for en-
quiring about spirituality could be visual or verbal.
Reading material at the bedside or religious trinkets
on display would be commented on. Patient vocabu-
lary could indicate a religious affiliation, such as
mentioning prayer or blessings:

I’ve long abandoned those [questionnaires] be-
cause I feel the conversation seems to just flow
and get off and revolves around them, telling me
what they’ve done in their lives and . . . what’s
that meant for them and so on. (Participant 4)

Assessment tools explicitly asking about religion
were particularly troublesome in secular communi-
ties, because:

Patients will quickly shut you down if they think
that you’re asking about religion. (Participant 3)

Obvious patient distress was an indication for explor-
ing spiritual issues, but it was also seen as part of the
healing process:

A year or so ago, we had some junior doctors. And I
was having a consultation with some of them, and
the patient burst into tears. And afterwards, one
said, “How did you know to ask that question?”
And I think what I had done was, for some reason,
intuitively, I had found a place which was impor-
tant for them and needed to be addressed but
was distressing to go there. And my intuition
was, that’s the question I had to ask, and I did,
and that allowed them to deal with the stuff that
was necessary for them to deal with in order to
feel better afterwards. I think that sometimes you
have to go over a little hill before you can get to
the other side. So having people be a little bit dis-
tressed isn’t necessarily bad. And often, if they
seem to be getting disproportionately distressed,
then I can always back off and then come back
the next day. (Participant 5)

However, a lack of cues did not mean that spirituality
was not addressed. Seeing spirituality as an impor-
tant issue and respecting the patient led practition-
ers to provide openings for patients to ask difficult
questions:

Now I have, I guess, more confidence in opening up
that discussion if they want to and just . . . teasing
them with the concepts to see if they want a bite
out of it because it’s really up to them to . . . guide
where we’re going. I . . . want to make sure that
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I’ve opened up areas that they may have felt a bit
embarrassed to talk about that they really want
to talk about. (Participant 16)

Sometimes a patient would indicate that they were
engaged in spiritually preparing for death without
assistance. One participant described patients spon-
taneously reviewing their lives and talking about
things they had done:

You could see them sort of assembling meaning. So
I will, at that point, hang around and foster that—I
will let them do that work. (Participant 20)

If there were issues that required more intervention
than a physician felt able to provide, a referral was
made, which was a time-efficient option in busy
units. The high level of self-awareness in this cohort
also extended to realizing that they would not always
be the best person to speak to a particular patient.
This could be the simple result of personality differ-
ences, time schedules, or a result of transference is-
sues (going either way). It was also acknowledged
that all individuals will see things through their
own worldview and may not be aware of their biases.
Working with multidisciplinary teams was therefore
recommended:

This one young woman that we have now— she’s 21
and she’s dying, and she’s been sexually abused by
her father and she’s petrified of dying. And I’m not
the right person because I’m a middle-aged man.
And so, she’s always very guarded with me, and al-
though I give her things to think about, I’m not the
one who can go deeper with her. It needs to be one
of our female doctors, and we’ve identified it in the
team. I stepped back from having those meaningful
conversations with her because of her past history
. . . And also, our spiritual care coordinator, he’s a
similar age from me and— Yeah. She doesn’t trust
him either. (Participant 4)

4. What Makes It Easier

Spiritual discussion was easier when doctor and pa-
tient shared spiritual and cultural backgrounds.
Having similar presuppositions and vocabulary
gave the doctor more insight into a patient’s experi-
ence and created a personal connection. Conversa-
tions were easier for the doctor if the patient was
willing to talk. This depended on several factors, in-
cluding the environment, such as who was present
(spouses generally did not impede discussion but
children often did), and where the patient was in
the disease trajectory. There was general recognition
that most patients were ready to discuss spirituality

as they approached the end of life, but the ideal sce-
nario was where the patient was the one who raised
the subject. The patient needed to be comfortable,
which could be an issue for patients with advanced
disease. Skills improved with practice:

[In order to have the discussion,] the patient has to
be ready, which they often are, at the end of life.
And they have to be comfortable with the circum-
stance, which is the people present, usually just
one—just me. If there’s a family of several people
together, then the patient’s unlikely to disclose
these things; they’re too private. And I’m sure it de-
pends on my attitude. If I’m quiet and attentive
and receptive, they’re more likely to respond. If
I’m obviously agitated, busy or distracted, they
won’t. And when I’ve heard doctors say, “My pa-
tient never asked me this stuff,” I think that’s be-
cause you never sit down and let them have a
chance. It’s not because your patients are different.
It’s because you’re not attentive or receptive. (Par-
ticipant 10)

5. What Makes It Harder

Experienced doctors never felt that discussing spiri-
tuality was a mistake even when challenging. How-
ever, anything that made history taking technically
difficult, such as the physical condition of the patient
or relatives answering on the patient’s behalf, could
make it harder. Problems specific to spirituality can
be divided into doctor, patient, and family factors.

Doctor Factors

An emotional reaction to the discussion by the doctor
was more likely to increase difficulty than emotional
reactions by the patient (though this was not always
the case for younger doctors)—for example, when the
patient was contemplating death and leaving their
family. However, the most experienced doctors did
not find spiritual history taking personally draining
but instead felt a reciprocal benefit:

Well, it’s sad. I don’t like to talk about sad things . . .
and so I think that the sadness is what makes it
hard and knowing that—Like for me, it’s knowing
that there’s nothing I can say that’s going to make
you feel better. You feel awful, and I know that it
doesn’t matter what words I stumble around trying
to use that. There isn’t anything, and I say that. I
say, . . . “I just don’t know what to say, and I am so
sorry, and I wish it was different for you.” That’s
why it’s hard, because I know that there isn’t . . .
some sort of—I have it wired in me. I think every-
one who does a job, to a certain degree, you feel
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like you can fix it, and this is a situation that I can’t
fix. . . . It’s more about how I feel. I don’t think, on
the whole, that I’m making the patient feel worse,
and I know that because when they leave, most of
them look relieved or they hug me or they say,
“Thank you so much.” (Participant 15)

Time was not a significant barrier to conversations,
as one doctor reported:

No. They’re core, you know. You can’t say you don’t
have enough time to ask about their pain. . . .
They’re core issues. You can’t not have time for
them. (Participant 6)

The doctor’s reaction to time was significant. If they
personally felt rushed or stressed, or particularly
tired from work responsibilities, they knew that spir-
itual discussions would be difficult and so tended to
avoid them:

I remember someone . . . asked me—when I was
new . . . “Oh, are you a symptomatologist or are
you one of those psychosocial palliative care doc-
tors?” Because he identified a clear difference.
And, my response to him then was, “Well, I hope
I’m both.” But I think there are some days when
it’s easier just to be a symptomatologist. (Partici-
pant 19)

This did not mean that spirituality was ignored.
Strategies to deal with time constraints included re-
ferring the patient to another member of the multi-
disciplinary team, or rescheduling time with the
patient while emphasizing the importance of ad-
dressing the matters raised. Outpatient settings
were therefore more challenging than inpatient set-
tings for arranging spiritual care, but participants
realized that most patients could detect when doctors
were not ready for spiritual discussions:

So, the things that will kill it? Rushing. When I’m
rushing, I’ve got lots of people to see, not much time
to see each one, but the patients know full well that
I’m—well, most of them—that . . . I’m not going to
be sitting down for a deep philosophical discussion
about anything—politics, religion or whatever.
Whereas I think sometimes they can tell when I
seem to have undivided attention today so I’ll bring
up this thing that I’ve been waiting to talk about
for a while. . . . People need time to relax into those
sort of deeper conversations, and they don’t neces-
sarily have that in a standard consultation. (Par-
ticipant 21)

Several participants discussed the problem of engag-
ing with patients with whom they identified too
closely, not only with the spiritual issues but also
with the diagnosis or the family structure, for exam-
ple. If a relative of the doctor had died from the same
disease as the patient, or if they had children of a sim-
ilar age, they might become aware of personal dis-
tress when engaging with them. In such cases, they
would refer the patient to another staff member.
However, this related to all aspects of care, not just
spiritual care:

If the patient’s problem or issue that distresses
them happens to be the same as mine and I haven’t
resolved it in my own life, like, I got divorced many
years ago, [and it] took me about 20 years to work
that through. So earlier on, if somebody said, “I’m
divorced,” then a little voice inside of me would
say, “Don’t go there. You can’t handle this stuff.”
(Participant 10)

Patient Factors

Patient factors that made discussion of spirituality
harder included those that made it difficult to build
a trusting relationship. The patient may have previ-
ously been disappointed by doctors or just did not
want to engage with the situation at hand. Poor
symptom control was often mentioned, rather than
just poor physical condition, and failure in this aspect
of care could also have an impact on the level of pa-
tient trust.

Occasionally, patients only wanted to discuss
spiritual concerns with someone of their own faith,
or already had a spiritual confidant for support.
Interviewees were concerned about counseling a pa-
tient from a cultural or religious group with which
they were unfamiliar because they did not want to
make the situation harder for the patient by saying
something inappropriate. It was also noted that
such situations often involved the use of interpreters,
which meant that much of the nuance of the conver-
sation could get lost:

Certain denominations or religious beliefs don’t
appear to be comfortable talking about their reli-
gion with someone who’s not from their faith. . . .
Some patients from an Islamic background, often
they appreciate when you ask the question “Is
there something about you I need to know?” or “Is
there something about your faith we need to
know to respect your wishes?” They appreciate
that but often are not comfortable going further
than that because they see you as outsider who
doesn’t understand. And I respect that. (Partici-
pant 11)
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There could be problems if the patient confused spiri-
tuality with religion, although this was quickly recti-
fied, and some may not have been in the habit of
reflecting on spirituality, but that would not preclude
receiving spiritual care:

Sometimes, the patients are pretty much back in
the mode that spirituality is really related to reli-
gion, and, if they are not religious, then some of
them will very quickly say, “No, no. I’m not reli-
gious. I don’t wanna have anything to do with
any spiritual carers or anyone like that.” And
sometimes, it’s me sort of teasing out, well, they
probably do have a spiritual aspect to their lives
and trying to figure out what that might be and
find out ways that we can support their spirituality
even if they haven’t really thought much about it
themselves. (Participant 3)

Family Factors

The role of family in gatekeeping can occur for any as-
pect of care but was noted particularly with regard to
talking about dying. It could be related to cultural
factors:

I’ll never forget this young man with leukemia.
He was 18. He was dying from the leukemia. His
mother was a pharmacist in the former Soviet Un-
ion, and his dad was a doctor, and they clearly said
to me, “Never talk to my son that he can’t be cured,
and please have all the discussions with me.” (Par-
ticipant 2)

6. An Important and Effective Intervention

Participants felt the investment of time required to
build relationships was worthwhile and appreciated
the outcomes. The process of discussing spirituality
strengthened doctor–patient relationships by in-
creasing patient trust and giving the doctor a “real”
picture of the patient, so that a person and not a dis-
ease was the focus of care:

Just to make them very much a person rather than
just someone with an illness. . . . And he might have
pancreatic cancer, but he’s a good trombone player
or something. (Participant 4)

This produced benefits for both patient and doctor.
Participants reported that they often noticed that if
the spiritual issues were sorted out, then everything
else seemed to go well. On a physical level, according
to the doctors interviewed, a good spiritual rapport
with the patient was associated with improved symp-
tom control and increased patient coping. A good doc-

tor–patient relationship allowed for transfer of
information, which helped the patient and family
manage their fears. On a spiritual level, the respect
transferred to the patient could help them feel that
they were not a failure in their life even though
they were dying, and to gain a sense of closure in re-
lationships. Taking a spiritual history was consid-
ered an important strategy in making sure that the
most important problems of a terminally ill patient
were not missed:

I use that in teaching to point out that when people
are coming to [the] end of life, that’s often a trigger
when . . . hidden guilt and fears surface and de-
mand attention . . . If you don’t deal with this, you
end up with terminal restlessness, where the pa-
tient is absolutely thrashing around, and it’s too
late then to tease out the hidden traumas. And
the only option at that stage is heavy sedation,
which is really sad. Nothing is quite right. (Partic-
ipant 10)

Experienced doctors were aware that with spiritual
care they triggered a process that allowed patients
to do all the spiritual work themselves. Their role
in this aspect of spiritual care was therefore solely
that of facilitator:

[Describing a situation where a man told his chil-
dren for the first time that he loved them and re-
paired relationships:] Somehow or other, I think
he found the freedom to do that as he was dying,
and we were just pretty well bystanders as it all
happened. We might have triggered something ini-
tially, but he then took up the bat and away he
went. (Participant 4)

In a few cases, spiritual nurturing helped a patient
grow through the suffering associated with illness
to reach a state of transcendence:

I can vividly remember the first time I met some-
body who was transcendent. And it was like she
was flying. She was just radiant. She was within
a few days of the end of her life. And the difference
that I noticed was that when you’re consulting and
working with people who are very ill, there is an
energy flow which usually goes from you, the prac-
titioner, to them, the patient. But with this other
small minority of people who have done all of that
work [of preparing to die], the energy flow comes
the other way. And you go out of the consultation
really buoyed up. You think, “Whoa! This is amaz-
ing! How does that happen? How do these people
reach that?” And the way they reach that is by do-
ing all of this [spiritual] work. (Participant 19)
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A sense of reciprocity in spiritual discussions was
common. Participants described the opportunity to
understand themselves better through these discus-
sions, and found this aspect of the job to be an impor-
tant source of professional satisfaction:

It’s a two-way thing . . . I certainly found that my-
self as I— Being engaged with patients’ deepest is-
sues, it triggers thoughts in me . . . And to me,
dying healed means you’ve dealt with those fears,
guilt, shame, anger, psychological, psychospiritual
issues. (Participant 10)

DISCUSSION

This qualitative study explored the process employed
by doctors experienced in the care of patients with
advanced cancer to discuss spirituality, as a first
step toward provision of spiritual care. Discussion
of spirituality is known to require a higher level of
communication skills than those needed for discus-
sion of such EoL topics as resuscitation (Ford et al.,
2012), which may partly explain why acceptance of
spiritual care can be influenced by who provides it
(Phelps et al., 2012). It is instructive to examine
how this cohort approached the task.

Personal spirituality and an understanding of the
human condition were considered valuable contribu-
tors to effective spiritual discussion at the end of life,
as has been previously suggested (Jones, 1999; Sur-
bone & Baider, 2010). Participants suggested self-re-
flection, engagement with the humanities, and
support from spiritual advisors as helpful ways of de-
veloping these qualities, which allowed them to feel
sufficiently secure in themselves to engage with pa-
tients. Self-awareness can help a doctor to avoid be-
ing distracted by their own fears and to listen to the
patient (Jones, 1999).

While pursuing spiritual growth may be considered
a personal prerogative, two recent papers reported
that physicians attributed their marginalization of
psychosocial-spiritual care to their medical training,
which selected less caring individuals and exposed
them to supervisors who devalued its importance,
stressing curing and not caring as the role of the doctor
(Meldrum, 2011; Vermandere et al., 2012). Perhaps a
wider curriculum than science alone in medical
schools is needed.

The literature shows that physician discomfort is a
predictor of doctors avoiding spiritual discussions
(Chibnall & Brooks, 2001; Curlin et al., 2006; Al-You-
sefi, 2012; Vermandere et al., 2012), and a recent re-
view found that a major barrier to doctors asking
patients about spirituality was a lack of training
(Best et al., 2015c). Poor communication skills are
also associated with greater physician burnout (Gra-

ham et al., 1996; Asai et al., 2007; Girgis et al., 2009).
The most experienced doctors in our study did not
find spiritual discussions draining, in contrast to
other similar cohorts (Penderell & Brazil, 2010).
They reported personal benefits from these conversa-
tions, including spiritual growth and professional
satisfaction. While the majority of our participants
had not received any formal training in the commu-
nication skills needed to discuss spiritual issues but
developed them over time, such skills can be taught
and learned (Delgado-Guay et al., 2013) and hold ad-
vantage for both patients and physicians (Virdun
et al., 2015).

The participants in our study also stressed the im-
portance of individualizing how one approaches the
patient, which is part of what patients consider to
be ideal spiritual care (Phelps et al., 2012), and avoid-
ing the problems of trying to fit all patients into a sin-
gle model (Kendall et al., 2015). The experienced
doctors in our study did not use standardized ques-
tionnaires to elicit a spiritual history but developed
a relationship with the patient within which spiritu-
ality could be discussed. It is unreasonable to think
that all medical practitioners could achieve the ex-
pertise in spiritual discussion demonstrated by this
cohort, but several spiritual history-taking tools for
physicians are available (Maugans, 1996; Anandara-
jah & Hight, 2001; Kristeller et al., 2005; Puchalski,
2006), as well as shorter screening tools (Steinhauser
et al., 2006). A brief patient-centered approach to
spiritual history taking has been found to be accept-
able to the majority of patients (Kristeller et al., 2005;
Phelps et al., 2012). Wider knowledge of these tools
would be beneficial, especially for those who are un-
able or unwilling to provide spiritual care and just
need to identify which patients to refer. There is evi-
dence that even a brief physician enquiry into spiri-
tual concerns related to coping with cancer has a
positive impact on patient perception of care and
well-being, particularly those with low levels of spir-
itual well-being (Kristeller et al., 2005).

Our participants elucidated numerous benefits
from discussing spirituality with their patients. At-
tention to patient spirituality helped patients cope
with physical symptoms, improve care, and facilitate
acceptance of death, as has been noted elsewhere
(Brady et al., 1999; Steinhauser et al., 2006; Balboni
et al., 2007; Phelps et al., 2009; Williams et al., 2011).
Several studies have found that by affirming patients
healthcare professionals promoted spiritual well-be-
ing (Fredriksson & Eriksson, 2001; Grant et al.,
2004; Rehnsfeldt & Eriksson, 2004; Langegard &
Ahlberg, 2009). The doctors in our sample did not
alleviate spiritual problems directly but enabled
patients to work through the issues themselves, cre-
ating a shift in terms of spiritual health. This process
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is recognized in the trajectory of holistic suffering
(Arman et al., 2002; Ohlen et al., 2002; Williams,
2006; Best et al., 2015a,b).

Our study provides an example of the generalist/
specialist model of whole-person care (Balboni
et al., 2014a) that is supported by consensus guide-
lines for spiritual care in palliative care (Puchalski
et al., 2009). It highlights the benefits of using multi-
disciplinary teams, which allowed doctors who felt
they did not have the time or skill, or who just felt
they were not the best person to help a particular pa-
tient, to ensure that SC was provided. It would be
necessary to ensure patients follow through on such
referrals, as this has previously been overestimated
by clinicians (Eakin & Strycker, 2001). For this mod-
el to be effective, personnel need to be available, and
this needs to be factored into any model of SC provi-
sion.

Finally, even among this experienced cohort it was
recognized that not all patients will resolve their
spiritual concerns before death. Kübler-Ross’s stages
of grief are not prescriptive (Kübler-Ross & Kessler,
2014). In recognition of this, participants were able
to accept this occurrence without self-reproach. As
one respondent commented,

I guess I don’t feel personally responsible for the
outcome for all patients, because, in the end, I
can’t control the lives they’ve led or their belief sys-
tem. They have most of those as a product of a life-
time of thought . . . So I don’t take that home with
me. (Participant 5)

All the participants in our study were doctors who
work with patients with advanced cancer. Other pop-
ulations may demonstrate a different approach to
spiritual history taking.

In conclusion, doctors with considerable experi-
ence in discussing spirituality with advanced cancer
patients described a delicate and individualized pro-
cess directed by the patient. It was recommended
that those who desire to develop expertise in this
area need to take steps to develop their own spiritual-
ity as well as practice the recommended techniques to
maximize the impact of such discussions.
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